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Transfer  Factor — Clinical  Enigma 

Clinical  Uses  of  Transfer  Factor 

(Second  of  Two  Parts) 


FRANK  M.  GRAZIANO,  M.D.  AND  JOHN  M.  DWYER,  M.D.,  PH.D. 


Early  Studies  of  the  Clinical  Use 
of  Transfer  Factor 

Transfer  factor  is  a low  molecular  weight,  cell  free, 
dialyzable  moiety  which  can  transfer  to  a nonsensit- 
ized  individual  delayed  hypersensitivity  capacities 
possessed  by  the  donor  of  the  transfer  factor.  For 
example,  transfer  factor  made  from  a subject  who  is 
PPD  positive  will  transfer  to  a PPD  negative 
individual  the  capacity  to  respond  to  intradermal 
challenge  with  this  antigen.  As  delayed  hypersensitivi- 
ty is  regarded  as  a direct  correlate  of  cell  mediated 
immune  function  in  general,  the  extrapolation  that 
transfer  factor  may  transfer  many  aspects  of  normal 
cell  mediated  immune  function  has  been  widely  made. 
It  was  on  this  reasoning  that  clinical  trials  of  transfer 
factor  were  instituted  in  those  cases  where  improved 
cell  mediated  immune  performance  was  deemed  de- 
sirable. Transfer  factor  is  nonantigenic  and  does  not 
transfer  the  capacity  for  synthesis  of  humoral  anti- 
body. Thus,  transfer  factor  appears  to  impart  T cell 
rather  than  B cell  function  to  the  recipient.  In  vitro 
assay  systems  suggest  that  there  are  nonspecific 
stimulants  of  lymphocyte  function  present  in  leuko- 
cyte dialysates.  It  is  uncertain  at  the  present  time, 
therefore,  whether  transfer  factor  acts  alone  or  in 
synergy  with  nonspecific  stimulators  of  the  cellular 
response  to  transfer  cellular  hypersensitivity  in  vivo. 

Despite  many  uncertainties  concerning  the  nature 
of  transfer  factor,  its  clinical  use  has  become 
widespread.  Many  investigators  feel  that  clinical 
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application  of  transfer  factor  will  help  to  clarify  the 
many  controversies  surrounding  it.  In  fact,  much  of 
the  objectivity  missing  from  the  scientific  studies  is 
also  missing  from  the  clinical  studies. 

Transfer  factor  was  initially  used  clinically  in 
immune  deficiency  disorders.  With  the  advent  of 
better  understanding  of  cellular  and  humoral  immu- 
nology attempts  at  reconstitution  of  the  immune 
response  in  those  patients  manifesting  clinical  disease 
because  of  such  defects  became  possible.  In  states  of 
humoral  immune  deficiency,  reconstitution  with 
gamma  globulin  has  remained  the  mainstay  of 
therapy.  In  the  late  1950’s,  however,  with  the 
beginning  of  our  understanding  of  cellular  immune 
mechanisms  and  the  demonstration  that  the  transfer 
of  living  leukocytes  rather  than  serum  could  transfer 
certain  facets  of  immunocompetence  much  excite- 
ment was  generated  at  the  potential  for  treating  cell 
mediated  immune  deficiency  with  live  cell  transfers. 

Some  of  the  early  work  in  this  area  led  to  disastrous 
results.  While  in  normal  individuals  transfer  of 
sensitized  cells  may  lead  to  the  recipient  developing 
new  delayed  hypersensitivity  capacities,  in  the 
immunoincompetent  patient  the  transfer  of  such  cells 
may  well  lead  to  graft  vs  host  reaction  (GVH)  in 
which  the  T cells  contained  in  the  transfer  recognized 
the  recipient  as  foreign  and  attack  (sometimes  fatally) 
the  T cells  of  the  host.  While  success  with  this  type  of 
cellular  reconstitution  has  been  realized  (e.g.  in  bone 
marrow  transplantation)  it  requires  precise  histocom- 
patibility matching  between  donor  and  recipient  and 
this  is  very  difficult  to  do  with  cells  other  than  those 
from  siblings.  The  very  serious  problems  posed  by  the 
use  of  viable  cells  prompted  trials  of  transfer  factor 
for  immunological  reconstitution.  The  main  advan- 
tage in  using  transfer  factor  lies  in  the  fact  that 
histocompatibility  antigens  and  hepatitis  antigens  are 
both  too  large  to  pass  through  dialysis  membranes 
and  are,  therefore,  excluded  from  transfer  prepara- 
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tions  virtually  removing  any  chance  of  a graft  vs  host 
reaction. 

Transfer  factor  has  been  used  clinically  in  four 
areas:  (1)  primary  immune  deficiencies  (T  cell);  (2) 
chronic  infections  (viral  and  fungal);  (3)  facultative 
bacterial  infections  (leprosy  and  TB);  and  (4) 
malignancy.  In  all  of  these  cell  mediated  immunity,  or 
a lack  thereof,  seems  to  play  an  important  role.  The 
specific  diseases  in  which  there  has  been  most 
experience  and  in  which  some  clinical  benefit  appears 
promising  include:  Wiskott-Aldrich  syndrome,  chron- 
ic mucocutaneous  candidiasis,  coccidiomycosis, 
malignant  melanoma,  and  osteogenic  sarcoma. 
However,  numerous  disease  processes  have  been 
treated  with  transfer  factor  (Table  I).  The  discussion 
to  follow  will  deal  mainly  with  the  diseases  in  which 
more  experience  is  at  hand  and  for  many  of  the 
diseases  listed  in  Table  I much  more  information  and 
control  trials  will  be  necessary  before  therapeutic 
benefits  can  be  adequately  assessed. 

Use  of  Transfer  Factor  in  Clinical  Disease 

Initial  success  with  transfer  factor  as  a therapeutic 
agent  was  realized  in  the  treatment  of  chronic 
mucocutaneous  candidiasis1  (CMC).  This  diagnosis 
has  been  applied  to  a variety  of  conditions  in  which 
patients  have  superficial  infections  of  the  nails,  skin 

Table  I 

DISEASES  TREATED  WITH  TRANSFER  FACTOR 

Immune  Deficiency  Diseases 

Wiskott-Aldrich  Syndrome 

Severe  Combined  Immunodeficiency 

Nezelofs  Syndrome 

Di  George  Syndrome 

Chronic  Mucocutaneous  Candidiasis 

Infectious  Diseases 

Tuberculosis 
Lepromatous  Leprosy 
Coccidiomycosis 
Hepatitis 
Cytomegalvirus 
Herpes  Zoster 

Subacute  Sclerosing  Panencephalitis 

Malignancy 

Malignant  Melanoma 
Osteogenic  Sarcoma 
Breast  Cancer 
Colorectal  Carcinoma 
Hodgkins  Disease 
Mycosis  Fungoides 
Renal  Cell  Carcinoma 

Miscellaneous  Diseases 

Aphthous  Stomatitis 
Behcet’s  Disease 
Rheumatoid  Arthritis 
Juvenile  Rheumatoid  arthritis 
Multiple  Sclerosis 
Waldenstrom’s  Macroglobulinemia 
Chronic  Active  Hepatitis 
Human  Warts 


and  mucous  membranes  with  fungi  of  the  Candida 
species,  usually  C.  albicans.  The  fact  that  this  is  a 
heterogenous  disease  is  underscored  by  the  diversity 
of  the  clinical  presentation  and  sporadic  occurrence  of 
associated  disorders  such  as  hypofunction  of  endo- 
crine glands,  steatorrhea  and  IgA  deficiency.  A 
significant  spectrum  of  immune  defects  have  been 
described  in  these  patients.  The  most  common 
abnormality  has  been  in  a failure  of  effective  cell 
mediated  immune  response  to  the  antigens  of  C. 
albicans.  A number  of  treatment  schedules  have  been 
used  with  varying  degrees  of  success  in  this  disease.  In 
some,  treatment  with  the  antifungal  agent  amphote- 
ricin has  been  curative  but  in  many  others  this 
treatment  has  given  only  temporary  relief.  Patients 
with  chronic  mucocutaneous  candidiasis  who  do  not 
respond  with  a positive  delayed  hypersensitivity 
reaction  to  Candida  antigens  and  are  treated  with 
transfer  factor  from  donors  who  do  express  good 
delayed  hypersensitivity  to  Candida  clearly  show 
conversion  of  both  in  vivo  and  in  vitro  immunological 
parameters.  The  clinical  benefit  of  transfer  factor 
alone,  however,  has  been  disappointingly  low.  The 
most  promising  use  of  transfer  factor  has  been  in  the 
skin  test  negative  CMC  patients  who  have  remissions 
of  only  short  duration  with  the  use  of  amphotericin. 
Here,  the  combination  of  transfer  factor  administered 
after  amphotericin  has  reduced  the  antigen  load, 
produced  prolonged  remissions  and  decreased  the 
morbidity  of  the  disease  significantly.  Stopping 
transfer  factor  causes  exacerbation  of  the  disease 
process. 

Wiskott-Aldrich  syndrome  is  the  immune  deficien- 
cy state  that  has  been  best  studied  with  transfer 
factor.2  This  disease  is  a sex-linked  recessive  process 
characterized  by  recurrent  pyogenic  infections, 
eczema  and  thrombocytopenia.  Immunologically 
these  patients  have  lymphopenia,  lack  delayed 
hypersensitivity  as  assayed  by  skin  tests  and  have 
defective  lymphocyte  transformation  in  response  to 
mitogens  and  specific  antigens.  There  is  a striking 
inability  to  make  IgM  antibodies  particularly  against 
polysaccharide  antigens  in  these  patients  and  their 
immunological  defects  which  may  be  mild  at  birth, 
become  severe  towards  the  end  of  the  first  year  of  life. 
Death  in  infancy  or  early  childhood  is  usual  and 
frequently  follows  overwhelming  infection  or  hemor- 
rhage. The  most  striking  benefit  of  transfer  factor 
treatment  in  these  patients  has  been  a marked  and 
often  dramatic  decrease  in  infection.  Not  all  patients 
respond  but  those  that  do  respond  do  so  in  a signifi- 
cant fashion.  Some  investigators  have  shown  an 
exacerbation  of  infections  with  cessation  of  transfer 
factor  and  subsequent  suppression  of  these  infections 
once  transfer  factor  was  re-introduced.  Little  effect  on 
the  eczema  and  bleeding  problems  has  been  observed 
although  we  have  noted  in  one  patient  a marked 
improvement  in  eczema  following  transfer  factor 
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therapy.  While  these  results  look  promising,  the 
numbers  of  patients  with  this  syndrome  are  relatively 
small  and  thus  firm  conclusions  cannot  be  made. 

It  is  well  known  that  cellular  immunity  plays  an 
important  role  in  defense  against  viral,  fungal  and 
intracellular  bacterial  pathogens.  Deficiency  of  cell 
mediated  immunity  is  often  associated  with  infections 
by  these  organisms.  Because  of  this  transfer  factor 
was  tried  in  several  cases  of  chronic  viral,  bacterial 
and  fungal  infections.  Aside  from  chronic  infections 
with  Candida,  the  recently  reviewed3  experience  of 
transfer  factor  therapy  in  coccidiomycosis  has  been 
extensive  and  promising.  Infection  with  C.  immitus  is 
a frequent  occurrence  in  the  southwest.  Entry  is 
nearly  always  via  the  lung  and  those  who  develop  a 
cellular  response  promptly  contain  the  infection  with 
little  symptomatology.  Defects  in  T cell  function  are 
common,  however,  in  patients  with  severe  disease. 
They  may  manifest  their  coccidiomycosis  as  chronic 
pneumonia  or  chronic  involvement  of  other  organ 
systems  because  of  blood  dissemination  of  the  fungus. 
Patients  with  severe  disease  who  were  not  improving 
on  amphotericin  have  been  treated  with  transfer 
factor.  In  these  studies  amphotericin  and  surgical 
drainage  of  infected  sites  were  continued  when 
indicated.  Donors  of  the  leukocytes  used  to  provide 
the  transfer  factor  exhibited  strong  delayed  hypersen- 
sitivity reactions  to  intradermal  coccidioidin.  In  over 
half  of  the  patients  clinical  benefit  was  realized  with 
clearing  of  pneumonic  or  other  complications  that 
were  formerly  unresponsive  to  amphotericin  alone. 
Noteworthy  is  the  fact  that  there  was  not  a strict 
correlation  between  the  development  of  skin  test 
reactivity  to  coccidioidin  amongst  the  recipients  and 
the  apparent  therapeutic  benefits.  Such  data  again 
raises  the  question  of  specificity  of  transfer  factor,  as 
an  adjuvant  effect  of  the  agent  could  explain  such  a 
result.  No  work  has  yet  been  done  with  transfer  factor 
prepared  from  donors  who  could  not  manifest 
delayed  hypersensitivity  reactions  to  coccidioidin. 

The  possible  relationship  of  immunological  de- 
fenses and  survival  of  patients  with  malignancy  has 
centered  on  the  belief  that  antibody  mediated 
responses  to  tumors  may  either  enhance  growth  of 
tumors  or  at  least  be  nontoxic  to  malignant  cells.  Cell 
mediated  immunity  usually  inhibits  the  growth  of 
tumors  and  would  appear  to  be  the  major  protective 
mechanism  that  we  have  to  control  the  early  spread  of 
malignant  cells.  Since  transfer  factor  enhances  cell 
mediated  immunity,  it  seemed  logical  to  investigate  its 
therapeutic  benefits  in  the  treatment  of  malignant 
neoplasms  unresponsive  to  other  measures. 

In  patients  with  osteogenic  sarcoma,  surgical 
excision,  chemotherapy  and  radiation  therapy  have 
produced  a survival  rate  of  only  20%.  The  use  of 
transfer  factor  in  this  malignant  process  followed  a 
finding  that  some  household  contacts  of  tumor 


patients  possessed  lymphocytes  that  could  provide 
cell  mediated  cytotoxic  reactions  against  tumor  cells.4 
The  only  logical  interpretation  of  this  data  would 
have  household  contacts  and  patients  meeting  up  with 
uncommon  environmental  agents  (possibly  a virus). 
The  household  contacts  make  a successful  cell 
mediated  immune  response  against  the  virus,  become 
sensitized  to  the  agent,  and  eliminate  it.  The  tumor 
patients  do  not  make  a successful  cell  mediated 
immune  response  and  as  part  of  this  failure  the  agent 
induces  a malignancy.  Thus,  it  was  felt  rational  to 
attempt  to  make  specific  anti-tumor  transfer  factor 
from  household  contacts  with  lymphocytes  that 
demonstrated  cell  mediated  cytotoxicity  against 
tumor  cells.  In  the  relatively  small  number  of  cases 
treated  in  this  manner  it  has  been  found  that  patients 
with  large  inoperable  tumors  or  widespread  metas- 
tases  have  little  response  to  the  addition  of  transfer 
factor  to  their  therapeutic  regimen.  Its  effect  in 
carefully  selected  and  well  followed  patients  with  a 
small  tumor  burden  has,  however,  been  more 
successful.  Here  stabilization  of  metastatic  lesions  or 
increased  intervals  between  amputation  or  the 
diagnosis  of  tumor  and  the  appearance  of  metastatic 
lesions  has  been  striking.  Double  blind  trials  will  be 
needed  for  confirmation  but  these  are  exceedingly 
difficult  to  carry  out  in  patients  with  these  rare 
tumors. 

Side  Effects  of  Transfer  Factor 

Transfer  factor  is  usually  injected  subcutaneously 
and  transient  pain  at  the  injection  site  is  the  only 
common  side  effect.  Local  pain  sometimes  accompan- 
ied by  discrete  swelling  at  the  injection  site  can  be  seen 
in  up  to  half  of  the  patients  given  transfer  factor. 
These  reactions  are  short-lived.  Rarely,  pain  and 
swelling  are  more  generalized  at  the  inoculation  site 
and  last  for  a few  days.  Fever  has  occurred  from  1 to 
24  hours  after  the  administration  of  transfer  factor 
and  has  persisted  in  some  patients  for  hours  to  at 
times  days.  No  serious  long-term  local  effects  have 
ever  been  noted.  Questions  of  more  serious  side  ef- 
fects developing  from  the  administration  of  transfer 
factor  have  been  raised  in  a small  number  of  single 
case  reports.  These  include  nephrotic  syndrome, 
hemolytic  anemia,  monoclonal  gammopathy  and 
symptoms  of  fever  and  arthralgia  with  liver  and 
spleen  enlargement.  While  these  cases  are  isolated  it 
should  also  be  noted  that  the  conditions  for  which 
these  patients  are  being  treated  with  transfer  factor 
are  frequently  associated  with  the  complications  list- 
ed above.  Thus,  it  is  difficult  to  know  if  they  are  truly 
side  effects  of  transfer  factor  or  manifestations  of  the 
underlying  disease  process.  The  general  experience 
with  transfer  factor  has  been  that  it  is  really  remark- 
ably free  of  serious  side  effects  and  in  general  it 
seems  safe  to  consider  that  if  the  agent  is  not  bene- 
ficial it  certainly  is  unlikely  to  do  any  harm. 
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Summary 

There  seems  to  be  little  doubt  from  the  research 
studies  and  clinical  trials  of  transfer  factor  that  this 
agent  can  cause  the  induction  of  cellular  immunity  in 
vivo  and  in  vitro.  In  reviewing  the  literature,  the 
question  of  clinical  benefit  in  using  this  relatively 
innocuous  and  non-antigenic  material  is  only  partially 
answered,  however.  Certainly,  in  the  areas  of  immune 
deficiency,  chronic  infection  and  neoplasm,  there 
seems  to  be  suggestive  evidence  for  a marked  clinical 
benefit  in  using  transfer  factor  alone  or  especially  in 
combination  with  other  therapeutic  measures.  This 
enthusiasm  must  be  tempered  by  the  fact  that 
measurement  of  clinical  efficiency  is  often  subjective 
and  difficult  to  evaluate  because  of  spontaneous 
variations  in  the  disease  states  being  treated.  Added  to 
this  is  the  uncertainty  of  the  proper  dosage  schedules 
plus  the  small  number  of  patients  receiving  the 
therapy  and  the  lack  of  large  double  blind  control 
studies.  While  all  of  this  makes  it  frustrating  to  deal 


objectively  with  transfer  factor,  there  is  no  doubt  that 
many  beneficial  effects  seem  well  documented. 
Double  blind  trials  are  now  underway  and  it  is  hoped 
these  studies  will  add  information  that  will  enhance 
the  development  of  transfer  factor  to  its  fullest 
therapeutic  potential. 
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What  Sports  Medicine  Is  About 

JAMES  A.  NICHOLAS,  M.D. 


How  man  spends  his  leisure  time  in  this  country  can 
be  divided  into  several  groups.  Man  works  part  of  his 
time  during  the  day,  performs  vital  functions  during 
another  segment  of  the  day  and,  finally,  the  remainder 
of  the  time  is  his  spare  time.  Such  spare  time  may  be 
used  for  physical  activity  of  a recreational  nature,  or  it 
may  simply  be  spent  sitting  studying,  thinking, 
independent  of  work  demands.  Most  people  in  this 
country  spend  a considerable  amount  of  time 
outdoors,  engaged  in  recreational  activities.  (Table  1) 
Sports  Medicine  concerns  the  maintenance  of  health 
for  those  individuals  who  spend  their  leisure  time  in 
recreational  physical  activities.  The  amount  of  time 
available  for  such  pursuits  varies,  depending  on  one’s 
age,  occupation,  and  athletic  inclinations. 

During  the  formative  years  of  adolescence  and 
young  adulthood,  children  have  both  organized  and 
unorganized  play  periods,  at  school,  after  school,  as 
well  as  on  weekends  and  during  their  summer 

DR.  JAMES  A.  NICHOLAS,  Director,  Department  of 
Orthopedic  Surgery;  Director,  Institute  of  Sports  Medicine  and 
Athletic  Trauma,  Lenox  Hill  Hospital,  New  York,  N.Y. 


vacation.  The  opportunities  to  play  sports,  therefore, 
are  greatest  between  the  ages  of  five  and  22.  It  is 
during  this  time  that  recreational  pursuits  produce 
very  talented  individuals  who  then  go  on  to  become 
top-notch  amateur  and  professionals  in  sports.  At 
approximately  the  age  of  22,  when  one  graduates 
from  college,  marries  and  settles  down,  the  demands 
for  building  a career  and  the  responsibilities  of  taking 

Table  I 

The  following  were  the  favorite  American  pastimes,  estimated 
in  millions. 


1.  Swimming 107,197,000 

2.  Bicycling 65,613,000 

3.  Fishing  61,263,000 

4.  Camping  54,435,000 

5.  Bowling  38,218,000 

6.  Table  Tennis  33,501,000 

7.  Pool  and  Billiards  32,920,000 

8.  Boating  32,629,000 

9.  Softball  26,362,000 

10.  Ice  Skating  24,875,000 


Source  - Neilsen  Rating  of  Sports  Participation 
New  York  Times  - March  24,  1 974. 
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care  of  a family  intrude  on  spare  time.  There  is  a 
decline  in  team  sports  play.  Such  individuals  begin  to 
become  interested  in  other  recreational  activities, 
primarily  in  weekend  outdoor  activities,  and  may  try 
to  remain  physically  active  in  sports  they  learned  at 
earlier  ages,  such  as  basketball,  running  and  tennis. 
During  this  prime  age  of  life,  such  individuals  are  still 
in  good  physical  condition  and  have  not  sustained  a 
serious  injury  to  impair  their  ability  to  play  sports. 
However,  overuse  syndromes  will  develop  over  a 
period  of  time,  particularly  with  sporadic  and 
enthusiastic  over-extended  vacation  activities. 

At  approximately  35  to  40  years — middle  age — the 
generation  has  gone  on  to  marry,  raise  a family,  and 
in  the  40  to  50  year  age  bracket  may  have  their  first 
grandchildren.  During  this  period  the  peak  responsi- 
bilities necessary  in  taking  care  of  a family  and/or 
business  intrude  on  most  persons’  free  time,  and  they 
will  have  little  time  for  recreation  except  on  weekends 
and/or  during  vacations.  Many  of  these  individuals 
then  get  into  sports  they  feel  they  can  pursue  such  as 
golf,  boating,  and  camping.  Concomitantly  many 
degenerative  processes  become  apparent,  such  as 
tendon  necrosis,  and  tendinitis  in  various  parts  of  the 
body  such  as  the  shoulder,  elbow,  neck,  hip,  knee  and 
ankle  during  excessive  attempts  by  the  middle-aged 
individual  to  stay  fit.  His  difficulties  may  result  from 
efforts  to  battle  both  shortening  of  height  and 
increasing  weight  due  to  the  sedentary  nature  of  work. 

In  the  55-year  and  older  age  group — now  senior 
citizens — retirement  hobbies  are  developed  and  other 
pursuits  and  activities  to  occupy  their  time  as  they 
stop  working,  affording  more  leisure  time.  In  this  age 
group  individuals  have  been  afflicted  by  injury, 
previous  surgery,  illness,  and  organ  breakdown,  so 
some  of  their  pursuits  are  physically  quite  limited. 
Nevertheless,  in  some  instances  the  competitive  spirit 
remains  remarkably  evident.  We  know  individuals  in 
this  age  bracket  who  play  a strenuous  game  of  tennis, 
jog,  and  run  in  the  marathon.  In  July  1975,  a man  of 
70  years  swam  across  and  back  the  Hudson  River  and 
said  it  was  easier  for  him  to  do  this  than  to  walk. 

The  importance  of  how  leisure  time  is  spent  and  the 
pathology  that  ensues  over  a life  time  dictate  the 
considerations  and  aims  of  those  who  are  interested  in 
sports  medicine. 

A fundamental  concept  in  sports  medicine  is  to 
permit  people  to  play  sports  with  optimum  fitness  and 
safety.  It  is  obvious  that  the  different  age  groups  will 
engage  the  interests  of  different  medical  specialists. 
During  the  five  to  22  year  bracket,  pediatricians  and 
general  practitioners  are  primarily  involved.  The 
orthopedists  and  those  interested  in  trauma  are 
frequently  called  upon  to  treat  those  people  who  play 
and  sustain  injuries  during  high  velocity  and  high 
contact  sports. 

During  adult  life  individuals  are  usually  quite 


healthy  unless  they  have  special  handicapping 
problems,  such  as  diabetes,  epilepsy,  impaired  organs, 
or  other  problems  where  the  need  for  medical  care 
may  be  more  remote.  When  this  group  plays  sports, 
the  musculoskeletal  regions  are  where  the  most 
common  injuries  are  sustained.  However,  as  time  goes 
on,  obesity,  cardiac  insufficiency,  the  ravages  of 
smoking,  and  decreased  vital  capacity  assert  them- 
selves. Then  the  internist  is  involved  in  promoting 
proper  diets,  efficiency  of  cardiovascular  function, 
and  general  fitness.  Almost  all  other  segments  of 
medicine  are  involved,  i.e.  psychiatry,  geriatrics,  and 
even  the  subspecialties  such  as  arthritis,  cardiovascu- 
lar and  renal  disease.  Organ  breakdowns  may  occur. 
In  the  later  years  we  find  a large  number  of  highly 
motivated  people  who  have  worked  very  hard  to  be 
able  to  enjoy  the  fruits  of  their  work.  The  urgent  need 
to  provide  the  ability  to  enjoy  these  activities 
transcends  all  phases  of  medicine,  and  therefore 
sports  medicine  is  of  interest  to  all  practitioners. 

Sports  medicine  is  not  only  a science  of  fitness, 
physical  education,  rehabilitation,  and  orthopedic 
surgery  or  cardiophysiology.  It  requires  an  under- 
standing of  the  varied  demands  of  these  age  groups  in 
sports,  the  deficits  of  each  age  group  and  their  ability 
to  play  or  not  play  sports,  and  even  the  types  of  sports 
that  individuals  can  engage  in.  Numerous  examples 
have  been  given  as  to  the  frequency  of  sports  played 
in  this  country.  (Table  1) 

With  most  sports  there  is  a potential  for  trauma 
from  falls,  collisions,  or  from  the  wear  and  tear  effects 
from  the  throwing,  running  or  climbing  mechanisms 
that  are  involved. 

Movements  of  Sports 

Recreational  activities  provide  a physical  and 
mental  stimulus  for  most  of  us.  There  are  a myriad  of 
sports  that  can  give  pleasure  as  well  as  produce  injury. 
We  have  primarily  used  a classification  of  body 
movements  which  we  have  found  to  be  employed  in 
almost  every  sport  that  one  plays.  These  movements 
are  classified  into  Stance,  Walk,  Run,  Jump,  Kick 
and  Throw.  In  stance  sports,  one  might  stand 
perfectly  still  for  a time  while  hunting,  waiting  for  the 
deer  to  appear;  or  it  could  involve  the  throwing 
motions  in  a long  drawn-out  game  of  bridge.  In  other 
words,  movements  of  the  body  are  carried  out 
repetitively,  utilizing  balance,  agility,  coordination 
and  other  traits,  including  rhythm,  reaction  time, 
steadiness,  timing,  alertness,  motivation,  and  disci- 
pline. We  have  divided  such  factors  of  performance 
into  three  categories: 

Group  I:  Neuromuscular  Factors  including 

strength,  endurance,  body  type,  flexibility,  balance, 
agility,  speed,  coordination,  timing,  reaction  time, 
rhythm,  steadiness  and  accuracy. 

All  sports  make  varying  demands  on  the  individual 
for  each  of  these  performance  traits.  To  the  extent 
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that  the  patient  can  meet  the  demands,  the  sport  will 
to  some  degree  tax  the  body,  producing  injury, 
overuse,  or  accomplishment  of  the  sport. 

A second  group  of  factors  requiring  much  research 
is  labeled  mental  and  psychometric  factors. 

Group  II:  Mental  and  psychometric  factors— 
intelligence,  creativity,  alertness,  motivation  and 
discipline. 

Group  III:  Environmental  factors — equipment, 
practice,  playing  conditions  are  to  a certain  extent 
involved  in  all  sports.  Therefore  it  is  evident  that  in 
each  age  group  the  demands  of  which  sport  one  will 
play  require  the  ability  of  the  individual  to  meet  the 
demands. 

A simple  example  of  how  such  traits  are  used  is 
automobile  racing,  which  requires  a great  deal  of 
Type  II  factors,  in  other  words,  maximum  creativity, 
alertness,  motivation  and  intelligence.  It  also  requires 
the  maximum  use  of  the  environmental  factors, 
including  playing  equipment,  conditions  and  practice 
to  achieve  the  desired  ends.  On  the  other  hand,  an 
auto  race  might  not  require  flexibility,  agility,  and 
speed  of  movement  of  the  entire  body,  although  he 
might  require  segmental  speed.  Timing,  reaction  time, 
steadiness  and  accuracy  would  instead  be  very 
important.  Conversely,  a good  boxer  requires 
maximum  strength  and  endurance.  In  hiking,  speed 
and  agility  are  not  necessary.  Thus,  by  understanding 
the  demands  of  sports,  we  can  use  the  charts  which 
our  Institute  has  produced  showing  the  quantitative 
differences  in  different  sports  for  the  individual 
participant.  (Table  2) 

The  demands  of  the  sport,  the  age  group,  and  the 
need  to  play  sports  constitute  the  essential  triad  from 
which  the  structure  of  Sports  Medicine  springs.  A 
fourth  segment  of  importance  is  the  ability  to  protect 
individuals  from  injury  while  playing  sports.  This  is 
particularly  relevant  for  contact  sports  with  high 
speed. 

There  are  many  individuals  in  this  country  who 
may  play  sports  with  demands  which  impose  risks  of 
which  they  are  not  aware,  and  therefore  it  is  essential 
to  delineate  the  safety  factors.  For  this  purpose, 
screening  tests  have  been  devised  to  act  as  keys  to  the 
physician.  This  would  determine  in  which  direction  he 
can  advise  the  patient,  knowing  full  well  that 
aggressively  athletic  patients  want  to  participate  as 
much  as  possible.  Questions  arise,  therefore,  such  as: 
“After  a myocardial  infarct,  can  I play  tennis  again  in 
four  months?”;  or  the  patient  suffering  from  emphyse- 
ma may  ask,  “Can  I ski?”  Or  questions  from  someone 
who  enjoys  scuba  diving  but  has  poor  coordination. 
Such  charts  are  particularly  useful  in  evaluating  the 
demands  made  on  children  between  the  ages  of  twelve 
and  fifteen.  At  that  age  they  commonly  begin  to  take 
up  the  jumping  sports  such  as  ballet  and  basketball. 


Some  have  congenital  or  developmental  abnormali- 
ties such  as  subluxing  knee  caps. 

An  effort  must  be  made  to  communicate  to  the 
patient  the  risks  and  the  knowledge  of  the  demands  of 
sports.  Accordingly,  screening  tests  in  physical 
examination  are  important.  We  call  them  “keys”  in  an 
effort  to  recognize  that  the  tests  must  be  done  in  such 
a way  as  to  provide  a battery  of  information  without 
the  expenditure  of  a great  deal  of  time. 

Screening  Tests 

Screening  of  the  musculoskeletal  system  is  extreme- 
ly important  during  the  rapid  growth  period  as  well  as 
during  maturity.  Maturation  variability  predisposes 
to  unpredictability  of  an  individual’s  vulnerability. 
The  decision  as  to  which  screening  tests  to  use  rests 
with  the  physician  on  the  basis  of  the  patient’s 
particular  problem,  the  patient’s  age,  and  his  state  of 
health.  Strength  differs  from  endurance  in  that 
endurance  requires  effort  over  an  extended  period  of 
time  at  a given  rate  of  speed.  The  efficacy  of  a number 
of  successive  movements  of  muscular  strength  will 
depend  on  one’s  endurance.  Some  sports  require  a 
great  deal  of  balance  which  is  defined  as  the 
coordinated  neuromuscular  response  of  the  body  to 
maintain  its  position  in  response  to  changing  stimuli. 
By  understanding  the  performance  factors  and  their 
definitions,  one  can  quickly  utilize  the  available 
battery  of  tests  to  best  advantage.  These  tests  are 
constantly  being  modified  by  research  in  sports 
medicine  centers  throughout  the  country.  It  is 
important  to  recognize  that  a tight-jointed  person,  for 
example,  one  who  has  tight  calves,  hamstrings  or 
back  muscles,  is  more  subject  to  night  cramps  and 
muscle  pulls,  and  may  have  difficulty  on  entering  a 
sport  which  requires  much  flexibility,  in  contrast  to 
someone  who  is  developmentally  flexible.  Conversely, 
if  a very  flexible  person  does  not  have  much  power, 
the  agility  may  be  dissipated  by  excessive  demands  on 
power.  Tigaments  can  be  torn  on  impact  more  readily 
at  the  ankle.  A subluxation  of  the  patella  or  shoulder 
is  more  readily  produced. 

Another  area  of  concern  in  sports  medicine  is  the 
treatment  of  injuries.  Often  patients  with  sports 
injuries  are  not  seen  by  a physician  until  the  condition 
has  become  seriously  aggravated.  The  dissemination 
of  information  regarding  the  presenting  symptoms  to 
paramedical  personnel  constitutes  a valuable  adjunct, 
and  coaches,  trainers,  physical  educators,  teachers, 
school  doctors  and  parents  should  be  educated 
through  the  efforts  of  local  sports  medicine  groups. 
Many  individuals  tend  to  shrug  off  injuries  acquired 
in  unorganized  play.  Some  method  must  be  devised  to 
increase  education  at  all  levels  regarding  the  propensi- 
ty of  certain  sports  to  cause  injuries.  It  is  easy  to  labor 
under  the  assumption  that  early  signs  are  not  very 
important,  until  rupture  of  aging  tendons  produces 
mallet  finger  or  boutonniere  deformities  of  the 
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fingers;  or  there  may  be  tendon  ruptures  at  the  rotator 
cuff  in  a previously  painful  shoulder.  Therefore, 
dissemination  of  this  information  along  with  physical 
examinations  which  screen  for  flexibility  and  power 
of  the  upper  and  lower  extremities  for  such  signs,  are 
very  valuable.  Hardly  any  specialty  escapes  sports 
medicine  in  the  physical  examination.  For  instance, 


depth  perception  of  the  eye  is  important  to  the 
individual  playing  golf.  Ear  stoppers  may  be  needed 
for  noise  abatement  for  individuals  with  a tendency  to 
become  dizzy  from  the  explosive  sounds  of  hunting. 
Those  who  have  allergies,  particularly  of  the  skin, 
may  require  a great  deal  of  dermatological  assistance 
when  using  locker  rooms  and  playing  fields.  Proper 


Table  2 

NEUROMUSCULAR  AND  PHYSICAL  FACTORS  (A) 
PERFORMANCE  FACTORS 


Sports 


Baseball 
Basketball 
Camping 
Fishing 
(Deep  Sea) 
Football 
Golf 

Gymnastics 

Modern  Dance 

Paddleball 

Sailing 

Soccer 

Tennis 


Performance  Totals  22  23  15  20  27  24  19  29  29  28  26  22  26 


MENTAL 

AND  PSYCHOMETRIC  FACTORS  (B) 
PERFORMANCE  FACTORS 

ENVIRONMENTAL  FACTORS  (c) 
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Basketball 

35 
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3 

2 

10 

45 

1 

1 

3 

5 
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Camping 

6 

1 

2 

2 

2 

2 

9 

15 

3 

3 

2 

8 

23 

Fishing 

(Deep  Sea) 

21 

1 

0 

3 

2 

3 

9 

30 

0 

1 

2 

3 

33 

Football 

36 

2 

1 

3 

3 

3 
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48 

2 

3 

3 

8 

56 

Golf 

23 

1 

2 

1 

2 

3 

9 

32 

2 

2 

3 

7 

39 

Gymnastics 

36 

0 

0 

3 

3 

3 

9 

45 

1 

1 

3 

5 
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Modern  Dance 

20 

1 

3 

2 

1 

0 
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0 

0 

1 

1 

28 
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0 
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3 
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1 
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Performance  Totals 
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17 

30 

28 

27 

20 

21 

30 

71 

0 = No  Involvement 

1 = Little  Involvement 

2 = Moderate  Involvement 

3 = Maximum  Involvement 
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hydration  must  be  stressed  for  all  age  levels,  not 
merely  the  young  who  suffer  from  heat  exhaustion  or 
heat  stroke. 

One  must  recognize  that  individuals  who  have  been 
hurt  or  have  had  previous  trouble  with  their  joints 
may  require  bracing,  and  an  adequate  rehabilitation 
program  to  compensate  for  their  deficits.  Rehabilita- 
tion of  the  total  limb  is  extremely  important, 
requiring  analysis  of  the  losses  to  prevent  reinjury. 
Weakness  in  the  leg  may  produce  atrophy,  pelvic  tilt, 
contracture  and  back  strain,  all  of  which  may  remain 
undetected  until  late  symptoms  are  noted. 

The  treatment  of  athletic  injuries  must  have  at  its 
aim  the  restoration  of  motion  and  power  the 
maximum  degree,  both  in  the  antagonist  and  agonist 
muscles,  and  to  secure  stability  by  strength  of  these 
muscles  or,  if  necessary,  by  protective  supports 
ranging  from  bandages  to  braces. 

Conclusions 

The  wide  spectrum  of  sports  medicine  requires  a 
multiplicity  of  interests  in  a broad  area  of  knowledge 
regarding  all  age  groups,  the  demands  of  the  sports 
and  the  risks  to  which  the  individual  participant  is 


exposed.  Testing  of  materials,  equipment  protection, 
physiologic  responses  to  stress,  the  biomechanics  of 
instability,  the  loss  of  power  and  its  effect  on 
coordination  are  all  germane  to  sports  medicine  as 
they  relate  to  an  individual.  The  vulnerability  of 
individuals  to  injury  is  an  area  that  requires  a great 
deal  more  research.  Much  information  has  already 
become  common  knowledge  by  public  education,  the 
communications  media  and  magazines.  Legislation 
has  been  developed  to  protect  individuals  from  high 
risk  by  product  safety  bodies  related  to  sports 
equipment.  The  aim  of  those  of  us  involved  in  sports 
medicine  today  is  not  to  deprive  people  from 
participating,  but  to  make  sports  safe  for  the 
participants.  Medicine  will  profit  most  by  taking  care 
of  the  healthy  who  enjoy  life  rather  than  those  who 
are  beyond  repair.  Preventive  medicine  in  sports 
medicine  is  therefore  probably  more  valuable  than 
treatment  following  injury.  University  hospitals  are 
developing  programs  for  teaching  sports  medicine 
throughout  the  country.  Postgraduate  training 
programs  in  sports  medicine  have  been  oversub- 
scribed. Altogether  sports  medicine  has  contributed  a 
great  deal  of  valuable  information  and  service  to  the 
citizens  of  our  country. 
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Skin  cancers  represent  the  most  common  malig- 
nancy in  the  United  States.  Basal  cell  carcinomas 
(BCC’s)  represent  the  vast  majority  of  skin  cancers 
and  are  found  with  the  very  high  incidence  of  300,000 
to  600,000  new  cases  per  year  in  the  general  popula- 
tion of  the  United  States  (American  Cancer  Society, 
1975). 1 Current  treatment  of  BCC’s,  either  excision, 
curettage,  or  irradiation,  yields  consistently  good 
results  with  a recurrence  rate  of  less  than  5%  for  any 
modality  (Griffith  & McKinney,  1973;2  Rank,  1973). 3 
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Immune  reactivity  has  been  shown  to  be  altered  in 
patients  with  certain  neoplasms  (Catalona  et  al,  19734 
and  Chretien  et  al,  1973). 5 An  increased  incidence  of 
malignancy  in  patients  who  are  therapeutically 
immunosuppressed  or  congenitally  immunodeficient 
is  also  well  documented  (Walder,  197 1;6  Gatti  & 
Good,  1 97 1 7).  Some  preliminary  data  have  appeared 
suggesting  that  BCC  patients  display  altered  immune 
responses.  T cell  levels  have  been  shown  to  be 
significantly  lower  in  patients  with  BCC  than  in 
controls.  Following  “cure”  of  patients  with  large 
BCC’s  (greater  than  2 cm.),  T cell  levels  remained  low 
suggesting  a depressed  cellular  immunity  may  precede 
the  tumor  appearance  and  certainly  persists  after 
treatment.  The  degree  of  lymphocyte  infiltration 
correlates  with  tumor  size.  Genetic  elements,  specifi- 
cally HL-A  antigens  1 and  8,  have  been  shown  to  be 
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associated  with  low  T cell  levels  and  large  tumors 
(Dellon  et  al,  19758).  Also  Eilber  and  Morton  (1970)9 
have  reported  depressed  cell-mediated  immune 
reactivity  to  the  contact  allergen  2,4- 
dinitrochlorobenzene  (DNCB).  But  not  all  data  in  the 
literature  are  consistent.  Meneghini  et  al  ( 1 975) 10 
indicate  that  they  were  unable  to  produce  definitive 
evidence  for  the  existence  of  a defect  in  cell-mediated 
immunity  (CM I)  in  BCC  patients.  In  fact,  the  latter 
investigators  found  that  lymphocyte  response  to  non- 
specific phytohemagglutinin  stimulation  was  normal, 
as  was  the  sensitizing  effect  of  DNCB  in  the  majority 
of  cases.  Bleumink  and  Nater  (1974)  reached  similar 
conclusions  with  DNCB." 

If  basal  cell  carcinomas  are  associated  with  altered 
immune  reactivity,  they  may  serve  as  a biologic 
marker  for  patients  at  high  risk  of  developing  visceral 
cancer.  We  examined  a series  of  200  cases  of  BCC  and 
compared  them  with  a control  series  to  determine  the 
incidence  of  development  of  visceral  malignancy  in 
each. 

Materials  and  Methods 

Two  hundred  consecutive  cases  of  histologically 
proven  BCC  were  taken  from  the  files  of  a routine 
dermatopathology  service  serving  only  ambulatory 
outpatients.  The  control  series  consisted  of  two 
hundred  patients  with  a histologic  diagnosis  of 
seborrheic  keratosis,  taken  from  the  same  source. 
Histologic  diagnoses  for  both  series  were  made  over  a 
fourteen  month  period  in  1971-1972,  and  the  two 
series  were  matched  for  age.  The  files  of  the 
Connecticut  Tumor  Registry  were  then  searched  for 
listing  of  all  of  the  patients  in  both  series.  The 
Registry  records  all  new  cases  of  internal  malignancy 
occurring  in  the  State  of  Connecticut,  but  does  not 
record  BCC’s  of  the  skin.  The  number  and  sites  of 
internal  cancers  occurring  in  the  two  series  in  the  58 
months  following  diagnosis  of  the  skin  lesions  were 
compared,  and  also  compared  with  the  expected 
incidence  in  an  age-matched  general  population. 

Results 

The  200  BCC  patients  had  a mean  age  of  61.4,  and 
included  102  males  and  98  females.  The  200 
seborrheic  keratosis  patients  had  a mean  age  of  59.2, 
including  86  males  and  1 14  females.  In  the  58  month 
period  from  diagnosis  of  the  skin  lesion  to  1976  when 
Connecticut  Tumor  Registry  files  were  cross  checked, 
12  newly  diagnosed  malignant  tumors  were  found 
among  the  BCC  group  whereas  only  3 among  the 
seborrheic  keratosis  group  (see  Table  I).  According  to 
estimates  made  by  the  Connecticut  Tumor  Registry 
(personal  communication),  an  age-matched  sample  of 
the  general  population  of  Connecticut  would  only  be 
expected  to  develop  a malignancy  at  a frequency  of 
approximately  1%,  that  is,  only  2 newly  diagnosed 
malignancies  would  be  expected  per  200  persons. 


Table  1 

MALIGNANCIES  FOUND  IN  BCC  PATIENTS  AND  CONTROLS 


Site 

Numbers 

BCC 

SK 

Rectum,  colon 

1 

2 

Lung 

2 

Prostate 

1 

Breast 

3 

Vocal  Cord 

1 

Kidney 

1 

Urinary  Bladder 

1 

Leukemia 

2 

Unknown 

1 

TOTALS 

12 

3 

Considering  either  the  seborrheic  keratosis  (benign 
skin  disease  control)  or  the  general  (age  matched) 
population  as  a control,  the  4-  or  6-fold  increase 
respectively  in  the  number  of  malignancies  recorded  is 
statistically  significant  (chi-square,  p < .005)  whereas 
the  seborrheic  keratosis  group  compared  to  the 
normal  population  does  not  represent  a significant 
difference  (chi-square,  p < .25).  Furthermore,  look- 
ing at  the  overall  population  regardless  of  age,  the 
incidence  of  malignancy  is  approximately  0.4% 
(Connecticut  Tumor  Registry,  personal  communica- 
tion), clearly  a statistically  significant  difference  (chi- 
square,  p < .005)  compared  to  BCC  patients  with  a 
6%  frequency  (see  Table  II). 

We  have,  therefore,  presented  a population  of  BCC 
patients  in  which  12  out  of  200  developed  an  internal 
malignancy  over  a 5-year  period  after  BCC  diagnosis, 
which  is  clearly  statistically  greater  than  a population 
of  seborrheic  keratosis  patients,  a benign  skin  disease 
control,  or  a random  age  matched  population. 

Discussion 

It  has  long  been  known  that  certain  dermatoses  are 
associated  with  internal  malignant  tumors  (Fitzpat- 
rick, 1971). 12  Examples  are  numerous  and  include 
acanthosis  nigricans  associated  with  adenocarcinoma 
of  various  organs,  dermatomyositis  of  the  adult 
associated  with  several  tumors,  especially  adenocarci- 
noma of  the  ovary  or  breast,  and  Bowen’s  disease  of 
the  skin  associated  with  many  internal  malignancies, 
especially  respiratory  and  gastrointestinal  tracts.  We 
have  shown  that  BCC’s  serve  as  another  dermatosis 
which  is  related  to  internal  malignancy.  Gilbertson 


Table  II 

FREQUENCY  OF  MALIGNANCY 


Group 

N 

# malig. 

% 

BCC 

200 

12 

6% 

SK 

200 

3 

1.5% 

gen.  pop. 

(age  matched) 

200 

2 

1% 
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has  followed  more  than  100  basal  cell  cancer  patients 
and  noted  that  more  than  half  developed  one  or  more 
additional  cancers,  most  often  visceral  and  most  often 
fatal  (Gilbertson,  1976). 13 

It  is  interesting  to  note  that  in  a prospective  study 
done  from  1968-1970  regarding  treatment  of  BCC 
(Reymann,  1973), 14  10  out  of  178  patients  were  lost 
from  the  study  due  to  death  attributed  to  malignancy. 
This  5.6%  frequency  for  a two-year  period  appears  to 
be  consistent  with  our  6%  for  5 years. 

Previous  research  has  suggested  a genetic  basis  for 
BCC  as  well  as  altered  immune  reactivity,  even  after 
excision  of  the  tumor.  This  is  compatible  with  the 
persistence  of  an  immunosuppressive  carcinogen. 

Having  identified  such  a biologic  marker,  some  of 
the  implications  follow  immediately.  Patients  with 
diagnosed  BCC  require  close  observation  for  the 
development  of  new  malignancies  despite  the  “cure” 
of  their  skin  lesions.  With  such  a high  incidence  of 
BCC  in  the  general  population  and  at  least  a 6% 
probability  of  these  patients’  developing  another 
malignancy  within  5 years,  we  have  clearly  identified 
another  high  risk  group.  We  strongly  urge  that  basal 
cell  cancer  patients  be  followed  in  cancer  screening 
and  detection  programs.  The  role  of  immunoreactivi- 
ty  in  BCC  patients  and  the  possible  correlation  to 
development  of  visceral  malignancy  should  be 
evaluated  in  a prospective  fashion.  It  is  conceivable 
that  the  use  of  non-specific  immunopotentiators 
could  serve  as  a form  of  immunoprophylaxis  in  this 
patient  population. 
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Ultrasound— Non-Invasive  Imaging  in  the  Abdomen 

BRUCE  D.  SIMONDS,  M.D. 


Introduction 

In  recent  years,  particularly  since  the  advent  of 
grey-scale  technology,  ultrasound  has  assumed  an 
important  role  in  the  diagnosis  of  abdominal  disease. 
As  with  any  new  field,  zealous  proponents  overstate 
their  case,  and  the  critics  are  skeptical  because  of  their 
unawareness  of  the  method.  The  rapid  development 
in  ultrasound  technology  and  instrumentation  has 
made  it  impossible  for  the  literature  to  keep  pace.  The 
present  burgeoning  of  new  imaging  methods  and  the 

BRUCE  D.  SIMONDS,  M.D.,  Temple  Radiology  Group  and 
Assistant  Clinical  Professor  of  Diagnostic  Radiology,  Yale 
University  School  of  Medicine. 


rapid  change  in  their  technology  have  made  valid 
comparisons  between  methods  almost  impossible,  for 
few  institutions  have  been  able  to  maintain  excellence 
in  all.  As  a result,  it  is  very  difficult  to  assimilate  the 
claims  of  various  proponents  into  a logical  approach 
to  patient  management.  The  purpose  of  this  review  is 
to  provide  a guide  to  the  uses  of  ultrasound  in  the 
abdomen  and  to  put  in  perspective  its  value  in  the 
radiologic  workup  of  abdominal  problems. 

The  distinctive  advantage  of  ultrasound  over  most 
conventional  diagnostic  modalities  is  that  it  is  non- 
invasive  and  employs  no  ionizing  radiation.  For  this 
reason  an  examination  can  be  repeated  as  necessary, 
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permitting  close  follow-up  of  a patient  with  little 
discomfort  and  no  danger.  Its  unique  transmission 
properties  in  body  tissues  provide  a highly  reliable 
means  of  differentiating  between  solid  and  cystic 
lesions.  Ultrasound  also  provides  a sophisticated 
means, of  palpation  since  an  intra-abdominal  struc- 
ture is  simultaneously  visualized,  thus  allowing 
tenderness  or  other  signs  and  symptoms  to  be 
ascribed  to  a particular  organ  or  mass.  Since 
ultrasound  uses  the  natural  contrast  of  body  tissues  to 
display  anatomy,  it  permits  examination  of  several 
organ  systems,  thus  providing  an  ideal  non-invasive 
screening  modality.  The  examination  requires  no 
special  preparation  and  is  easily  performed  on  very  ill 
or  bedridden  patients. 

Conventional  ultrasonography  uses  a storage  tube 
oscilloscope  for  display  of  the  image  (now  referred  to 
as  bistable  display)  and  records  mainly  strong  echoes 
from  the  borders  of  organs.  Diagnosis  is  based  on  the 
size,  shape,  and  position  of  organs,2  and  the 
delineation  of  extraorgan  masses.  With  the  advent  of 
grey-scale  technology,  made  possible  by  the  introduc- 
tion of  the  scan  converter,  echoes  of  different 
amplitude  are  recorded  in  differing  shades  of  grey, 
permitting  the  display  of  the  tissue  consistency  of 
various  organs.1- 2 3 Thus,  detection  of  alterations  in 
the  internal  echo  pattern  of  an  organ  permits  the 
diagnosis  of  small  intraorgan  masses  as  well  as 
changes  due  to  diffuse  organ  parenchymal  disease.2 

General  Indications 

An  abdominal  mass,  whether  diagnosed  by  palpa- 
tion or  demonstrated  by  other  radiologic  modalities, 
should  be  examined  by  ultrasound.  The  cross- 
sectional  display  of  anatomy  in  both  transverse  and 
sagittal  planes  provides  information  as  to  the  exact 
limits  of  a mass  as  well  as  its  relationship  to 
neighboring  organs,  often  permitting  one  to  establish 


its  origin.  Since  there  is  no  projectional  magnification 
with  ultrasound,  the  exact  size  of  a mass  including  its 
volume  can  be  calculated,  thus  providing  the  clinician 
with  an  objective  means  of  accurately  following  its 
progression  with  serial  examinations.  In  those 
patients  with  equivocal  findings  at  palpation,  whether 
secondary  to  obesity  or  pain  and  tenderness,  the 
presence  of  a mass  may  be  confirmed  by  ultrasound. 
Often  suspected  masses  are  demonstrated  to  be 
normal  organs  or  variations  of  anatomy  or  position. 
Once  an  abnormal  mass  is  delineated,  its  characteriza- 
tion as  solid  or  cystic  alters  the  differential  diagnosis 
and  subsequent  radiologic  investigation.  Further- 
more, examination  of  other  abdominal  organ  sys- 
tems, such  as  the  liver  and  lymphatic  system,  at  the 
same  time  permits  evaluation  of  tumor  extension. 

Secondly,  abdominal  ultrasound  is  employed  as  a 
screening  exam  in  the  search  for  a mass  lesion  on  the 
basis  of  a symptom  complex.  The  most  common 
indication  is  the  search  for  an  abscess  as  the  source  of 
a fever.  The  Gallium-67  radionuclide  scan  is  an 
alternative  diagnostic  study  used  to  locate  inflamma- 
tory conditions,  but  does  not  distinguish  those  lesions 
which  need  surgical  drainage  from  inflammatory 
tissue.4  Ultrasound  examination  is  often  fruitful  in 
diagnosing  the  cause  of  epigastric  or  right  upper 
quadrant  pain,  and  examination  of  the  retroperitone- 
um  in  patients  with  a previously  resected  neoplasm 
may  reveal  tumor  extension  or  recurrence  as  a cause 
of  back  pain. 

Abdominal  ultrasound  should  be  performed  early 
in  the  patient’s  radiological  investigation  for  two 
reasons.  Firstly,  barium  in  the  gastrointestinal  tract 
interferes  with  the  transmission  of  the  ultrasound 
beam  and  renders  the  examination  impossible. 
Secondly,  the  information  obtained  from  ultrasound 
as  to  the  size  and  origin  of  a mass,  and  whether  it  is 


Table  1 

INDICATIONS  FOR  ULTRASOUND 


Liver  and  Biliary  System 

1.  1°  and  2°  tumors  (complement  to  scintiscan) 

2.  Cystic  disease 

3.  Obstructive  jaundice 

4.  Parenchymal  disease 

5.  Acute  cholecystitis 

6.  Cholelithiosis 

7.  Subphrenic  pathology 

Pelvis 

1.  Mass 

a.  Establish  origin 

b.  Solid  versus  cystic 

2.  Fluid  collection 

3.  Delimit  normal  anatomy 

4.  Tumor  invasion  parametrium 

Pancreas 

1.  Pancreatitis 

2.  Pseudocyst 

3.  Tumor 


Spleen 

1 . Enlargement 

2.  Tumor 

3.  Cystic  disease 

4.  Complement  to  scintiscan 

Retroperitoneum 

1.  Tumor 

2.  Fluid  collection 

3.  Adenopathy  (complement  to  lymphangiography) 

4.  Aortic  aneurysm 

Urinary  Tract 

1.  Renal  masses 

2.  Cystic  disease 

3.  Non-functioning  kidney  (hydronephrosis) 

4.  Renal  transplant 

5.  Perirenal  fluid  collections 

6.  Adrenal  masses 

7.  Bladder  tumors 

8.  Prostatic  enlargement 
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solid  or  cystic,  often  permits  streamlining  of  the 
subsequent  radiologic  workup.  In  this  age  of 
burgeoning  diagnostic  modalities,  the  physician  must 
aim  to  develop  an  orderly  approach  to  the  radiologic 
investigation  using  first  the  most  sensitive  and  least 
invasive  procedures  followed  by  those  with  the 
greatest  specificity.  Thus,  depending  on  the  clinical 
situation,  ultrasound  may  be  used  as  an  initial 
screening  study  or  as  a complementary  examination 
to  other  radiological  modalities,  increasing  specificity 
and  minimizing  superfluous  studies  which  contribute 
to  the  increased  cost,  morbidity,  and  radiation 
exposure  of  patients. 

The  following  discussion  will  examine  by  organ 
systems  specific  indications  for  ultrasound  in  the 
abdomen;  these  are  summarized  in  Table  I. 

The  Liver  and  Biliary  System 

Radionuclide  investigation  of  the  liver  is  the  present 
mainstay  of  the  radiologic  workup  for  metastasis,  but 
has  a significant  incidence  of  both  false  positive  and 
false  negative  results.3  With  grey-scale  technology, 
ultrasound  has  assumed  an  important  role  in  the  non- 
invasive  investigation  of  the  hepatobiliary  system.  Its 
complementary  use  with  the  hepatic  scintiscan  greatly 
enhances  both  diagnostic  specificity  and  sensitivity. 
False  positive  scintiscan  interpretation  secondary  to 
anatomic  variation  or  to  extrinsic  lesions  can  be 
avoided.  Ultrasound  provides  improved  specificity  in 
differentiating  diffuse  parenchymal  disease  from 
metastasis  and  differentiates  hepatic  scintiscan  defects 
caused  by  tumors,  abscesses,  benign  cystic  disease  and 
subphrenic  pathology.3 

Ultrasound  is  over  95%  accurate  in  detecting  a 
dilated  intrahepatic  biliary  tree5  and  should  be  the 
initial  examination  in  the  jaundiced  patient  in  whom 
the  history  and  liver  function  tests  do  not  clearly 
indicate  whether  the  jaundice  is  of  obstructive  origin. 
Unfortunately,  the  site  of  obstruction  is  identified  in 
only  about  50%  of  cases.  Thus,  more  invasive 
procedures  such  as  transhepatic  cholangiography  or 
endoscopic  retrograde  cholangio-pancreatography 
(ERCP)  may  be  necessary.  Medical  causes  of 
jaundice,  such  as  hepatitis,  fatty  infiltration,  and 
cirrhosis,  are  differentiated  by  observing  the  altera- 
tion of  the  internal  echo  pattern. 

Although  oral  cholecystography  remains  the  prime 
diagnostic  modality  in  gallbladder  disease,  the 
detection  of  gallstones  by  ultrasound  is  now  an 
established  method  and  is  accurate  in  ever  90%  of 
cases.6  In  a non-visualized  gallbladder  at  cholecysto- 
graphy, ultrasound  differentiates  those  cases  due  to 
the  cholelithiasis  from  those  patients  with  non- 
visualization secondary  to  hepatic,  pancreatic  or 
chronic  bowel  disease. 

Pancreas 

Because  ultrasound  is  not  invasive  and  easily 
repeated,  it  is  ideally  suited  for  diagnosing  and 
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following  the  rapidly  changing  course  of  inflammato- 
ry disease  of  the  pancreas.  It  may  be  the  only  means  of 
establishing  the  diagnosis  of  acute  pancreatitis  in  the 
patient  whose  amylase  has  returned  to  normal,  but 
whose  pancreas  remains  diffusely  enlarged,  thus 
explaining  the  etiology  of  a previous  episode  of  pain. 
Although  the  echogram  is  merely  confirmatory  in  a 
patient  with  a markedly  elevated  serum  amylase,  the 
simultaneous  search  for  gallstones  may  yield  an 
unsuspected  etiology.  In  those  patients  with  acute 
pancreatitis  who  are  at  risk  to  develop  a pseudocyst, 
ultrasound  is  the  definitive  diagnostic  modality.7  The 
changing  character  and  size,  as  well  as  spontaneous 
drainage  and  rupture  of  pancreatic  pseudocysts,  are 
ideally  followed  by  serial  echograms,  and  provide  the 
surgeon  with  a means  of  evaluating  the  maturation  of 
a pseudocyst  prior  to  operation.8 

Ultrasound  has  added  little  to  the  early  detection  of 
small  pancreatic  neoplasms,  and  more  invasive 
procedures  such  as  ERCP  and  angiography  may  be 
necessary.  The  value  of  CT  scanning  seems  promising, 
especially  in  obese  patients  with  well  defined  fascial 
planes,  whereas  ultrasound  provides  superior  detail  in 
thin  patients.  The  echogram  may  be  used  as  a guide  to 
biopsy  of  a pancreatic  mass  as  well  as  to  monitor  the 
response  of  a tumor  to  therapy. 

The  ability  to  quickly  examine  several  organ 
systems  without  contrast  is  a particular  advantage  of 
ultrasound  in  the  examination  of  the  pancreas,  since 
concomitant  disease  in  the  hepatobiliary  system  as 
well  as  changes  in  the  spleen  and  portal  venous  system 
are  often  associated  with  pancreatic  disease.  Further- 
more, masses  in  the  epigastrium,  such  as  lymphadeno- 
pathy,  aortic  aneurysm,  those  of  hepatic  origin  can  be 
easily  differentiated  from  pancreatic  disease. 

Spleen 

Ultrasound  examination  of  the  spleen  is  difficult 
because  of  the  overlying  bowel  gas  and  ribs.  Chronic 
enlargement  can  be  objectively  measured  and  serially 
followed  and  benign  and  malignant  causes  of  chronic 
splenomegaly  can  be  differentiated.5  Benign  cystic 
lesions  of  the  spleen  are  readily  diagnosed  but 
detection  of  parenchymal  fractures  and  subcapsular 
hematomas  by  ultrasound  is  often  inadequate  and 
radionuclide  examination  remains  the  preferred  non- 
invasive  means  of  evaluating  splenic  trauma.9  Its  use 
as  a complementary  exam  to  the  splenic  scintiscan 
helps  in  delineating  variation  in  form  and  position 
which  might  be  confused  with  organic  defects. 

Urinary  Tract 

Ultrasound  is  now  an  established  modality  in  the 
systematized  approach  to  the  identification  and 
characterization  of  renal  mass  lesions.10  Once  a lesion 
is  identified  at  urography,  ultrasound  should  be 
performed  to  differentiate  solid  from  cystic  masses. 
This  differentiation  now  approaches  a 95%  accura- 
cy.10 Cystic  lesions  may  then  be  followed  by  cyst 
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puncture  with  definitive  examination  of  the  cyst  fluid. 
In  cases  of  solid  or  equivocal  lesions  at  ultrasound, 
further  procedures  such  as  nephrotomography,  CT 
scanning,  and  angiography  may  further  delineate  the 
nature  of  the  mass.  In  adhering  to  a systematized 
approach,  duplication  of  exams  is  avoided,  costs  are 
reduced,  and  the  conservative  treatment  of  benign 
lesions  is  encouraged. 10 

Various  forms  of  cystic  disease  of  the  kidneys  are 
easily  diagnosed  by  ultrasound  which  permits 
simultaneous  evaluation  of  the  liver  for  cystic  disease. 
In  the  detection  of  genetic  cystic  disease,  ultrasound  is 
the  ideal  non-invasive  screening  method  of  examining 
large  numbers  of  family  members.11 

The  echogram  may  serve  as  a primary  imaging 
modality  in  patients  with  a history  of  contrast  media 
allergy  or  when  depressed  renal  function  prevents 
optimal  visualization  of  the  urinary  tract  by  urog- 
raphy. In  a non-functioning  kidney,  ultrasound  is 
very  useful  in  differentiating  hydronephrosis,  dysplas- 
tic  kidney,  tumor,  and  the  small  end  stage  kidney." 

The  normal  adrenal  glands  are  difficult  to  demon- 
strate by  ultrasound,  but  are  surrounded  by  fat  and 
usually  well  visualized  with  CT  scanning. 

The  use  of  ultrasound  in  evaluating  transplant 
kidneys  provides  an  accurate  and  objective  means  of 
measuring  a change  in  size  as  a manifestation  of 
rejection.12  Complications  of  transplant  kidneys  such 
as  hydronephrosis  and  pelvic  fluid  collection  (such  as 
lymphoceles,  urinomas  and  hematomas)  are  easily 
detected. 13  Isotope  studies  and  urography  are  comple- 
mentary exams  and  better  evaluate  the  functional 
state  of  the  transplant  kidney. 

Although  cystography  and  cystoscopy  are  prime 
modalities  for  diagnosing  bladder  tumors,  tumor 
extension  beyond  the  bladder  wall  is  readily  visual- 
ized by  ultrasound.  Enlargement  of  the  prostate  can 
be  demonstrated  by  echography,  but  abnormal  tissue 
differentiation  requires  specialized  equipment  using  a 
transrectal  approach. 

Pelvis 

Ultrasound  is  a highly  accurate  means  of  detecting 
pelvic  masses  and  is  often  more  sensitive  than  the 
physical  exam,  permitting  delineation  of  normal 
pelvic  organs  in  a patient  difficult  to  examine. 
Although  the  ultrasound  image  alone  is  often  not 
adequately  specific  to  differentiate  the  various  causes 
of  mixed  solid-cystic  pelvic  masses,  clinical  correla- 
tion usually  indicates  the  correct  diagnosis  (Figure  1). 
Identifying  purely  cystic  adnexal  masses  allows 
conservative  treatment.  Determination  of  uterine  size 
in  the  presence  of  myomas  is  accurate  and  the 
demonstration  of  the  pelvic  sidewall  provides  a 
sensitive  means  of  detecting  tumor  invasion  of  the 
parametrium.  The  detection  of  ascites  or  other  fluid 
collections  may  be  helpful  in  various  clinical  situa- 
tions and  lead  to  culdocentesis  in  the  female  patient. 
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Figure  I 

Tubo-ovarian  abscess  in  a 30-year-old  female  with  fever  and  left 
adnexal  tenderness.  Transverse  scan  shows  a mixed  solid-cystic 
lesion  (A),  uterus  (U),  peritoneal  fluid  (F),  and  urinary  bladder  (B). 

Retroperitoneum 

Retroperitoneal  anatomy  and  pathology  have  until 
recently  defied  radiographic  demonstration;  however, 
the  display  of  cross-sectional  anatomy  by  both 
ultrasound  and  CT  scanning  provides  ideal  visualiza- 
tion. Primary  retroperitoneal  tumors  as  well  as 
retroperitoneal  fluid  collections  are  readily  visual- 
ized.3- 4 14 

Lymphangiography  remains  the  mainstay  in  the 
early  detection  of  disease  in  the  abdominal  lymph 
nodes.  However,  contrast  visualization  of  abdominal 
lymph  nodes  is  limited,  leaving  a large  blind  region, 
and  tumor  involvement  in  these  nodal  regions  or  in 
extranodal  sites  escapes  detection  by  lymphangio- 
graphy.15 Ultrasound  detects  nodal  enlargement15  and 
provides  the  ideal  complementary  exam  to  lymphan- 
giography for  complete  evaluation  of  the  abdominal 
extent  of  disease.  The  use  of  CT  scanning  is  currently 
being  evaluated  and  is  particularly  advantageous  in 
obese  patients  or  in  those  with  bony  involvement. 
Gallium  scanning16  is  an  added  non-invasive  means  of 
evaluating  nodal  and  extranodal  involvement  in 
lymphoma  patients.  However,  the  ease  and  repeata- 
bility of  the  ultrasound  examination  makes  it  ideal  for 
following  the  therapeutic  response  of  tumors  as  well 
as  detecting  complications  of  nodal  involvement  such 
as  hydronephrosis  and  biliary  obstruction. 

Ultrasound  is  an  accurate  method  for  measuring 
the  diameter  of  the  aorta  and  differentiates  the 
tortuous  aorta  from  one  with  aneurysmal  dilitation. 1 7 
At  the  same  time,  para-aortic  adenopathy  and 
pancreatic  masses,  which  may  masquerade  as  aneu- 
rysms are  differentiated. 17  Furthermore,  the  echo- 
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gram  is  an  easily  repeatable  and  non-invasive  way  of 
serially  following  those  patients  with  aneurysms  or 
who  are  at  high  risk  for  operation,  allowing  the 
optimal  choice  of  conservative  or  operative  treat- 
ment.18 

Summary 

Ultrasound  is  now  an  established  part  of  the 
radiological  armamentarium  in  the  diagnosis  of 
abdominal  disease.  It  is  useful  both  as  a screening 
study  and  as  a complementary  examination  to  other 
imaging  methods.  Further  refinements  and  correla- 
tion with  other  radiological  methods  will  expand  the 
scope  of  non-invasive  imaging  in  the  abdomen. 
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The  Future  of  Physician  Involvement  in  Long  Term  Care 
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In  the  United  Kingdom  it  is  the  hospital  geriatric 
unit  that  is  the  focus  both  of  institutional  care  of  the 
elderly  and  of  a well-developed,  medical  specialty.1 
Geriatric  care  in  the  United  States  is  principally 
represented  by  the  non-hospital  area  of  long-term 
care,  without  such  a recognized  specialty. 
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physician  supervision  in  long-term  care,  the  U.S. 
Department  of  Health,  Education  and  Welfare 
promulgated  a rule  that  Skilled  Nursing  Facilities 
must  obtain  (by  January,  1976)  a physician  to  serve  as 
Medical  Director  “as  is  appropriate  for  the  needs  of 
the  facility.”  It  should  not  go  unnoticed  that,  thanks 
to  the  initiative  of  its  former  Commissioner  of  Health 
Dr.  Franklin  Foote,  Connecticut  Law  has  required 
that  Medical  Directors  be  appointed  to  nursing 
homes  since  1966. 

In  1973  and  1974,  with  D.H.E.W.  support,  the 
American  Medical  Association  together  with  some 
State  Medical  Societies  sponsored  a series  of  seminars 
throughout  the  Nation  to  discuss  the  place  of  medical 
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direction  in  long-term  care.  Then,  following  the 
Department’s  new  rule  (already  referred  to)  another 
series  of  32  instructional  seminars  in  23  States 
convened  in  1975  and  1976.  The  authors  attended  a 
number  of  these  seminars.  One  author  (IRL) 
presented  at  seminars  in  Massachusetts,  New  York, 
Maryland,  Illinois,  Minnesota,  Florida,  and  Georgia 
with  the  final  product  appearing  in  Dr.  Butler’s  edited 
series  on  “Teaching  of  Geriatric  Medicine.”2  The 
other  author  (SRI)  attended  seminars  in  California, 
Washington,  New  York,  Massachusetts,  Maryland 
and  Ohio.  The  attendance  of  physicians,  both  by  their 
interest  and  numbers,  generally  exceeded  the  often 
pessimistic  expectations  of  the  local  sponsors. 

We  were  invited  to  assess  the  effects  of  these 
seminars.  The  participants  included  nursing  home 
administrators  and  directors  of  nursing  as  well  as 
physicians.  We  solicited  their  views  by  asking  them  to 
complete  a questionnaire  aimed  to  determine  their 
responses  to  what  we  perceived  as  key  issues  in  long- 
term and  geriatric  care.  In  this  short  report,  at  the  risk 
of  appearing  to  support  some  of  our  own  biases,  we 
have  selected  a few  of  these  views  for  review  and 
discussion.  The  judgements  derive  from  almost  half 
(48%)  of  those  who  attended  the  conferences,  that  is, 
from  349  physicians,  357  nurses  and  407  administra- 
tors. 

Perceptions  of  Long-Term  Care 

When  we  asked  whether  “long-term  care  is  a 
clinically  challenging  area  of  medical  care  delivery” 
most  responded  that  it  was.  (RN’s  and  MD’s  = 85%; 
Administrators  = 75%.)  Moreover,  most  nurses  (84%), 
administrators  (70%),  and  physicians  (66%)  disagreed 
with  the  dismal  statement  that  “LTC  is  not  so  much 
medical  as  custodial  in  its  needs.”  Evidently  their 
consensus  supports  those  U.S.  and  U.K.  geriatricians 
who  have  argued  for  years  that  well-developed  clinical 
skills  are  as  worthily  deployed  in  the  long-term  care  of 
the  elderly  as  in  the  younger  citizens  of  the 
community.  However,  equivocation  was  evident  in 
response  to  whether  “a  sympathetic  regard  for  older 
persons  rather  than  highly  sophisticated  clinical  skills 
is  the  primary  characteristic  required  for  an  effective 
medical  director.”  To  this,  sixty-six  percent  (66%)  of 
the  physicians,  41%  of  the  administrators  but  only 
36%  of  the  nurses  circled  “agree.”  That  the  nurse  in 
long-term  care  seemed  to  be  the  most  concerned 
about  the  poorly  trained  clinician  and  less  accepting 
of  “compassion”  or  “sympathy”  as  a substitute  was 
also  evidenced  in  response  to  the  question  about  the 
adequacy  of  education  among  health  and  administra- 
tive professionals  in  LTC.  The  majority  of  nurses 
(75%)  felt  that  the  training  of  health  care  profession- 
als was  not  adequate  whereas  only  62%  of  the 
administrators  and  54%  of  the  physicians  thought  the 
education  of  LTC  professionals  was  inadequate. 


The  Future  of  Geriatric  Medicine  in  the  U.S. 

The  view  that  “lack  of  physician  interest  in  geriatric 
medicine  is  a major  problem  in  LTC”  was  supported 
by  most  nurses  (90%),  most  administrators  (86%),  and 
most  physicians  (77%).  An  even  more  impressive 
majority  felt  that  “one  of  the  most  effective  ways  to 
increase  interest  in  geriatric  medicine  ...  is  to  include 
material  on  aging  and  geriatrics  in  the  medical  school 
curriculum”  (M.D.’s  = 87%;  Administrators  = 89%; 
R.N.’s  = 95%). 

Those  who  oppose  the  development  of  a geriatric 
medical  specialty,  including  numerous  AMA  officials, 
have  often  argued  against  the  view  that  “there  are 
clinical  problems  of  geriatric  patients  not  shared  by 
other  age  groups.”  In  contrast,  our  sample  of  nurses 
(95%),  administrators  (89%),  and  physicians  (77%) 
agreed  with  that  view.  When  asked  whether  a 
specialty  in  geriatric  medicine  was  needed,  66%  of  the 
physicians,  88%  of  the  administrators  and  93%  of 
the  nurses  agreed.  (Is  it  the  case  that  the  nearer  and 
more  constantly  one  is  at  the  bedside  of  the  elderly, 
the  more  convincing  or  assertive  is  their  peculiar 
biology?) 

Another  argument  frequently  offered  against 
establishing  such  a specialty  is  that  its  development 
would  be  divisive  to  the  medical  profession.  The 
majority  of  physicians  (67%)  disagreed  with  this  view. 
On  the  likelihood  of  geriatric  medicine  eventually 
achieving  specialty  status,  only  a small  majority  of 
nurses  (59%)  thought  this  was  probable  in  the 
foreseeable  future,  physicians  and  administrators 
being  divided  on  the  issue.  Generally  speaking,  there 
was  more  support  for  the  view  that  the  widespread 
appointment  of  medical  directors  would  support  the 
eventual  emergence  of  geriatric  medicine  as  a 
specialty  (M.D.’s  = 59%;  Administrators  = 52%; 
R.N.’s  = 67%).  Note  once  again  that  it  is  the  nurses 
who  are  more  optimistic  about  clinical  geriatrics 
becoming  a medical  specialty. 

Other  Views 

In  1962,  Dr.  Robert  Butler  (the  present  Director  of 
the  National  Institute  on  Aging)  surveyed  U.S. 
medical  schools.  He  found  that  over  90  percent  re- 
ported little  interest  in  establishing  special  courses 
related  to  (1)  geriatric  medicine,  (2)  the  principles  of 
gerontology  or  aging,  and  (3)  chronic  illness.3  In  his 
1970  review  of  curricula  of  some  99  medical  schools, 
Dr.  Joseph  Lreeman  noted  that  50  schools  made  no 
mention  of  the  subject  of  geriatrics  or  gerontology  in 
any  form.4  More  recently,  at  a meeting  of  the 
Gerontological  Society,  the  U.S.  Senate  Special 
Committee  on  Aging  held  a hearing  (New  York  City, 
October  13,  1976)  with  Senator  Charles  H.  Percy 
presiding.  The  session  was  dedicated  to  this  theme: 
“Medicine  and  Aging:  An  Assessment  of  Opportuni- 
ties and  Neglect.”  Several  prominent  health  care 
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professionals  presented  their  testimony.  Dean  Robert 
W.  Berliner,  M.D.,  of  the  Yale  University  School  of 
Medicine  and  Dr.  John  A.D.  Cooper,  President  of  the 
Association  of  American  Medical  Colleges  (AAMC), 
argued  that  medical  schools  were  teaching  adequately 
with  respect  to  the  biology  and  care  of  the  elderly.  But 
others  on  the  panel—  Drs.  R.  Butler,  Theodore 
Sherrod,  Leslie  S.  Libow,  Robert  H.  Binstock,  and 
Sister  Marilyn  R.  Schwab,  R.N. — argued  that  special 
teaching,  service  and  research  programs  were  now 
necessary.  Dr.  Libow,  a geriatrician  and  medical 
educator,  called  for  the  establishment  of  departments 
of  geriatric  medicine  in  U.S.  medical  schools  and 
hospitals. 

The  debate  continues.  With  National  Institute  on 
Aging  support,  the  American  Geriatric  Society  is 
planning  to  convene  leaders  from  the  AMA,  AAMC 
and  specialty  societies,  in  the  Spring  of  1977,  in  order 
to  discuss  policy  in  the  area  of  education  in  geriatric 
medicine.5  Under  similar  sponsorship,  the  University 
of  Rochester  will  present  (May,  1977)  a continuing 
medical  education  conference  in  geriatrics,  which  will 
attempt  to  stimulate  the  creation  of  six  or  more 
centers  for  C.M.E.  in  geriatrics. 

Some  university  departments  of  medicine  and 
family  medicine  have  developed,  or  are  planning  to 
develop,  geriatric  training  in  their  residency  pro- 
grams. The  University  of  Connecticut’s  Department 
of  Medicine  offers  a 3rd  and  4th  year  Residency  in 
Advanced  Internal  Medicine  and  Geriatrics  with 
rotations  through  the  Hebrew  Home  and  the  P.C. 
Smith  Towers  Ambulant  Geriatric  Care  program. 
Cornell  University  has  just  established  the  first  chair 
of  geriatric  medicine  in  the  United  States.  Twelve  or 
more  such  chairs  in  geriatrics  have  been  established  in 
Great  Britain. 

Conclusions 

Although  the  future  of  geriatric  medicine  as  a 
specialty  may  be  unclear,  its  need  for  a place  in  the 


sun  of  medical  education  is  being  urged  by  profession- 
als at  the  grass  roots  of  care  as  well  as  from  the 
political  arena.  Two  roles  and  educational  emphases 
are  being  argued  for:  one  model  recommends  that  the 
specialized  internist  with  extensive  training  become 
the  U.S.  equivalent  of  the  U.K.  “geriatrician,”  an 
internist  who  will  teach  others  and  who  will  direct 
large  service  programs,  e.g.,  hospital  units  and  long 
term  care  facilities;  another  model  calls  for  the  family 
practitioner,  general  internist,  surgeon,  or  psychiatrist 
who  will  receive  additional  geriatric  training  but  who 
will  not  practice  geriatric  medicine  as  a full-time 
pursuit.  The  two  models  are  not  mutually  exclusive 
and,  in  fact,  are  probably  interdependent.  Unless 
medical  faculty  and  the  staff  of  community  hospitals 
support  the  careerist  in  geriatric  medicine  as  well  as 
the  complex  of  demonstration  services  that  is  needed 
for  education,  service,  and  research,  will  geriatrics  not 
remain,  as  it  is  now,  a controverted  nonentity? 

While  the  debate  continues,  1.2  million  people  are 
residing  in  long-term  care  facilities  in  the  United 
States — the  “settling  tank”  for  the  rest  of  a well- 
endowed  medical  care  system.  How  distinctive  or 
massive  does  a problem  area  have  to  be  before  its 
distress  signals  are  answered  not  punitively  and 
negatively  but  by  the  positive  presence  of  specially 
committed  and  educated  medical  professionals? 
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Computerized  Tomography  in  the  Preoperative 
Management  of  Spinal  Stenosis 

Computerized  Tomographic  Case  of  the  Month 
ERIC  HYSON,  M.D.  AND  STEPHEN  L.G.  ROTHMAN,  M.D. 


Case  Report 

E.S.  is  a 52-year-old  male  dairy  fanner  admitted  with  a chief 
complaint  of  increasingly  severe  low  back  pain.  Within  the  last  two 
years  the  pain  had  begun  to  radiate  into  both  lower  extremities 
(thighs  and  calves)  with  associated  paresthesia  and  hypesthesia. 
During  the  year  prior  to  admission,  he  developed  pain  radiating 
into  the  groin  bilaterally,  and  difficulty  in  voiding  and  defecation. 

On  physical  examination  blood  pressure  was  180/90;  weight  was 
81  kg.  A rightward  list  of  the  back  and  elevation  of  the  right  hip 
were  present  as  well  as  flattening  of  the  lumbar  curve  and  marked 
restriction  of  leftward  lateral  bending.  No  evidence  for  motor  or 
sensory  loss  was  found,  but  a slightly  decreased  right  knee  jerk  was 
present. 

A previous  myelogram  had  shown  bilateral  defects  at  L 4 with  a 
large  posterior  component.  On  this  admission  computerized 
tomography  (CT)  of  the  lumbar  spine  demonstrated  moderately 
severe  facet  hypertrophy  at  the  L 5 - S j level.  (Figure  1) 


Figure  1 


The  patient  went  to  surgery  and  had  decompression  of  the  bony 
spinal  canal,  including  bilateral  laminectomies  at  L.  4 and  L 5, 
partial  laminectomy  at  L 3 and  an  L 4.5  discectomy.  Surgery 
confirmed  the  CT  impression  of  facet  hypertrophy.  Post- 
operatively  the  patient  described  relief  of  his  admitting  symptoma- 
tology. A repeat  CT  scan  demonstrated  the  extent  of  surgical 
decompression.  (Figure  2) 

Discussion 

Lumbar  spinal  stenosis,  although  long  known  to  be 
a cause  of  low  back  pain  and  cauda  equina  com- 
pression, is  now  being  recognized  more  frequently. 
Stenosis  may  be  secondary  to  developmental  anom- 
aly, degenerative  change  (as  in  the  above  case),  or 
spondylolisthesis,  or  may  follow  surgical  fusion  or 


ERIC  HYSON,  M.D.,  Resident,  Diagnostic  Radiology,  Yale 
New  Haven  Hospital;  STEPHEN  L.G.  ROTHMAN,  M.D., 
Associate  Professor,  Diagnostic  Radiology,  Yale  University  School 
of  Medicine. 


Figure  2 


trauma.  Symptoms  typically  are  bizarre  or  vague;  a 
herniated  disc  might  be  suggested,  but  spinal  stenosis 
symptoms  are  more  often  chronic  and  more  often 
bilateral. 

While  CT  scanning  cannot  (routinely)  visualize  the 
soft  tissue  contents  of  the  spinal  canal  and  therefore, 
is  not  an  appropriate  modality  for  the  diagnosis  of 
herniated  disc,  its  axial  display  of  anatomy  is  ideal  for 
demonstration  of  bony  enchroachment  on  the  canal. 
Spinal  stenosis  due  to  degenerative  change  may  cause 
narrowing  of  the  spinal  canal  at  several  sites.  Facet 
hypertrophy  as  seen  in  the  current  case  will  result  in 
narrowing  of  the  lateral  recesses  by  the  superior  facets 
and  narrowing  of  the  interlaminar  angle  by  the 
inferior  facets.  Hypertrophied  laminae  and  posterior 
osteophytes  from  the  vertebral  bodies  will  decrease 
the  AP  diameter  of  the  spinal  canal  and  are  well  seen 
on  CT.  As  CT  becomes  more  readily  available,  it 
should  become  the  examination  of  choice  when  spinal 
stenosis  is  suspected. 
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New  England  Medical  Laboratories 
has  added  a new  series  of  ACCU-SCAN* 
profiles  to  include  CBC  and  Free 
Thyroxine  Index  (FTI)  which  includes 
a T-3,  T-4  (RIA),  and  Index  . . . 

Some  time  ago,  New  England  Medical 
Laboratories  introduced  a new  series  of 
profiles  with  the  12  tests  physicians 
usually  request  - plus  8 new  ones.  These 
were  offered  at  the  same  (or  lower)  price 
based  on  the  efficiency  of  NEML’s  new 
third  generation,  fully  automated  bio- 
chemical blood  analyzer.  Now,  New 
England  Medical  Laboratories  has 
expanded  the  number  of  ACCU-SCAN 
diagnostic  profiles  to  include  the  CBC 
and  FTI.  Expect  more  in  the  future. 

The  following  represents  a possible 
diagnostic  interpretation  of  the  tests 
in  the  ACCU-SCAN  diagnostic  profile: 


Total  Protein^ 
Albumin 
Globulin 
A/G  Ratio. 


Nutrition 

Infection 


Total  Bilirubin 

SGOT 

SGPT 

SGOT/SGPT  Ratio 

LDH 

Aik.  Phos.  — 

Calcium  - — — - — 

Phosphorus 

BUN— — 


Liver 

Disease 


Necrosis 

Inflammation 

Neoplasm 


Parathyroid 


Creatinine 

BUN/Creatinine  Ratio 

Uric  Acid— 

Glucose  — 

Cholesterol 

Triglycerides  — — 

Sodium  


Potassium 
Chloride 
Carbon  Dioxide 
Serum  Iron 


Bone  and 
Joint  Disease 


Kidney  Disease 


Diabetes 

Hyperlipidemia 

Arteriosclerosis 


Endocrine 

Diuretics 


New  profiles  for  the  physician  interested  in  macrocytic  and 
microcytic  anemia,  cardiovascular  disease,  rheumatoid 
arthritis,  and  confirmatory  thyroid  testing , . . 

4073  Anemia  Profile  (Macrocytic)  - Vitamin  B12,  Folic  Acid,  Reti- 
culocyte Count,  Hematology  Profile,  Free  Thyroxine  Index,  Total 
Bilirubin,  SGOT,  LDH,  Alkaline  Phosphatase. 

4075  Anemia  Profile  (Microcytic)  - Total  Serum  Iron,  Iron  Binding 
Capacity,  Hemoglobin  Electrophoresis. 

4074  Cardiac  Profile  - Potassium,  Total  CPK,  Cholesterol,  SGOT,  LDH. 
4072  Rheumatoid  Profile  - Protein  Electrophoresis,  IgG,  IgA,  IgM, 
C-3  Complement,  R.A.,  ANA/FA,  Complete  Blood  Count,  Sed.  Rate. 
1018  Thyroid  Profile  - T-3  Uptake,  T-4  (RIA),  FTI  (Free  Thyroxine 
Index). 

4087  Confirmatory  Thyroid  Profile  - T-3  Uptake,  T-4  (RIA),  FTI 
(Free  Thyroxine  Index).  If  FTI  is  in  Hypothyroid  range,  the  laboratory 
will  automatically  confirm  by  performing  a TSH  (Thyroid  Stimulating 
Hormone).  If  FTI  in  Hyperthyroid  range,  the  laboratory  will  auto- 
matically confirm  by  performing  a T-3  by  RIA. 

* ACCU-SCAN  is  a trademark  of  New  England  Medical  Laboratories  and  replaces  the  term  SMAC  under  which  these  profiles  were  originally  introduced. 


3 Anemia 


Please  send  complete  information  including  fee  schedule  for  the  following: 
ONew  ACCU-SCAN  20-test  standard  profiles 
OSpecial  Assay  and  RIA  tests 
□ l would  be  interested  in  a free  trial. 

OHave  your  Laboratory  Services  Representative  contact  me. 


Name 


Address 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  Massachusetts  01 746 
Telephone:  617-429-4900 


City 


State 


Zip 


Connecticut  Locations:  477  Connecticut  Blvd.,  East  Hartford.  01608,  Tel:  203-289-6363;  2044  Bridgeport  Ave.,  Milford,  06460,  Tel:  203-878-550S. 


Decision  of  the  U.S.  Supreme  Court 
on  Advertising  by  Attorneys 

The  Arizona  Case 


John  R.  Bates  and  Van  O’Steen, 
Appellants, 
vs. 

State  Bar  of  Arizona. 


On  Appeal  from  the  Supreme 
Court  of  Arizona. 


[June  27,  1977] 


Syllabus* 

Appellants,  who  are  licensed  attorneys  and 
members  of  the  Arizona  State  Bar,  were  charged  in  a 
complaint  filed  by  the  State  Bar’s  President  with 
violating  the  State  Supreme  Court’s  disciplinary  rule, 
which  prohibits  attorneys  from  advertising  in  news- 
papers or  other  media.  The  complaint  was  based  upon 
a newspaper  advertisement  placed  by  appellants  for 
their  “legal  clinic,”  stating  that  they  were  offering 
“legal  services  at  very  reasonable  fees,”  and  listing 
their  fees  for  certain  services,  namely,  uncontested 
divorces,  uncontested  adoptions,  simple  personal 
bankruptcies,  and  changes  of  name.  The  Arizona 
Supreme  Court  upheld  the  conclusion  of  a bar 
committee  that  appellants  had  violated  the  rule, 
having  rejected  appellants’  claims  that  the  rule 
violated  the  Sherman  Act  because  of  its  tendency  to 
limit  competition  and  that  it  infringed  appellants’ 
First  Amendment  rights.  Held: 

1.  The  restraint  upon  attorney  advertising  imposed 
by  the  Supreme  Court  of  Arizona  wielding  the  power 
of  the  State  over  the  practice  of  law  is  not  subject  to 
attack  under  the  Sherman  Act. 

2.  Commercial  speech,  which  serves  individual  and 
societal  interests  in  assuring  informed  and  reliable 
decisionmaking,  is  entitled  to  some  First  Amendment 
protection,  and  the  justifications  advanced  by 
appellee  are  inadequate  to  support  the  suppression  of 
all  advertising  by  attorneys. 

*The  syllabus  explains  the  decision  and  points  of  law  in  the  written 
report  of  this  case  as  determined  by  the  Court  itself. 


(a)  This  case  does  not  involve  any  question 
concerning  in-person  solicitation  or  advertising  as  to 
the  quality  of  legal  services,  but  only  the  question 
whether  lawyers  may  constitutionally  advertise  the 
prices  at  which  certain  routine  services  will  be 
performed. 

(b)  The  belief  that  lawyers  are  somehow  above 
“trade”  is  an  anachronism,  and  for  a lawyer  to 
advertise  his  fees  will  not  undermine  true  profession- 
alism. 

(c)  Advertising  legal  services  is  not  inherently 
misleading.  Only  routine  services  lend  themselves  to 
advertising,  and  for  such  services  fixed  rates  can  be 
meaningfully  established,  as  the  Arizona  State  Bar’s 
own  Legal  Services  Program  demonstrates.  Although 
a client  may  not  know  the  detail  involved  in  a given 
task,  he  can  identify  the  service  at  the  level  of 
generality  to  which  advertising  lends  itself.  Though 
advertising  does  not  provide  a complete  foundation 
on  which  to  select  an  attorney,  it  would  be  peculiar  to 
deny  the  consumer  at  least  some  of  the  relevant 
information  needed  for  an  informed  decision  on  the 
ground  that  the  information  was  not  complete. 

(d)  Advertising,  the  traditional  mechanism  in  a 
free-market  economy  for  a supplier  to  inform  a 
potential  purchaser  of  the  availability  and  terms  of 
exchange,  may  well  benefit  the  administration  of 
justice. 

(e)  It  is  entirely  possible  that  advertising  will 
serve  to  reduce,  not  advance,  the  cost  of  legal  services 
to  the  consumer,  and  may  well  aid  new  attorneys  in 
entering  the  market. 
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(f)  An  attorney  who  is  inclined  to  cut  quality  will 
do  so  regardless  of  the  rule  on  advertising,  the 
restraints  on  which  are  an  ineffective  deterrent  to 
shoddy  work. 

(g)  Undue  enforcement  problems  need  not  be 
anticipated,  and  it  is  at  least  incongruous  for  the 
opponents  of  advertising  to  extol  the  virtues  of  the 
legal  profession  while  also  asserting  that  through 
advertising  lawyers  will  mislead  their  clients. 

3.  The  First  Amendment  overbreadth  doctrine, 
which  represents  a departure  from  the  traditional  rule 
that  a person  may  not  challenge  a statute  on  the 
ground  that  it  might  be  applied  unconstitutionally  in 
circumstances  other  than  those  before  the  court,  is 
inapplicable  to  professional  advertising,  a context 
where  it  is  not  necessary  to  further  its  intended 
objective,  and  appellants  must  therefore  demonstrate 
that  their  specific  conduct  was  constitutionally  pro- 
tected. 

4.  On  this  record,  appellants’  advertisement  (con- 
trary to  appellee’s  contention)  is  not  misleading  and 
falls  within  the  scope  of  First  Amendment  protection. 

(a)  The  term  “legal  clinic”  would  be  understood 
to  refer  to  an  operation  like  appellants’  that  is  geared 
to  provide  standardized  and  multiple  services. 

(b)  The  advertisement’s  claim  that  appellants 
offer  services  at  “very  reasonable”  prices  is  not 
misleading.  Appellants’  advertised  fee  for  an  uncon- 
tested divorce,  which  was  specifically  cited  by 
appellee,  is  in  line  with  customary  charges  in  the  area. 

(c)  Appellants’  failure  to  disclose  that  a name 
change  might  be  accomplished  by  the  client  without 
an  attorney’s  aid  was  not  misleading  since  the 
difficulty  of  performing  the  task  is  not  revealed  and 
since  most  legal  services  may  be  performed  legally  by 
the  citizen  for  himself. 

Opinion 

Blackmun,  J.,  delivered  the  opinion  of  the  Court,  in 
which  Brennan,  White,  Marshall,  and  Stevens,  JJ., 
joined,  and  Parts  I and  II  of  which  Burger,  C.J.,  and 
Stewart,  Powell,  and  Rehnquist,  JJ.,  joined.  Burger, 
C.J.,  filed  an  opinion  concurring  in  part  and 
dissenting  in  part.  Powell,  J.,  filed  an  opinion 
concurring  in  part  and  dissenting  in  part,  in  which 
Stewart,  J.,  joined.  Rehnquist,  J.,  filed  an  opinion 
dissenting  in  part. 

Mr.  Justice  Blackmun  delivered  the  opinion  of  the 
Court. 

As  part  of  its  regulation  of  the  Arizona  Par,  the 
Supreme  Court  of  that  State  has  imposed  and 
enforces  a disciplinary  rule  that  restricts  advertising 
by  attorneys.  This  case  presents  two  issues:  whether 
the  Sherman  Act  forbids  such  state  regulation,  and 
whether  the  operation  of  the  rule  violates  the  First 
Amendment,  made  applicable  to  the  States  through 
the  Fourteenth. 


I 

Appellants  John  R.  Bates  and  Van  O’Steen  are 
attorneys  licensed  to  practice  law  in  the  State  of 
Arizona.  As  such,  they  are  members  of  the  appellee, 
the  State  Bar  of  Arizona. 

In  March  1974,  appellants  opened  a law  office, 
which  they  call  a “legal  clinic,”  in  Phoenix.  Their  aim 
was  to  provide  legal  services  at  modest  fees  to  persons 
of  moderate  income  who  did  not  qualify  for 
governmental  legal  aid.  In  order  to  achieve  this  end, 
they  would  accept  only  routine  matters,  such  as 
uncontested  divorces,  uncontested  adoptions,  simple 
personal  bankruptcies,  and  changes  of  name,  for 
which  costs  could  be  kept  down  by  extensive  use  of 
paralegals,  automatic  typewriting  equipment,  and 
standardized  forms  and  office  procedures.  More 
complicated  cases,  such  as  contested  divorces,  would 
not  be  accepted.  Because  appellants  set  their  prices  so 
as  to  have  a relatively  low  return  on  each  case  they 
handled,  they  depended  on  substantial  volume. 

After  conducting  their  practice  in  this  manner  for 
two  years,  appellants  concluded  that  their  practice 
and  clinical  concept  could  not  survive  unless  the 
availability  of  legal  services  at  low  cost  was  advertised 
and,  in  particular,  fees  were  advertised.  Consequently, 
in  order  to  generate  the  necessary  flow  of  business, 
that  is,  “to  attract  clients,”  appellants  on  February  22, 
1976,  placed  an  advertisement  in  the  Arizona 
Republic,  a daily  newspaper  of  general  circulation  in 
the  Phoenix  metropolitan  area.  As  may  be  seen,  the 
advertisement  stated  that  appellants  were  offering 
“legal  services  at  very  reasonable  fees,”  and  listed  their 
fees  for  certain  services. 

Appellants  concede  that  the  advertisement  consti- 
tuted a clear  violation  of  Disciplinary  Rule  2-101  (B), 
embodied  in  Rule  29  (a)  of  the  Supreme  Court  of 
Arizona.  The  disciplinary  rule  provides  in  part: 

“(B)  A lawyer  shall  not  publicize  himself,  or 
his  partner,  or  associate,  or  any  other  lawyer 
affiliated  with  him  or  his  firm,  as  a lawyer 
through  newspaper  or  magazine  advertise- 
ments, radio  or  television  announcements, 
display  advertisements  in  the  city  or  telephone 
directories  or  other  means  of  commercial 
publicity,  nor  shall  he  authorize  or  permit 
others  to  do  so  in  his  behalf.” 

[Ed  Note:  The  State  Bar  filed  a complaint  against 
the  two  lawyers.  After  a hearing,  the  Board  of 
Governors  of  the  State  Bar  recommended  a one-week 
suspension  for  each  lawyer.  They  appealed  to  the 
Supreme  Court  of  Arizona,  arguing  that  “the 
disciplinary  rule  violated  the  Sherman  Act  because  of 
its  tendency  to  limit  competition,  and  that  the  rule 
infringed  on  their  First  Amendment  rights.  The  Court 
rejected  both  claims.”  The  lawyers  appealed  to  the 
U.S.  Supreme  Court.] 
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II 

The  Sherman  Act 

[Ed  Note:  The  U.S.  Supreme  Court  had  held,  in 
1943,  that  “the  Sherman  Act  was  not  intended  to 
apply  against  certain  state  action."  This  Court  still 
agreed  with  the  opinion  in  that  case,  but  it  also  held 
that  this  holding  “has  not  been  the  final  word  on  the 
matter.  In  two  recent  cases  the  Court  has  considered 
the  state-action  exemption  to  the  Sherman  Act  and 
found  it  inapplicable  for  one  reason  or  other. 
Goldfarb  v.  Virginia  State  Bar  . . . (1975);  Cantor  v. 
Detroit  Edison  Company.  . . .(1976)”. 

In  this  case,  the  Arizona  Supreme  Court  held  that 
the  Sherman  Act  was  not  applicable.  The  U.S. 
Supreme  Court  agreed,  though  it  had  said  otherwise 
in  the  recent  Goldfarb  case,  “We  held  the  Sherman 
Act  as  violated  by  the  publication  of  a minimum-fee 
schedule  by  a county  bar  association  and  its 
enforcement  by  the  State  Bar  (Virginia)”  because  “the 
schedule  and  its  enforcement  mechanism  operated  to 
create  a rigid  price  floor  for  services  and  thus 
constituted  a classic  example  of  price  fixing.”*] 

We  conclude  that  the  Arizona  Supreme  Court’s 
determination  that  appellants’  Sherman  Act  claim  is 
barred  by  the  Parker  v.  Brown  exemption  must  be 
affirmed. 

III 

The  First  Amendment 
A 

Last  Term,  in  Virginia  Pharmacy  Board  v.  Virginia 
Consumer  Council,  (1976),  the  Court  considered  the 
validity  under  the  First  Amendment  of  a Virginia 
statute  declaring  that  a pharmacist  was  guilty  of 
“unprofessional  conduct”  if  he  advertised  prescription 
drug  prices.  The  pharmacist  would  then  be  subject  to 
a monetary  penalty  or  the  suspension  or  revocation  of 
his  license.  The  statute  thus  effectively  prevented  the 
advertising  of  prescription  drug  price  information. 
We  recognized  that  the  pharmacist  who  desired  to 
advertise  did  not  wish  to  report  any  particularly 
newsworthy  fact  or  to  comment  on  any  cultural, 
philosophical,  or  political  subject;  his  desired  com- 
munication was  characterized  simply:  “ ‘I  will  sell  you 
the  X prescription  drug  at  the  Y price.’  ” Nonetheless, 
we  held  that  commercial  speech  of  that  kind  was 
entitled  to  the  protection  of  the  First  Amendment. 

Our  analysis  began  with  the  observation  that  our 
cases  long  have  protected  speech  even  though  it  is  in 
the  form  of  a paid  advertisement;  or  in  the  form  of  a 
solicitation  to  pay  or  contribute  money.  If  commer- 
cial speech  is  to  be  distinguished,  it  “must  be 

*“We  note,  moreover,  that  the  Court’s  opinion  in  Goldfarb 
concluded  with  the  observation  ‘in  holding  that  certain  anticom- 
petitive conduct  by  lawyers  is  within  the  reach  of  the  Sherman  Act 
we  intend  no  diminution  of  the  authority  of  the  State  to  regulate 
its  professions.’  ” 


distinguished  by  its  content.”  But  a consideration  of 
competing  interests  reinforced  our  view  that  such 
speech  should  not  be  withdrawn  from  protection 
merely  because  it  proposed  a mundane  commercial 
transaction.  Even  though  the  speaker’s  interest  is 
largely  economic,  the  Court  has  protected  such  speech 
in  certain  contexts.  The  listener’s  interest  is  substan- 
tial: the  consumer’s  concern  for  the  free  flow  of 
commercial  speech  often  may  be  far  keener  than  his 
concern  for  urgent  political  dialogue.  Moreover, 
significant  societal  interests  are  served  by  such  speech. 
Advertising,  though  entirely  commercial,  may  often 
carry  information  of  import  to  significant  issues  of  the 
day.  And  commercial  speech  serves  to  inform  the 
public  of  the  availability,  nature,  and  prices  of 
products  and  services,  and  thus  performs  an  indispen- 
sable role  in  the  allocation  of  resources  in  a free 
enterprise  system.  In  short,  such  speech  serves 
individual  and  societal  interests  in  assuring  informed 
and  reliable  decisionmaking. 

Arrayed  against  these  substantial  interests  in  the 
free  flow  of  commercial  speech  were  a number  of 
proffered  justifications  for  the  advertising  ban.  Cen- 
tral among  them  were  claims  that  the  ban  was  essen- 
tial to  the  maintenance  of  professionalism  among  li- 
censed pharmacists.  It  was  asserted  that  advertising 
would  create  price  competition  that  might  cause  the 
pharmacist  to  economize  at  the  customer’s  expense. 
He  might  reduce  or  eliminate  the  truly  professional 
portions  of  his  services:  the  maintenance  and 
packaging  of  drugs  so  as  to  assure  their  effectiveness, 
and  the  supplementation  on  occasion  of  the  prescrib- 
ing physician’s  advice  as  to  use.  Moreover,  it  was  said, 
advertising  would  cause  consumers  to  price-shop, 
thereby  undermining  the  pharmacist’s  effort  to 
monitor  the  drug  use  of  a regular  customer  so  as  to 
ensure  that  the  prescribed  drug  would  not  provoke  an 
allergic  reaction  or  be  incompatible  with  another 
substance  the  customer  was  consuming.  Finally,  it 
was  argued  that  advertising  would  reduce  the  image 
of  the  pharmacist  as  a skilled  and  specialized 
craftsman — an  image  that  was  said  to  attract  talent  to 
the  profession  and  to  reinforce  the  good  habits  of 
those  in  it — to  that  of  a mere  shopkeeper. 

Although  acknowledging  that  the  State  had  a 
strong  interest  in  maintaining  professionalism  among 
pharmacists,  this  Court  concluded  that  the  proffered 
justifications  were  inadequate  to  support  the  advertis- 
ing ban.  High  professional  standards  were  assured  in 
large  part  by  the  close  regulation  to  which  pharma- 
cists in  Virginia  were  subject.  And  we  observed  that 
“on  close  inspection  it  is  seen  that  the  State’s 
protectiveness  of  its  citizens  rests  in  large  part  on  the 
advantages  of  their  being  kept  in  ignorance.”  But  we 
noted  the  presence  of  a potent  alternative  to  this 
“highly  paternalistic”  approach:  “That  alternative  is 
to  assume  that  this  information  is  not  in  itself 
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Contraindications:  Anuria;  hypersensitivity  to  this  or  other 
sulfonamide-derived  drugs. 

Warnings:  Use  with  caution  in  severe  renal  disease.  In  patients  with 
renal  disease,  thiazides  may  precipitate  azotemia.  Cumulative  effects 
may  develop  in  patients  with  impaired  renal  function.  Use  with  caution 
in  patients  with  impaired  hepatic  function  or  progressive  liver  disease, 
since  minor  alterations  of  fluid  and  electrolyte  balance  may  precipitate 
hepatic  coma.  May  add  to  or  potentiate  action  of  other  antihyperten- 
sive drugs;  potentiation  occurs  with  ganglionic  or  peripheral  adrenergic 
blocking  drugs.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possibility  of  exacerbation 
or  activation  of  systemic  lupus  erythematosus  has  been  reported.  Lith- 
ium generally  should  not  be  given  with  diuretics  because  they  reduce 
its  renal  clearance  and  add  a high  risk  of  lithium  toxicity.  Read  circu- 
lars for  lithium  preparations  before  use  of  such  concomitant  therapy. 
Use  in  Pregnancy:  Thiazides  cross  placental  barrier  and  appear  in  cord 
blood;  in  pregnancy,  weigh  anticipated  benefit  against  possible  haz- 
ards to  fetus,  including  fetal  or  neonatal  jaundice,  thrombocytopenia, 
and  possibly  other  adverse  reactions  that  have  occurred  in  adults. 
Nursing  Mothers:  Thiazides  appear  in  breast  milk;  if  use  of  drug  is 
deemed  essential,  patient  should  stop  nursing. 

Precautions:  Perform  periodic  determination  of  serum  electrolytes  to 
detect  possible  electrolyte  imbalance.  Observe  all  patients  for  clinical 
signs  of  fluid  or  electrolyte  imbalance,  namely,  hyponatremia,  hypo- 
chloremic alkalosis,  and  hypokalemia.  Serum  and  urine  electrolyte  de- 
terminations are  particularly  important  when  patient  is  vomiting  ex- 


cessively or  receiving  parenteral  fluids.  Medication  such  as  digitalis 
may  also  influence  serum  electrolytes.  Warning  signs,  irrespective  of 
cause,  are  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  disturbances  such  as  nausea 
and  vomiting.  Hypokalemia  may  develop,  especially  with  brisk  diuresis, 
in  severe  cirrhosis,  with  concomitant  corticosteroid  or  ACTH  therapy,  or 
with  inadequate  oral  electrolyte  intake.  Hypokalemia  can  sensitize  or 
exaggerate  response  of  heart  to  toxic  effects  of  digitalis  (e  g.,  increased 
ventricular  irritability).  Hypokalemia  may  be  avoided  or  treated  by  use 
of  potassium  supplements,  such  as  foods  with  a high  potassium  con- 
tent. Any  chloride  deficit  is  generally  mild  and  usually  does  not  require 
specific  treatment  except  under  extraordinary  circumstances  (as  in 
liver  disease  or  renal  disease).  Dilutional  hyponatremia  may  occur  in 
edematous  patients  in  hot  weather;  appropriate  therapy  is  water 
restriction,  rather  than  administration  of  salt  except  in  rare  instances 
when  the  hyponatremia  is  life  threatening.  In  actual  salt  depletion,  ap- 
propriate replacement  is  the  therapy  of  choice. 

Hyperuricemia  may  occur  or  frank  gout  may  be  precipitated  in  certain 
patients.  Insulin  requirements  in  diabetic  patients  may  be  increased, 
decreased,  or  unchanged;  latent  diabetes  mellitus  may  become 
manifest.  Thiazides  may  increase  responsiveness  to  tubocurarine. 
Antihypertensive  effects  of  the  drug  may  be  enhanced  in  post- 
sympathectomy patients.  May  decrease  arterial  responsiveness  to 
norepinephrine;  this  diminution  is  not  sufficient  to  preclude  effective- 
ness of  the  pressor  agent  for  therapeutic  use.  If  progressive  renal  im- 


pairment  becomes  evident,  consider  withholding  or  discontinuing 
diuretic  therapy.  Thiazides  may  decrease  serum  PBI  levels  without 
signs  of  thyroid  disturbance.  Calcium  excretion  is  decreased  by 
thiazides.  Pathologic  changes  in  the  parathyroid  gland  with  hyper- 
calcemia and  hypophosphatemia  have  been  observed  in  a few  patients 
on  prolonged  therapy;  thiazides  should  be  discontinued  before  testing 
for  parathyroid  function. 

Adverse  Reactions:  Gastrointestinal  System— Anorexia;  gastric  ir- 
ritation; nausea;  vomiting;  cramping;  diarrhea;  constipation;  jaundice 
(intrahepatic  cholestatic  jaundice);  pancreatitis;  sialadenitis. 

Central  Nervous  System— Dizziness;  vertigo;  paresthesias;  headache; 
xanthopsia. 

Hematologic— Leukopenia;  agranulocytosis;  thrombocytopenia; 
aplastic  anemia. 

Cardiovascular— Orthostatic  hypotension  (may  be  aggravated  by 
alcohol,  barbiturates,  or  narcotics). 

Hypersensitivity— Purpura;  photosensitivity;  rash;  urticaria;  necrotizing 
angiitis  (vasculitis)  (cutaneous  vasculitis);  fever;  respiratory  distress 
including  pneumonitis;  anaphylactic  reactions. 

Other— Hyperglycemia;  glycosuria;  hyperuricemia;  muscle  spasm; 
weakness;  restlessness;  transient  blurred  vision. 

Whenever  adverse  reactions  are  moderate  or  severe,  thiazide  dosage 
should  be  reduced  or  therapy  withdrawn. 

Note:  When  used  with  other  antihypertensive  drugs,  careful  observa- 
tions for  changes  in  blood  pressure  must  be  made,  especially  during 
initial  therapy.  Dosage  of  other  antihypertensive  agents  must  be 


reduced  by  at  least  50  percent  as  soon  as  this  drug  is  added  to  the 
regimen.  As  blood  pressure  falls  under  the  potentiating  effect  of  this 
agent,  further  reduction  in  dosage,  or  even  discontinuation,  of  other 
antihypertensive  drugs  may  be  necessary. 

How  Supplied:  Tablets  containing  25  mg  hydrochlorothiazide  each  in 
bottles  of  100  and  1000  and  single-unit  packages  of  100;  Tablets  con- 
taining 50  mg  hydrochlorothiazide  each  in  bottles  of  100, 1000,  and 
5000  and  single-unit  packages  of  100;  Tablets  containing  100  mg  hy- 
drochlorothiazide each  in  bottles  of  100. 

For  more  detailed  information,  consult  your  MSD  representative  or 
see  full  prescribing  information.  Merck  Sharp  & Dohme,  _ _ _ _ 
Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486  IV!  S D 
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harmful,  that  people  will  perceive  their  own  best 
interests  if  only  they  are  well  enough  informed,  and 
that  the  best  means  to  that  end  is  to  open  the  channels 
of  communication  rather  than  to  close  them.”  The 
choice  between  the  dangers  of  suppressing  informa- 
tion and  the  dangers  arising  from  its  free  flow  was 
seen  as  precisely  the  choice  “that  the  First  Amend- 
ment makes  for  us.” 

We  have  set  out  this  detailed  summary  of  the 
Pharmacy  opinion  because  the  conclusion  that 
Arizona’s  disciplinary  rule  is  violative  of  the  First 
Amendment  might  be  said  to  flow  a fortiori  from  it. 
Like  the  Virginia  statutes,  the  disciplinary  rule  serves 
to  inhibit  the  free  flow  of  commercial  information  and 
to  keep  the  public  in  ignorance.  Because  of  the 
possibility,  however,  that  the  differences  among 
professions  might  bring  different  constitutional 
considerations  into  play,  we  specifically  reserved 
judgment  as  to  other  professions. 

In  the  instant  case  we  are  confronted  with  the 
arguments  directed  explicitly  toward  the  regulation  of 
advertising  by  licensed  attorneys. 

B 

The  issue  presently  before  us  is  a narrow  one.  First, 
we  need  not  address  the  peculiar  problems  associated 
with  advertising  claims  relating  to  the  quality  of  legal 
services.  Such  claims  probably  are  not  susceptible  to 
precise  measurement  or  verification  and,  under  some 
circumstances,  might  well  be  deceptive  or  misleading 
to  the  public,  or  even  false.  Appellee  does  not  suggest, 
nor  do  we  perceive,  that  appellants’  advertisement 
contained  claims,  extravagant  or  otherwise,  as  to  the 
quality  of  services.  Accordingly,  we  leave  that  issue 
for  another  day.  Second,  we  also  need  not  resolve  the 
problems  associated  with  in-person  solicitation  of 
clients — at  the  hospital  room  or  the  accident  site,  or  in 
any  other  situation  that  breeds  undue  influence — by 
attorneys  or  their  agents  or  “runners.”  Activity  of  that 
kind  might  well  pose  dangers  of  over-reaching  and 
misrepresentation  not  encountered  in  newspaper 
announcement  advertising.  Hence,  this  issue  also  is 
not  before  us.  Third,  we  note  that  appellee’s  criticism 
of  advertising  by  attorneys  does  not  apply  with  much 
force  to  some  of  the  basic  factual  content  of 
advertising:  information  as  to  the  attorney’s  name, 
address,  and  telephone  number,  office  hours,  and  the 
like.  The  American  Bar  Association  itself  has  a 
provision  in  its  current  Code  of  Professional 
Responsibility  that  would  allow  the  disclosure  of  such 
information,  and  more,  in  the  classified  section  of  the 
telephone  directory.  We  recognize,  however,  that  an 
advertising  diet  limited  to  such  spartan  fare  would 
provide  scant  nourishment. 

The  heart  of  the  dispute  before  us  today  is  whether 
lawyers  also  may  constitutionally  advertise  the  prices 
at  which  certain  routine  services  will  be  performed. 
Numerous  justifications  are  proffered  for  the  restric- 


tion of  such  price  advertising.  We  consider  each  in 
turn: 

1.  The  Adverse  Effect  on  Professionalism.  Appel- 
lee places  particular  emphasis  on  the  adverse  effects 
that  it  feels  price  advertising  will  have  on  the  legal 
profession.  The  key  to  professionalism,  it  is  argued,  is 
the  sense  of  pride  that  involvement  in  the  discipline 
generates.  It  is  claimed  that  price  advertising  will 
bring  about  commercialization,  which  will  undermine 
the  attorney’s  sense  of  dignity  and  self-worth.  The 
hustle  of  the  marketplace  will  adversely  affect  the 
profession’s  service  orientation,  and  irreparably, 
damage  the  delicate  balance  between  the  lawyer’s 
need  to  earn  and  his  obligation  selflessly  to  serve. 
Advertising  is  also  said  to  erode  the  client’s  trust  in  his 
attorney:  once  the  client  perceives  that  the  lawyer  is 
motivated  by  profit,  his  confidence  that  the  attorney 
is  acting  out  of  a commitment  to  the  client’s  welfare  is 
jeopardized.  And  advertising  is  said  to  tarnish  the 
dignified  public  image  of  the  profession. 

We  recognize,  of  course,  and  commend  the  spirit  of 
public  service  with  which  the  profession  of  law  is 
practiced  and  to  which  it  is  dedicated.  The  present 
Members  of  this  Court,  licensed  attorneys  all,  could 
not  feel  otherwise.  And  we  would  have  reason  to 
pause  if  we  felt  that  our  decision  today  would 
undercut  that  spirit.  But  we  find  the  postulated 
connection  between  advertising  and  the  erosion  of 
true  professionalism  to  be  severely  strained.  At  its 
core,  the  argument  presumes  that  attorneys  must 
conceal  from  themselves  and  from  their  clients  the 
real-life  fact  that  lawyers  earn  their  livelihood  at  the 
bar.  We  suspect  that  few  attorneys  engage  in  such 
self-deception.  And  rare  is  the  client,  moreover,  even 
one  of  modest  means,  who  enlists  the  aid  of  an  attor- 
ney with  the  expectation  that  his  services  will  be  ren- 
dered free  of  charge.  In  fact,  the  American  Bar  Assoc- 
iation advises  that  an  attorney  should  reach  “a  clear 
agreement  with  his  client  as  to  the  basis  of  the  fee 
charges  to  be  made,”  and  that  this  is  to  be  done  “[a]s 
soon  as  feasible  after  a lawyer  has  been  employed.”  If 
the  commercial  basis  of  the  relationship  is  to  be 
promptly  disclosed  on  ethical  grounds,  once  the  client 
is  in  the  office,  it  seems  inconsistent  to  condemn  the 
candid  revelation  of  the  same  information  before  he 
arrives  at  that  office. 

Moreover,  the  assertion  that  advertising  will 
diminish  the  attorney’s  reputation  in  the  community 
is  open  to  question.  Bankers  and  engineers  advertise,* 
and  yet  these  professions  are  not  regarded  as 
undignified.  In  fact,  it  has  been  suggested  that  the 

*Indeed,  it  appears  that  even  the  medical  profession  now  views  the 
alleged  adverse  effect  of  advertising  in  a somewhat  different  light 
from  the  appellee.  A Statement  of  the  Judicial  Council  of  the 
American  Medical  Association  provides  in  part: 

“Advertising — The  Principles  [of  Medical  Ethics ] do  not 
proscribe  advertising;  they  proscribe  the  solicitation  of  pa- 
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failure  of  lawyers  to  advertise  creates  public  disillu- 
sionment with  the  profession.  The  absence  of 
advertising  may  be  seen  to  reflect  the  profession’s 
failure  to  reach  out  and  serve  the  community:  studies 
reveal  that  many  persons  do  not  obtain  counsel  even 
when  they  perceive  a need  because  of  the  feared  price 
of  the  services  or  because  of  an  inability  to  locate  a 
competent  attorney.  Indeed,  cynicism  with  regard  to 
the  profession  may  be  created  by  the  fact  that  it  long 
has  publicly  eschewed  advertising,  while  condoning 
the  actions  of  the  attorney  who  structures  his  social  or 
civic  associations  so  as  to  provide  contacts  with 
potential  clients. 

It  appears  that  the  ban  on  advertising  originated  as 
a rule  of  etiquette  and  not  as  a rule  of  ethics.  Early 
lawyers  in  Britain  viewed  the  law  as  a form  of  public 
service,  rather  than  as  a means  of  earning  a living,  and 
they  looked  down  on  “trade”  as  unseemly.  Eventually, 
the  attitude  toward  advertising  fostered  by  this  view 
evolved  into  an  aspect  of  the  ethics  of  the  profession. 
But  habit  and  tradition  are  not  in  themselves  an 
adequate  answer  to  a constitutional  challenge.  In  this 
day,  we  do  not  belittle  the  person  who  earns  his  living 
by  the  strength  of  his  arm  or  the  force  of  his  mind. 
Since  the  belief  that  lawyers  are  somehow  “above” 
trade  has  become  an  anachronism,  the  historical 
foundation  for  the  advertising  restraint  has  crumbled. 

2.  The  Inherently  Misleading  Nature  of  Attorney 
Advertising.  It  is  argued  that  advertising  of  legal 
services  inevitably  will  be  misleading  (a)  because  such 
services  are  so  individualized  with  regard  to  content 
and  quality  as  to  prevent  informed  comparison  on  the 
basis  of  an  advertisement,  (b)  because  the  consumer 
of  legal  services  is  unable  to  determine  in  advance  just 
what  services  he  needs,  and  (c)  because  advertising  by 
attorneys  will  highlight  irrelevant  factors  and  fail  to 
show  the  relevant  factor  of  skill. 

We  are  not  persuaded  that  restrained  professional 
advertising  by  lawyers  inevitably  will  be  misleading. 
Although  many  services  performed  by  attorneys  are 
indeed  unique,  it  is  doubtful  that  any  attorney  would 
or  could  advertise  fixed  prices  for  services  of  that 

tients.  . . . The  public  is  entitled  to  know  the  names  of  physicians, 
the  location  of  their  offices,  their  office  hours,  and  other  useful 
information  that  will  enable  people  to  make  a more  informed 
choice  of  physician. 

“The  physician  may  furnish  this  information  through  the 
accepted  local  media  of  advertising  or  communication,  which  are 
open  to  all  physicians  on  like  conditions.  Office  signs,  professional 
cards,  dignified  announcements,  telephone  directory  listings,  and 
reputable  directories  are  examples  of  acceptable  media  for  making 
information  available  to  the  public. 

“A  physician  may  give  biographical  and  other  relevant  data  for 
listing  in  a reputable  directory.  ...  If  the  physician,  at  his  option, 
chooses  to  supply  fee  information,  the  published  data  may  include 
his  charge  for  a standard  office  visit  or  his  fee  or  range  of  fees  for 
specific  types  of  services,  provided  disclosure  is  made  of  the 
variable  and  other  pertinent  factors  affecting  the  amount  of  the  fee 
specified.  The  published  data  may  include  other  relevant  facts 
about  the  physician,  but  false,  misleading,  or  deceptive  statements 
of  claims  should  be  avoided.”  235  J.A.M.A.  2328  (1976). 


type.  The  only  services  that  lend  themselves  to 
advertising  are  the  routine  ones:  the  uncontested 
divorce,  the  simple  adoption,  the  uncontested 
personal  bankruptcy,  the  change  of  name,  and  the 
like — the  very  services  advertised  by  appellants. 
Although  the  precise  service  demanded  in  each  task 
may  vary  slightly,  and  although  legal  services  are  not 
fungible,  these  facts  do  not  make  advertising 
misleading  so  long  as  the  attorney  does  the  necessary 
work  at  the  advertised  price.  The  argument  that  legal 
services  are  so  unique  that  fixed  rates  cannot 
meaningfully  be  established  is  refuted  by  the  record  in 
this  case:  the  appellee  State  Bar  itself  sponsors  a Legal 
Services  Program  in  which  the  participating  attorneys 
agree  to  perform  services  like  those  advertised  by  the 
appellants  at  standarized  rates.  Indeed,  until  the 
decision  of  this  Court  in  Goldfarb  v.  Virginia  State 
Bar,  the  Maricopa  County  Bar  Association  apparent- 
ly had  a schedule  of  suggested  minimum  fees  for 
standard  legal  tasks.  We  thus  find  of  little  force  the 
assertion  that  advertising  is  misleading  because  of  an 
inherent  lack  of  standardization  in  legal  services. 

The  second  component  of  the  argument — that 
advertising  ignores  the  diagnostic  role — fares  little 
better.  It  is  unlikely  that  many  people  go  to  an 
attorney  merely  to  ascertain  if  they  have  a clean  bill  of 
legal  health.  Rather,  attorneys  are  likely  to  be 
employed  to  perform  specific  tasks.  Although  the 
client  may  not  know  the  detail  involved  in  performing 
the  task,  he  no  doubt  is  able  to  identify  the  service  he 
desires  at  the  level  of  generality  to  which  advertising 
lends  itself. 

The  third  component  is  not  without  merit: 
advertising  does  not  provide  a complete  foundation 
on  which  to  select  an  attorney.  But  it  seems  peculiar 
to  deny  the  consumer,  on  the  ground  that  the 
information  is  incomplete,  at  least  some  of  the 
relevant  information  needed  to  reach  an  informed 
decision.  The  alternative — the  prohibition  of 
advertising — serves  only  to  restrict  the  information 
that  flows  to  consumers.  Moreover,  the  argument 
assumes  that  the  public  is  not  sophisticated  enough  to 
realize  the  limitations  of  advertising,  and  that  the 
public  is  better  kept  in  ignorance  than  trusted  with 
correct  but  incomplete  information.  We  suspect  the 
argument  rests  on  an  underestimation  of  the  public. 
In  any  event,  we  view  as  dubious  any  justification  that 
is  based  on  the  benefits  of  public  ignorance. 
Although,  of  course,  the  bar  retains  the  power  to 
correct  omissions  that  have  the  effect  of  presenting  an 
inaccurate  picture,  the  preferred  remedy  is  more 
disclosure,  rather  than  less.  If  the  naivetd  of  the  public 
will  cause  advertising  by  attorneys  to  be  misleading, 
then  it  is  the  bar’s  role  to  assure  that  the  populace  is 
sufficiently  informed  as  to  enable  it  to  place 
advertising  in  its  proper  perspective. 

3.  The  Adverse  Effect  on  the  Administration  of 
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Justice.  Advertising  is  said  to  have  the  undesirable 
effect  of  stirring  up  litigation.  The  judicial  machinery 
is  designed  to  serve  those  who  feel  sufficiently 
aggrieved  to  bring  forward  their  claims.  Advertising, 
it  is  argued,  serves  to  encourage  the  assertion  of  legal 
rights  in  the  courts,  thereby  undesirably  unsettling 
societal  repose.  There  is  even  a suggestion  of  barratry. 

But  advertising  by  attorneys  is  not  an  unmitigated 
source  of  harm  to  the  administration  of  justice.  It  may 
offer  great  benefits.  Although  advertising  might 
increase  the  use  of  the  judicial  machinery,  we  cannot 
accept  the  notion  that  it  is  always  better  for  a person 
to  suffer  a wrong  silently  than  to  redress  it  by  legal 
action.  As  the  bar  acknowledges,  “the  middle  70%  of 
our  population  is  not  being  reached  or  served 
adequately  by  the  legal  profession.”  Among  the 
reasons  for  this  underutilization  is  fear  of  the  cost, 
and  an  inability  to  locate  a suitable  lawyer.  Advertis- 
ing can  help  to  solve  this  acknowledged  problem: 
advertising  is  the  traditional  mechanism  in  a free- 
market  economy  for  a supplier  to  inform  a potential 
purchaser  of  the  availability  and  terms  of  exchange. 
The  disciplinary  rule  at  issue  likely  has  served  to  bur- 
den access  to  legal  services,  particularly  for  the  not- 
quite-poor  and  the  unknowledgable.  A rule  allowing 
restrained  advertising  would  be  in  accord  with  the 
bar’s  obligation  to  “facilitate  the  process  of  intelligent 
selection  of  lawyers,  and  to  assist  in  making  legal 
services  fully  available.” 

4.  The  Undesirable  Economic  Effects  of  Adverti- 
sing. It  is  claimed  that  advertising  will  increase  the 
overhead  costs  of  the  profession,  and  that  these  costs 
then  will  be  passed  along  to  consumers  in  the  form  of 
increased  fees.  Moreover,  it  is  claimed  that  the 
additional  cost  of  practice  will  create  a substantial 
entry  barrier,  deterring  or  preventing  young  attorneys 
from  penetrating  the  market  and  entrenching  the 
position  of  the  bar’s  established  members. 

These  two  arguments  seem  dubious  at  best.  Neither 
distinguishes  lawyers  from  others,  and  neither 
appears  relevant  to  the  First  Amendment.  The  ban  on 
advertising  serves  to  increase  the  difficulty  of 
discovering  the  lowest-cost  seller  of  acceptable 
ability.  As  a result,  to  this  extent  attorneys  are 
isolated  from  competition,  and  the  incentive  to  price 
competitively  is  reduced.  Although  it  is  true  that  the 
effect  of  advertising  on  the  price  of  services  has  not 
been  demonstrated,  there  is  revealing  evidence  with 
regard  to  products;  where  consumers  have  the  benefit 
of  price  advertising,  retail  prices  often  are  dramatical- 
ly lower  than  they  would  be  without  advertising.  It  is 
entirely  possible  that  advertising  will  serve  to  reduce, 
not  advance,  the  cost  of  legal  services  to  the 
consumer. 

The  entry  barrier  argument  is  equally  unpersuasive. 
In  the  absence  of  advertising,  an  attorney  must  rely  on 
his  contacts  with  the  community  to  generate  a flow  of 
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business.  In  view  of  the  time  necessary  to  develop 
such  contacts,  the  ban  in  fact  serves  to  perpetuate  the 
market  position  of  established  attorneys.  Considera- 
tion of  entry-barrier  problems  would  urge  that 
advertising  be  allowed  so  as  to  aid  the  new  competitor 
in  penetrating  the  market. 

5.  The  Adverse  Effect  of  Advertising  on  the 
Quality  of  Service.  It  is  argued  that  the  attorney  may 
advertise  a given  “package”  of  service  at  a set  price, 
and  will  be  inclined  to  provide,  by  indiscriminate  use, 
the  standard  package  regardless  of  whether  it  fits  the 
client’s  needs. 

Restraints  on  advertising,  however,  are  an  ineffec- 
tive way  of  deterring  shoddy  work.  An  attorney  who 
is  inclined  to  cut  quality  will  do  so  regardless  of  the 
rule  on  advertising.  And  the  advertisement  of  a 
standardized  fee  does  not  necessarily  mean  that  the 
services  offered  are  undesirably  standardized.  Indeed, 
the  assertion  that  an  attorney  who  advertises  a 
standard  fee  will  cut  quality  is  substantially  under- 
mined by  the  fixed  fee  schedule  of  appellee’s  own 
prepaid  Legal  Services  Program.  Even  if  advertising 
leads  to  the  creation  of  “legal  clinics”  like  that  of 
appellants’ — clinics  that  emphasize  standardized 
procedures  for  routine  problems — it  is  possible  that 
such  clinics  will  improve  service  by  reducing  the 
likelihood  of  error. 

6.  The  Difficulties  of  Enforcement.  Finally,  it  is 
argued  that  the  wholesale  restriction  is  justified  by  the 
problems  of  enforcement  if  any  other  course  is  taken. 
Because  the  public  lacks  sophistication  in  legal 
matters,  it  may  be  particularly  susceptible  to 
misleading  or  deceptive  advertising  by  lawyers.  After- 
the-fact  action  by  the  consumer  lured  by  such 
advertising  may  not  provide  a realistic  restraint 
because  of  the  inability  of  the  layman  to  assess 
whether  the  service  he  has  received  meets  professional 
standards.  Thus,  the  vigilance  of  a regulatory  agency 
will  be  required.  But  because  of  the  numerous 
purveyors  of  services,  the  overseeing  of  advertising 
will  be  burdensome. 

It  is  at  least  somewhat  incongruous  for  the 
opponents  of  advertising  to  extol  the  virtues  and 
altruism  of  the  legal  profession  at  one  point,  and,  at 
another,  to  assert  that  its  members  will  seize  the 
opportunity  to  mislead  and  distort.  We  suspect  that, 
with  advertising,  most  lawyers  will  behave  as  they 
always  have:  they  will  abide  by  their  solemn  oaths  to 
uphold  the  integrity  and  honor  of  their  profession  and 
of  the  legal  system.  For  every  attorney  who  over- 
reaches through  advertising,  there  will  be  thousands 
of  others  who  will  be  candid  and  honest  and 
straightforward.  And,  of  course,  it  will  be  in  the 
latters’  interest,  as  in  other  cases  of  misconduct  at  the 
bar,  to  assist  in  weeding  out  those  few  who  abuse  their 
trust. 

In  sum,  we  are  not  persuaded  that  any  of  the 
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proffered  justifications  rises  to  the  level  of  an 
acceptable  reason  for  the  suppression  of  all  advertis- 
ing by  attorneys. 

C 

In  the  usual  case  involving  a restraint  on  speech,  a 
showing  that  the  challenged  rule  served  unconstitu- 
tionally to  suppress  speech  would  end  our  analysis.  In 
the  First  Amendment  context,  the  Court  has 
permitted  attacks  on  overly  broad  statutes  without 
requiring  that  the  person  making  the  attack  demon- 
strate that  in  fact  his  specific  conduct  was  protected. 
Appellants  ordinarily  could  expect  to  benefit  re- 
gardless of  the  nature  of  their  acts. 

The  First  Amendment  overbreadth  doctrine, 
however,  represents  a departure  from  the  traditional 
rule  that  a person  may  not  challenge  a statute  on  the 
ground  that  it  might  be  applied  unconstitutionally  in 
circumstances  other  than  those  before  the  court.  The 
reason  for  the  special  rule  in  First  Amendment  cases 
is  apparent:  an  overbroad  statute  might  serve  to  chill 
protected  speech.  First  Amendment  interests  are 
fragile  interests,  and  a person  who  contemplates 
protected  activity  might  be  discouraged  by  in 
terrorem  effect  of  the  statute.  Indeed,  such  a person 
might  choose  not  to  speak  because  of  uncertainty 
whether  his  claim  of  privilege  would  prevail  if 
challenged.  The  use  of  overbreadth  analysis  reflects 
the  conclusion  that  the  possible  harm  to  society  from 
allowing  unprotected  speech  to  go  unpunished  is 
outweighed  by  the  possibility  that  protected  speech 
will  be  muted. 

But  the  justification  for  the  application  of  over- 
breadth analysis  applies  weakly,  if  at  all,  in  the 
ordinary  commercial  context.  As  was  acknowledged 
in  Virginia  Pharmacy  Board  v.  Virginia  Consumer 
Council,  there  are  “commonsense  differences”  be- 
tween commercial  speech  and  other  varieties.  Since 
advertising  is  linked  to  commercial  well-being,  it 
seems  unlikely  that  such  speech  is  particularly 
susceptible  to  being  crushed  by  overbroad  regulation. 
Moreover,  concerns  for  uncertainty  in  determining 
the  scope  of  protection  are  reduced;  the  advertiser 
seeks  to  disseminate  information  about  a product  or 
service  that  he  provides,  and  presumably  he  can 
determine  more  readily  than  others  whether  his 
speech  is  truthful  and  protected.  Since  overbreadth 
has  been  described  by  this  Court  as  “strong  medi- 
cine,” which  “has  been  employed  . . . sparingly  and 
only  as  a last  resort,”  we  decline  to  apply  it  to 
professional  advertising,  a context  where  it  is  not 
necessary  to  further  its  intended  objective. 

Is,  then,  appellants’  advertisement  outside  the  scope 
of  basic  First  Amendment  protection?  Aside  from 
general  claims  as  to  the  undesirability  of  any 
advertising  by  attorneys,  a matter  considered  above, 
appellee  argues  that  appellants’  advertisement  is 
misleading,  and  hence  unprotected,  in  three  particu- 


lars: (a)  the  advertisement  makes  reference  to  a “legal 
clinic,”  an  allegedly  undefined  term;  (b)  the  advertise- 
ment claims  that  appellants  offer  services  at  “very 
reasonable”  prices,  and,  at  least  with  regard  to  an 
uncontested  divorce,  the  advertised  price  is  not  a 
bargain;  and  (c)  the  advertisement  does  not  inform 
the  consumer  that  he  may  obtain  a name  change 
without  the  services  of  an  attorney.  On  this  record, 
these  assertions  are  unpersuasive.  We  suspect  that  the 
public  would  readily  understand  the  term  “legal 
clinic” — if,  indeed,  it  focused  on  the  term  at  all — to 
refer  to  an  operation  like  that  of  appellants’  that  is 
geared  to  provide  standardized  and  multiple  services. 
In  fact,  in  his  deposition  the  President  of  the  State.  Bar 
of  Arizona  observed  that  there  was  a committee  of  the 
Bar  “exploring  the  ways  in  which  the  legal  clinic 
concept  can  be  properly  developed.” 

As  to  the  cost  of  an  uncontested  divorce,  appellee 
stated  at  oral  argument  that  this  runs  from  $150  to 
$300  in  the  area.  Appellants  advertised  a fee  of  $175 
plus  a $20  court  filing  fee,  a rate  that  seems  “very 
reasonable”  in  light  of  the  customary  charge. 
Appellee’s  own  Legal  Services  Program  sets  the  rate 
for  an  uncontested  divorce  at  $250.  Of  course, 
advertising  will  permit  the  comparison  of  rates  among 
competitors,  thus  exposing  if  the  rates  are  reasonable. 

As  to  the  final  argument — the  failure  to  disclose 
that  a name  change  might  be  accomplished  by  the 
client  without  the  aid  of  an  attorney — we  need  only 
note  that  most  legal  services  may  be  performed  legally 
by  the  citizen  for  himself.  The  record  does  not 
unambiguously  reveal  some  of  the  relevant  facts  in 
determining  whether  the  nondisclosure  is  misleading, 
such  as  how  complicated  the  procedure  is  and 
whether  the  State  provides  assistance  for  laymen.  The 
deposition  of  one  appellant,  however,  reflects  that 
when  he  ascertained  that  a name  change  required  only 
the  correction  of  a record  or  the  like,  he  frequently 
would  send  the  client  to  effect  the  change  himself. 

We  conclude  that  it  has  not  been  demonstrated  that 
the  advertisement  at  issue  could  be  suppressed. 

IV 

In  holding  that  advertising  by  attorneys  may  not  be 
subjected  to  blanket  suppression,  and  that  the 
advertisement  at  issue  is  protected,  we,  of  course,  do 
not  hold  that  advertising  by  attorneys  may  not  be 
regulated  in  any  way.  We  mention  some  of  the  clearly 
permissible  limitations  on  advertising  not  foreclosed 
by  our  holding. 

Advertising  that  is  false,  deceptive,  or  misleading  of 
course  is  subject  to  restraint.  Since  the  advertiser 
knows  his  product  and  has  a commercial  interest  in  its 
dissemination,  we  have  little  worry  that  regulation  to 
assure  truthfulness  will  discourage  protected  speech. 
And  any  concern  that  strict  requirements  for 
truthfulness  will  undesirably  inhibit  spontaneity 
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seems  inapplicable  because  commercial  speech  gener- 
ally is  calculated.  Indeed,  the  public  and  private 
benefits  from  commercial  speech  derive  from  confi- 
dence in  its  accuracy  and  reliability.  Thus  the  leeway 
for  untruthful  or  misleading  expression  that  has  been 
allowed  in  other  contexts  has  little  force  in  the 
commercial  arena.  In  fact,  because  the  public  lacks 
sophistication  concerning  legal  services,  misstate- 
ments that  might  be  overlooked  or  deemed  unimpor- 
tant in  other  advertising  may  be  found  quite 
inappropriate  in  legal  advertising.  For  example, 
advertising  claims  as  to  the  quality  of  services — a 
matter  we  do  not  address  today — are  not  susceptible 
to  measurement  or  verification;  accordingly,  such 
claims  may  be  so  likely  to  be  misleading  as  to  warrant 
restriction.  Similar  objections  might  justify  restraints 
on  in-person  solicitation.  We  do  not  foreclose  the 
possibility  that  some  limited  supplementation,  byway 
of  warning  or  disclaimer  or  the  like,  might  be  required 
of  even  an  advertisement  of  the  kind  ruled  upon  today 
so  as  to  assure  that  the  consumer  is  not  misled.  In 
sum,  we  recognize  that  many  of  the  problems  in 
defining  the  boundary  between  deceptive  and  nonde- 
ceptive  advertising  remain  to  be  resolved,  and  we 
expect  that  the  bar  will  have  a special  role  to  play  in 
assuring  that  advertising  by  attorneys  flows  both 
freely  and  cleanly. 

As  with  other  varieties  of  speech,  it  follows  as  well 
that  there  may  be  reasonable  restrictions  on  the  time, 
place,  and  manner  of  advertising.  Advertising  con- 
cerning transactions  that  are  themselves  illegal 
obviously  may  be  suppressed.  And  the  special  prob- 
lems of  advertising  on  the  electronic  broadcast 
media  will  warrant  special  consideration. 

The  constitutional  issue  in  this  case  is  only  whether 
the  State  may  prevent  the  publication  in  a newspaper 
of  appellants’  truthful  advertisement  concerning  the 
availability  and  terms  of  routine  legal  services.  We 
rule  simply  that  the  flow  of  such  information  may  not 
be  restrained,  and  we  therefore  hold  the  present 
application  of  the  disciplinary  rule  against  appellants 
to  be  violative  of  the  First  Amendment. 


The  judgment  of  the  Supreme  Court  of  Arizona  is 
therefore  affirmed  in  part  and  reversed  in  part. 


APPENDIX 


DO  YOU  NEED 
A LAWYER? 

LEGAL  SERVICES 
A T VERY  REASONABLE  FEES 

• Divorce  or  legal  separation-uncontested 
(both  spouses  sign  papers] 

S 1 7 5 - 00  plus  S 20  00  court  filing  fee 

• Preparation  of  all  court  papers  and  instruc* 
lions  on  how  to  do  you  r own  simple 
uncontested  divorce 

$100.00 

• Adoption-uncontested  severance  proceeding 

$225  00  plus  appropriately  110  00  publica- 
tion cost 

• Bankruptcy-  non  business,  no  contested  pro- 
ceedings 

Individual 

$250-00  plus  155-00  court  filing  fee 

Wife  and  Husband 

1300*00  plus  $110-00  court  filing  fee 

• Change  of  Name 

$95*00  plus  120. 00  court  filing  fee 

Information  regarding  other  types  of  cases 
furnished  on  request 


Legal  Clinic  of  Bates  & O'Steen 

tl7  North  ]rd  Stroot 
Phoonu.  Ariiom  85004 
Tolophon.  (tOI|  152  8811 
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Report  of  AMA  Delegates 

SUBJECT:  AMERICAN  MEDICAL  ASSOCIATION 

126th  Annual  Convention 
San  Francisco — June  18-23,  1977 


Whereas  national  health  insurance,  specifically  the 
AMA’s  Comprehensive  Health  Care  Insurance  Act  of 
1977,  was  the  most  dominant  issue  at  our  previous 
meeting,  the  issues  of  this  meeting  were  Laetrile, 
saccharin,  and  the  annual  election  of  officers. 

There  was  also  a feeling  of  frustration  at  this 
meeting  on  the  part  of  the  delegates  toward  an 
objectionable,  pervading  intrusion  of  the  law  into  our 
discussions  and  actions  that,  near  the  end  of  the 
meeting,  brought  forth  a vocal  expression  of  this 
frustration  on  the  floor  of  the  House  of  Delegates. 
Law  and  the  government  are  intruding  not  only  in  the 
medical  profession  and  the  AMA,  but  in  all 
professions — and  now  into  our  very  organizational 
deliberations. 

The  AMA  is  now  engaged  in  about  a dozen  suits, 
mostly  against  the  government.  Consequently,  its 
legal  department  reviews  all  reports,  resolutions,  and 
actions  of  the  House  of  Delegates  of  the  AMA  to 
insure  that  nothing  is  said  or  done  that  may  make  the 
AMA  liable  to  legal  action  by  the  government.  Even 
knowing  this,  the  delegates  became  so  frustrated  that 
the  Speaker  of  the  House,  the  Board  of  Trustees  and 
the  Legal  Department  will  advise  the  House  this 
coming  session  on  procedures  to  avoid  legal  entangle- 
ment, but  hopefully  to  permit  free  and  open  discus- 
sion. 

The  convention  was  one  of  our  busiest,  not  only 
because  of  the  number  of  reports  and  resolutions,  but 
also  because  of  the  time  spent  in  voting  and  our 
election  process,  and  prolonged  discussion — some 
emotional  and  acrimonious — on  several  resolutions. 
There  were  23  reports  by  the  Board  of  Trustees;  10  by 
the  Council  on  Medical  Education;  8 by  the  Council 
on  Medical  Service  (mostly  economic);  several  each 
by  the  Judicial  Council,  the  Council  on  Constitution 
and  Bylaws,  the  Council  on  Long  Range  Planning 
and  Development,  and  the  Council  on  Scientific 


Affairs.  Additionally,  there  were  104  resolutions 
introduced  by  the  delegates.  We  shall  report  briefly  on 
those  subjects  of  most  interest  and  significance,  and 
on  our  own  Connecticut  resolutions. 

Health,  Education,  and  Welfare  Secretary  Joseph 
A.  Califano  was  the  keynote  speaker  at  the  opening  of 
the  session.  Though  his  delivery  was  friendly,  he  was 
critical  and  blunt  about  the  entire  health  “business”. 
Speaking  for  the  Carter  Administration,  he  stated 
that  health  care  is  an  industry  and  virtually  non- 
competitive. He  stated  that  health  care  providers  and 
physicians  are  “conscious  of  quality,  but  insensitive  to 
cost.”  And  whereas  the  cost  is  “not  the  fault  of 
affluent  doctors”  (this  from  a lawyer  who  had  an 
income  of  over  half  a million  dollars  last  year),  he 
stated  that  “the  physician  is  the  central  decision- 
maker for  more  than  70%  of  health  care  services”, 
including  types  of  medication,  length  of  hospitaliza- 
tion, and  diagnostic  tests. 

An  aim  of  this  Administration  is  federal  control 
over  geographic  distribution  of  doctors,  the  services 
they  may  order  and  the  equipment  available  to  them. 
In  general,  his  speech  was  directed  especially  at  the 
increasing  costs  of  medical  and  health  care.  Though 
the  Carter  Administration  is  committed  to  a system  of 
National  Health  Insurance,  it  has  not  yet  come  to  a 
consensus  about  a specific  system. 

Though  the  delegates,  along  with  most  physicians, 
are  concerned  about  the  rapidly  increasing  costs  of 
health  and  medical  care,  they  were  not  moved  by 
Secretary  Califano’s  speech — not  only  had  they  heard 
it  before,  but,  increasingly,  they  are  being  turned  off 
by  governmental  bureaucracy,  inefficiency,  rhetoric, 
and  paper  work. 

1.  Laetrile— This  was  a resolution  urging  the 
legalization  of  the  use  of  Laetrile  for  the  treatment  of 
disease  that  would  permit  its  purchase  and  adminis- 
tration by  the  patient  but  not  by  the  medical 
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profession;  it  created  prolonged  and  heated  discussion 
and  even  reconsideration  of  a resolution  initially 
adopted  by  the  House.  The  House  finally  adopted  the 
following  resolution:  “That  it  is  the  position  of  the 
AMA  that  Laetrile  is  a substance  which  has  no 
proven  value  as  a drug”. 

It  also  referred  the  subject  and  problems  involved 
in  the  use  of  the  substance  to  the  Council  on  Scientific 
Affairs  for  study  and  report  back  at  the  next  session. 

2.  Saccharin*— A resolution  was  introduced  to 
reevaluate  the  recent  regulatory  action  banning  its 
use,  and  also  asked  that  changes  be  made  in  the  law 
permitting  its  use. 

This  also  produced  prolonged  discussion,  not  only 
in  the  reference  committee  but  also  in  the  House.  It 
finally  resolved  that  the  AMA  “support  the  passage  of 
legislation  that  would  amend  the  Food  Additive  Act 
to  require  evidence  based  on  scientifically  reproduci- 
ble studies  of  the  association  of  food  additives  with  an 
increased  incidence  of  cancer  in  animals  or  humans  at 
dosage  levels  related  to  the  amounts  calculated  as 
normal  daily  consumption  for  humans  before 
removal  from  the  market.” 

It  also  supported  legislative  or  regulatory  measures 
permitting  the  marketing  of  saccharin  with  labeling  to 
warn  of  the  possibility  of  cancer  in  animals  and 
humans  based  on  the  currently  available  evidence. 

3.  Election— The  election  of  officers  and  members 
of  Councils  (important  standing  committees)  is  an 
important,  time-consuming  procedure  at  the  annual 
meetings — important  because  delegates  have  a sense 
of  responsibility  to  elect  the  best  candidates.  In  spite 
of  the  work  and  time  involved,  much  of  it  requiring 
travel  to  Chicago,  there  is  no  dearth  of  capable 
candidates;  trustees  may  spend  as  much  as  three 
months  of  their  time  on  the  business  of  the  Board  of 
Trustees. 

There  were  no  opposing  candidates  for  the 
Presidency  or  the  Speaker  of  the  House.  The  two 
elected,  by  acclamation,  are  outstandingly  competent 
and  popular — Tom  E.  Nesbitt,  a private  practicing 
urologist  and  present  Speaker,  from  Nashville, 
Tennessee,  and  William  Y.  Rial,  a general  practition- 
er, the  present  Vice-Speaker,  from  Swarthmore, 
Pennsylvania.  Nine  candidates  ran  for  the  five 
positions  on  the  Board  of  Trustees;  Thomas  Ballan- 
tine,  a neurosurgeon  from  Boston,  was  one  of  the 
winners.  This  is  important  to  New  England  because 
he  is  the  first  New  Englander  to  be  elected  a trustee 
since  the  early  1940s.  For  the  first  time,  a member  of 
the  Intern  & Resident  Section  ran — a resident  in 
plastic  surgery  from  Texas  who  is  also  a lawyer. 
Coming  in  sixth,  he  missed  election  by  one  candidate, 
being  ahead  of  three  others.  There  were  ten  candi- 
dates for  four  seats  on  the  prestigious  Council  on 
Medical  Education;  Perry  J.  Culver,  an  internist  and 


gastroenterologist  from  Boston,  was  one  of  the 
winners. 

Electioneering  is  not  perfunctory;  almost  all 
candidates  for  these  councils  appeared  before  the  New 
England  delegation  and  others  as  well  to  present 
themselves  and  their  views,  and  to  submit  to 
questioning.  In  those  few  cases  where  nominations  are 
made  by  the  Board  of  Trustees,  nominations  can  be 
made  on  the  floor  by  delegates;  all  voting  is  by  closed 
ballot. 

Connecticut  resolutions— The  Connecticut  delegation 
introduced  five  resolutions,  all  adopted  (with  slight 
changes  in  one).  An  unusual  feature  was  that  though 
the  reference  committees  recommended  to  the  House 
of  Delegates  that  four  not  be  adopted,  the  delegates 
rejected  their  recommendations  and  adopted  all  our 
resolutions. 

a.  The  Present  and  Future  Relations  of  the  Nursing 
Profession— Because  of  a recent  strike  by  nurses  in 
one  of  our  Connecticut  hospitals,  reported  to  the 
Council  by  one  of  its  members,  the  delegates  felt  that 
there  should  be  a study  and  report  at  the  national 
level  of  the  relations  of  the  two  professions. 
Discussion  brought  out  that  there  is  indeed  a rapid 
and  even  disturbing  change  in  the  relations  between 
the  two.  But  the  reference  committee  recommended 
non-adoption  because  a study  is  already  being 
conducted  through  the  National  Joint  Practice 
Commission,  co-sponsored  by  the  AMA  and  ANA. 
The  House,  however,  adopted  a substitute  resolution 
presented  by  the  Connecticut  delegates,  that  was 
essentially  the  same  as  our  original  resolution;  i.e., 
that  a report  be  given  at  our  next  meeting  “on  the 
changing  status  throughout  the  country  of  relations  of 
the  medical  and  nursing  professions.” 

b.  Policy  Statement  Regarding  Mandatory 
Consultations— At  the  last  meeting  of  our  own  House 
of  Delegates,  we  adopted  a policy  statement  on 
mandatory  “second  opinion,”  also  instructing  the 
AMA  delegates  to  introduce  it  at  the  AMA 
convention.  The  AMA  reference  committee,  acting  on 
the  advice  of  AMA  legal  counsel,  recommended  to 
the  House  that  this  resolution  not  be  adopted.  It  was 
this  recommendation,  based  on  advice  by  the  Legal 
Department,  that  caused  eruption  of  the  frustration 
the  delegates  felt.  They  reacted  by  adopting  the 
Connecticut  resolution  as  written. 

The  resolution  reaffirms  the  right  of  a patient  or 
physician  to  seek  consultation;  opposes  the  concept  of 
mandatory  consultation  required  by  a third  party 
payer  and  the  concept  of  closed  panels  of  consultants; 
supports  the  concept  that  consultation  required  by  a 
third  party  payer  be  at  no  cost  to  the  patient,  and  that 
if  consultation  is  required  by  a third  party  payer,  the 
patient  should  be  allowed  to  choose  the  physician. 
(This  is  also  our  CSMS  policy.) 
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c.  News  From,  About  and  By  the  AMA  to  Physicians 
Throughout  the  Country — This  resolution  called  for 
the  Board  of  Trustees  to  study  and  report  at  the 
coming  convention  on  how  to  get  news  from  and 
about  the  AMA  to  physicians  throughout  the 
country,  especially  those  who  are  members  of  state 
societies  but  not  of  the  AMA.  For  example,  about 
50%  of  our  CSMS  membership  are  not  members  of 
the  AMA.  How  do  they  get  information  from  and 
about  the  AMA?  From  the  media,  especially  the  press 
and  TV.  Certainly  no  knowledgeable  physician  can 
say  that  either  the  profession  or  the  AMA  is  getting  a 
fair,  objective,  and  non-biased  report  to  the  public 
about  the  medical  profession  and  the  AMA  by  the 
media.  It  is  a problem  our  own  leadership  is  studying. 

d.  Effects  of  Medical  Technology  on  Medical 
Practice— This  important  resolution  calls  for  an 
intensive  AMA  study  of  the  impact  of  technology  on 
health  care.  Though  the  reference  committee  recog- 
nized its  importance,  it  recommended  non-adoption 
because  the  subject  is  under  study  by  the  National 
Commission  on  the  Cost  of  Medical  Care.  It 
provoked  quite  a bit  of  discussion  on  the  floor  of  the 
House,  which  overruled  the  reference  committee  and 
requested  that  the  Board  of  Trustees  report  on  the 
subject  at  the  coming  meeting. 

e.  International  Cooperation  and  Standards  in  the 
Experimentation  and  Approval  for  the  Use  of 
Drugs— On  the  premise  that  there  is  in  the  United 
States  an  FDA-induced  “drug  lag,”  the  resolution 
recommends  that  the  Food  and  Drug  Administration 
cooperate  with  Canada,  Great  Britain,  Switzerland, 
Sweden,  West  Germany  and  other  countries,  to 
establish  uniform  standards  for  the  clinical  investiga- 
tion of  drugs,  acceptable  to  all  participating  countries, 
with  the  object  of  minimizing  risk  to  patient 
populations  from  unnecessary  and  duplicative  tests, 
and  to  shorten  the  “drug  lag”  now  prevalent  in  this 
country  compared  to  such  other  countries  to  the 
detriment  of  the  American  people.  Again,  a reference 
committee  recommended  non-adoption.  But,  again, 
the  House  did  not  agree.  After  prolonged  discussion, 
the  Connecticut  resolution  was  adopted  as  written. 

f.  Hospital  Privileges  and  Establishment  of  Clinical 
Departments  for  Family  and  General  Practitioners— 

Though  this  was  not  introduced  by  the  Connecticut 
Delegation,  it  resulted  from  a discussion  of  the 
problem  brought  to  the  Council  by  Dr.  Fred  Barrett, 
a member.  Though  he  discussed  only  Connecticut,  he 
and  the  delegation  felt  that  it  was  of  more  than  local 
interest,  so  we  communicated  with  the  AMA  delegate 
of  the  Family  and  General  Practice  Section.  He 
introduced  the  resolution  requesting  that  the  AMA 
approve  the  establishment  of  hospital  clinical  depart- 
ments of  family  practice;  that  the  AMA  commission- 
ers to  the  JCAH  be  informed  of  this  approval;  and 


that  appropriate  AMA  councils,  committees,  and 
commissions  be  instructed  to  oppose  arbitrary 
restriction  of  privileges  of  qualified  graduates  of 
residency  programs,  including  graduates  of  family 
practice  residency  programs.  Discussion  brought  out 
that  the  problem  is  scattered  throughout  the  country 
not  only  here  in  Connecticut.  It  was  adopted  without 
dissent. 

g.  Adherence  to  Procedural  Due  Process  by  Discipli- 
nary Committees  in  Hospitals— Though  this  resolu- 
tion was  introduced  by  the  delegate  Intern  & Resident 
Section,  it  was  worked  out  by  him  and  the 
Connecticut  delegation  together.  The  problem  is  this: 
Though  written  provisions  for  procedural  due  process 
are  now  mandated  in  all  approved  hospitals  by  the 
JCAH,  frequently  a hospital,  being  autonomous, 
lacks  a neutral,  objective  appeals  body.  This  may 
contribute  to  an  aggrieved  physician’s  appealing  to 
the  courts  for  that  objectivity.  Most  hospitals,  even 
medical  staffs,  do  not  believe  that  a county  or  state 
medical  society  has  jurisdiction  over  them  in  any  way. 
Nor  do  many  county  nor  state  societies  believe  they 
have  jurisdiction  over  hospital  disciplinary  problems. 
This  resolution,  which  was  passed,  was  aimed  to  fill 
that  void,  at  least  when  members  of  the  AMA  are 
involved.  It  permits  an  aggrieved  AMA  member  to 
appeal  to  his  county  and  state  society  to  make  charges 
of  ethical  conduct  against  any  AMA  member  who  is  a 
participant  in  a disciplinary  committee  that  he  feels 
has  not  accorded  him  procedural  due  process. 

Though  the  reference  committee  recommended 
non-adoption  for  this  resolution  also,  the  House  of 
Delegates  felt  otherwise.  It  adopted  the  resolution  as 
presented  by  the  Intern  & Resident  Section. 

4.  Strikes  in  the  Health  Care  System— This  called 
for  the  AMA  to  prepare  “policies  and  strategies  to 
deal  with  strikes,  lockouts,  job  actions,  and  other 
work  stoppages  that  affect  the  quality  or  availability 
of  medical  care.”  The  House  recommended  its  referral 
to  the  Board  of  Trustees  for  study  and  report  back  to 
the  House. 

5.  Hospital  Discharge  Summaries— This  resolu- 
tion would  have  the  JCAH  delete  from  its  Standards 
those  specifications  that  require  detailed  post- 
hospitalization instructions.  The  House  adopted  a 
substitute  urging  that  the  JCAH  review  and  reconsid- 
er those  specifications  of  the  detailed  discharge 
summaries  in  the  Standards  of  the  JCAH  in  order  to 
permit  a shorter  resume,  including  detailed  post- 
hospital instructions. 

6.  Autonomy  of  State  Medical  Associations— 

Though  the  autonomy  of  state  medical  associations  is 
clearly  recognized  with  “organized”  medicine,  there  is 
no  objective  statement  of  this  principle  in  the  bylaws 
of  the  AMA.  Those  outside  of  medicine  sometimes, 
erroneously,  consider  state  medical  associations  to  be 
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“branches”  of  the  AMA  and  controlled  by  the  AMA. 
The  House  adopted  a provision  to  clarify  this: 

“The  participation  of  a state  medical  association  in 
the  House  of  Delegates  is  voluntary.  Policy  actions  of 
the  associations  do  not  themselves  bind  a state 
medical  association  or  subject  it  to  any  obligation  that 
it  does  not  voluntarily  assume.” 

7.  AMA  Full-time  President  — A resolution  at  the 
previous  meeting  requesting  the  Council  on  Long 
Range  Planning  and  Development  to  study  if  the 
AMA  should  create  a “chief  spokesman  for  the 
AMA,”  presumably  the  present  Chief  Executive 
Officer,  to  be  selected  by  the  Board  of  Trustees  and  to 
serve  at  its  pleasure.  This  would  mean  phasing  out  the 
elected  offices  of  the  president-elect,  president  and 
immediate  past-president. 

The  report  promoted  extensive  testimony.  It 
revealed  that  the  delegates  were  reluctant  to  relin- 
quish the  office  of  president  elected  by  the  House  of 
Delegates,  though  it  considered  continuity  in  office 
desirable.  Unions  especially  combine  the  office  of 
president  and  spokesman,  most  with  an  unlimited 
tenure  of  office.  The  House  was  not  able  to  resolve  the 
issues  involved  so  it  referred  the  problem  back  to  the 
Board  of  Trustees  for  further  study  and  report  back. 

8.  Discontinuing  Release  of  Medicare-Medicaid 
Reimbursement  List — In  view  of  the  recent  fiasco,  in 
which  HEW  released  an  incorrect  list  of  physicians 
and  reimbursement  amounts  in  Medicare  and 
Medicaid,  the  House  moved  that  the  AMA  investi- 
gate all  possible  avenues,  including  legislative  actions, 
to  prevent  further  release  of  such  information. 

9.  Payment  for  Social  Services  Under  Medicare— 
The  House  passed  a resolution  urging  the  Bureau  of 
Health  Insurance-Social  Security  Administration  to 
permit  charges  for  social  services  in  hospitals  to  be 
billed  by  hospitals  to  individual  patients  requiring  and 
receiving  such  services. 

10.  National  Immunization  Program — Three  reso- 
lutions were  introduced  endorsing  a national  immuni- 
zation program  for  the  prevention  and  control  of 
communicable  disease.  The  House  adopted  the 
following  principles: 

(a)  All  children  should  receive  recommended  vac- 
cines against  diseases  in  a continuing  and  on- 
going program. 

(b)  An  immunization  program  should  be  designed  to 
encourage  administration  of  vaccines  as  part  of  a 
total  preventive  health  care  program  so  as  to 
provide  effective  entry  into  a continuous  and 
comprehensive  primary  care  system. 

(c)  There  should  be  no  financial  barrier  to  immuniza- 
tion of  children. 

(d)  Existing  public  and  private  systems  of  reimburse- 
ment for  cost  of  administering  vaccines  and 
follow-up  care  should  be  utilized. 


(e)  Any  immunization  program  should  be  either  (a) 
part  of  a continuing  physician/patient  relation- 
ship, or  (b)  the  introductory  link  to  a continuing 
physician/patient  relationship  wherever  possible. 

(f)  Professional  and  allied  health  personnel  who 
administer  vaccines  and  manufacturers  should  be 
held  harmless  for  adverse  reaction  occurring 
through  no  fault  of  the  procedure. 

(g)  Provision  should  be  made  for  a sustained  multi- 
media,  promotional  campaign  designed  to  edu- 
cate and  motivate  the  medical  profession  and  the 
public  to  expect  and  demand  routine  immuniza- 
tion for  children  and  share  responsibility  for  their 
completeness. 

(h)  An  effective  immunization  record-keeping  system 
should  be  initiated. 

11.  Relative  Value  Studies — The  AMA  will  make 
effort  to  enact  national  legislation  to  confirm  the 
profession’s  authority  to  develop  and  use  relative 
value  studies. 

12.  Fragmentation  of  Child  Health  Care  by  the 
Schools— The  House  adopted  the  following  resolu- 
tions: 

That  mass  screening  of  school  children,  particularly 
in  fragmented  organ  system  screening  programs, 
should  be  undertaken  only  with  the  approval  of  the 
local  medical  society;  also,  that  state  and  local 
societies  develop  with  the  schools  methods  of  referral 
so  that  each  child  can  have  a physician  to  carry  out 
necessary  periodic  evaluation  of  the  child  as  a whole, 
rather  than  have  the  child’s  care  involved  in 
fragmented,  disjointed  programs. 

13.  Provide  Copy  of  Patients’  Hospital  Bills  to 
Physicians— The  House  mandated  the  AMA  to  work 
with  the  American  Hospital  Association  to  see  that 
each  physician  receives  a copy  of  the  hospital  bill  of 
each  patient  he  hospitalizes. 

14.  National  Health  Insurance— There  were  nine 
resolutions  and  two  reports  dealing  with  the  AMA 
bill,  “Comprehensive  Health  Care  Insurance  Act.” 
The  principles  had  been  decisively  endorsed  at  the  last 
meeting,  but  these  resolutions  were  directed  at  details 
in  the  bill  with  suggestions  for  change  and  even 
elimination.  The  House  did  adopt  this  resolution: 

That  the  AMA  affirm  its  total  opposition  to  the 
nationalization  of  the  medical  profession. 

15.  Other  Resolutions— The  House  opposed  any 
legislation  or  program  which  provides  for  direct 
Medicare  payment  to  auxiliary  paramedical. . . . Once 
again  it  endorsed  creation  of  a separate  federal 
cabinet-level  department  of  health  care.  ...  As  for 
whether  or  not  interns  and  residents  should  be 
considered  employees  or  students,  the  House  reiterat- 
ed its  policy  that  they  have  a dual  role  that  is  not 
mutually  exclusive — that  as  employees  they  should 
have  the  rights  extended  to  employees  under  the 
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National  Labor  Relations  Act,  and  also  that  in  certain 
aspects  they  be  considered  students.  . . . The  House 
continues  to  oppose  “mandatory  patient  package 
inserts  for  all  drugs  approved  for  marketing  by  the 
Federal  Food  and  Drug  Administration.”  ...  As  for 
prisoner  participation  in  research  studies,  the  AMA 
reaffirmed  that  voluntary  participation  of  prisoners  in 
properly  conducted  studies  involving  new  drugs  under 
appropriate  safeguards  provides  an  opportunity  to 
the  prisoner  to  contribute  to  society;  however,  prison 
reform  should  not  become  a prerequisite  for  prison 
participation  in  clinical  investigation.  . . . The  House 
recommended  that  state  medical  societies  provide  for 
student  participation  in  their  activities  and  that  all 
segments  of  organized  medicine  be  encouraged  to 
provide  for  such  participation.  (The  same  goes  for 
interns  and  residents.  This  is  a problem  to  which 
CSMS  is  directing  itself.  The  student  section  of  the 
AMA  and  the  Interns  and  Residents  Section  each 
have  a delegate;  membership  in  each  section  is 
increasing  greater  than  any  other  AMA  section  or 
state  society;  and  increasingly,  members  from  each 
section  are  serving  on  important  committees  of  the 


AMA.  This  is  one  of  the  healthiest  signs  of  vitality  in 
the  AMA.) 

Like  all  AMA  meetings,  it  involved  hard  work  and 
long  hours.  There  was  little  time  to  explore  the  sights 
of  fascinating  San  Francisco.  We  wish  there  was  some 
way  to  convey  the  atmosphere  and  accomplishments 
of  an  AMA  convention  to  our  members.  The  AMA  is 
changing.  Victor  Cohn,  the  nationally  known  respect- 
ed science  writer  for  the  Washington  Post  and  no 
great  booster  of  the  AMA,  who  attended  the  meeting, 
had  this  to  say  in  the  Washington  Post  about  it: 
“The  AMA  today  is  far  from  the  antediluvian,  anti- 
everything  group  its  foes  often  depict.” 

J.  Alfred  Fabro,  M.D. 

FOR  THE  DELEGATES 

Orvan  W.  Hess 
E.  Tremain  Bradley 
Andrew  Canzonetti 
Sidney  L.  Cramer 
Guy  W.  Van  Syckle 


1 

all  of  us  helping  each  of  us 


Health  care  financing  often  becomes  a 3-way  street.  Three  ways? 
Yes,  the  provider,  Blue  Cross  & Blue  Shield,  and  the  subscriber. 

That’s  the  way  it  works.  And  rightfully  so,  it  puts  Blue  Cross  & 

Blue  Shield  in  the  middle.  To  serve  as  a financial  catalyst  between 
the  professional  person  or  facility  and  those  receiving  services. 

But  we  also  feel  obligated  to  encourage  everyone  to  share  the  load. 

The  provider  by  counseling  patients  to  use  out-of-hospital  benefits. 
Ourselves  by  continuing  to  explore  new  areas  of  cost  control  while 
also  providing  self-help  information.  And  the  subscriber  by  trying 
to  remain  healthier  with  a more  thoughtful  and  wiser  lifestyle. 


Health  care  is  really  everyone’s  job.  In  more  ways  than  one. 
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Assessing  Quality  in  Health  Care:  An  Evaluation 

ROBERT  J.  HAGGERTY,  M.D.  AND  LINDA  K.  DEMLO,  Ph.D. 


A recent  review  of  health  care  quality  assurance 
programs  suggests  a need  to  re-examine  and  possibly 
re-direct  current  efforts  before  they  become  so 
established  in  custom  as  to  make  modification 
difficult.  The  study  was  conducted  by  the  Institute  of 
Medicine,  a component  organization  of  the  non- 
federal  National  Academy  of  Sciences,  under  the 
direction  of  a steering  committee  chaired  by  Robert  J. 
Haggerty,  M.D.,  of  Harvard  University.  The  12- 
month  project  was  funded  by  the  Department  of 
Health,  Education,  and  Welfare  in  partial  response  to 
a provision  in  the  Health  Maintenance  Organization 
Act  of  1973  requesting  a major  study  of  alternative 
mechanisms  for  health  care  quality  assurance. 

The  specific  objectives  of  the  study  were  to  describe 
and  assess  the  effect  of  operational  quality  review 
programs,  based  on  existing  literature  and  selected 
site  visits,  and  to  examine  several  specific  topics 
(designated  as  “priority  areas”)  because  of  their 
importance  in  determining  the  effectiveness  of  quality 
assurance  programs.  The  priority  areas  include 
outcome-oriented  approaches  to  quality  assurance, 
quality  assurance  for  ambulatory  care,  quality 
assurance  for  long-term  care,  methods  for  changing 
behavior  patterns  of  health  care  providers,  and 
patient  and  consumer  involvement  in  quality 
assurance  programs. 

An  important,  related  activity  was  the  assessment 
of  the  reliability  of  hospital  utilization  information 
generated  by  private  abstracting  services  and  based  on 
abstracts  of  the  hospital  medical  record.  The 
assessment  was  needed  to  assist  in  determining 
whether  such  information  is  sufficiently  reliable  to  be 
used  as  baseline  data  for  assessing  the  impact  of 
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Professional  Standards  Review  Organizations 
(PSROs)  over  time,  but  has  broader  implications  for 
the  use  of  discharge  data  in  general  program 
management  and  evaluation.  Although  the  reliability 
study  was  conducted  under  the  guidance  of  the 
steering  committee,  it  was  a separate  activity  and  is 
reported  in  a separate  volume. 

It  is  important  to  note  explicitly  that  the  study  was 
not  intended  to  evaluate  the  PSRO  program — a 
relatively  recent,  large  scale  undertaking  which  is 
necessarily  incomplete  at  this  time.  In  addition, 
several  timely  health  policy  issues  that  influence  the 
quality  of  care  were  excluded  from  the  report.  For 
example,  malpractice  and  the  existence  of  fraud  in 
federally  financed  health  programs  were  not 
considered.  Many  factors  in  the  financing  and 
delivery  of  health  care  that  influence  quality  were  not 
studied  in  detail.  Thus,  the  report  is  not  an  exhaustive 
review  of  all  factors  in  the  health  care  sector  that 
influence  the  quality  of  care.  Rather,  it  is  an 
examination  of  existing  quality  review  programs  to 
describe  the  manner  in  which  they  function  and  their 
reported  effectiveness  in  improving  health  status  or 
patient  satisfaction  and  conserving  resources. 

In  limiting  the  scope  of  the  study,  the  steering 
committee  noted  the  multi-dimensional  nature  of  the 
concept  of  quality,  but  did  not  attempt  to  define  it. 
Instead,  components  of  quality  that  have  been 
identified  and  emphasized  by  existing  programs  were 
accepted  within  the  study’s  focus.  The  committee  did 
attempt  to  specify  characteristics  of  an  ideal  quality 
assurance  system,  the  most  important  being  the 
provision  of  review  information  to  health  care 
providers,  imposition  of  corrective  actions,  and  re- 
assessment to  determine  whether  quality  of  care  has 
improved.  In  reality,  however,  the  feed-back  loop  is 
seldom  completed.  Thus,  one  might  more  realistically 
describe  such  programs  as  quality  assessment 
activities.  The  challenge  for  the  future  is  to  develop 
the  necessary  knowledge  and  skills  for  transforming 
quality  assessment  into  quality  assurance. 

The  programs  reviewed  in  the  study  are  not  a 
representative  national  sample  and  include  many  of 
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what  have  been  regarded  as  the  “better”  programs.  In 
addition  to  the  restricted  sample,  the  information 
obtained  is  limited  by  both  the  time  span  covered  and 
the  quality  of  available  data.  A determination  of 
effectiveness  of  quality  review  programs  is  hampered 
further  by  methodological  problems.  These 
limitations  notwithstanding,  the  committee  concluded 
that  it  would  be  well  to  report  some  of  the  difficulties 
experienced  by  the  programs  reviewed,  as  well  as  their 
notable  accomplishments,  in  hopes  of  assisting  in  the 
further  evolution  and  improvement  of  these 
promising  and  probably  essential  programs. 

The  majority  of  the  programs  visited  can  be 
characterized  as  follows: 

The  stated  goals  are  to  ensure  high  quality  medical 
care  at  a resonable  cost.  But  the  goals  are  not 
expressed  in  terms  that  permit  measurement  of  the 
degree  to  which  they  are  achieved.  Even  rough 
estimates  of  the  magnitude  of  currently  inappropriate 
care  were  unavailable.  Without  such  measures,  it 
becomes  difficult  to  determine  whether  a program  is 
achieving  its  objectives  and  whether  the  resultant 
improvement  is  sufficient  to  justify  program 
expenditures. 

Programs  are  oriented  toward  users  of  health 
services,  rather  than  people  who  do  not  use  services, 
and  with  a few  exceptions,  do  not  consider  access  to 
care  and  under-utilization  of  services. 

Compliance  with  PSRO  review  requirements  is  the 
major  concern  of  most  hospital  programs.  Primary 
emphasis  usually  is  placed  on  concurrent  review 
activities  intended  to  assure  that  individual  hospital 
admissions  and  continued  stays  are  medically 
necessary.  There  is  considerable  variation  among 
programs  in  the  timing,  depth,  and  frequency  of 
review.  Similarly,  the  degree  to  which  review 
coordinators  and  physician  advisors  are  trained  and 
supervised  varies  by  program. 

Tess  emphasis  is  placed  on  medical  care  evaluation 
studies  (MCEs)  or  medical  audits.  Common  problems 
have  been  encountered  in  conducting  MCEs:  the 
incompatibility  between  requirements  of  the  Joint 
Commission  on  Accreditation  of  Hospitals  (JCAH) 
and  PSRO;  the  difficulty  of  selecting  audit  topics 
which  result  in  the  identification  of  significant 
problems  so  that  improvements  can  be  made;  the 
difficulty  of  developing  criteria  that  are  relevant  for 
all  patients  without  becoming  too  general;  and  the 
difficulty  of  achieving  change,  once  deficiencies  in 
patient  care  have  been  identified.  Innovative  efforts 
which  address  these  problems  are  underway. 

The  least  developed  component  of  PSRO  review  is 
profile  analysis,  a retrospective  analysis  of  patterns  of 
care  that  may  concentrate  on  particular  diagnoses, 
patients,  or  physicians  and  identify  areas  for  special 
attention  by  either  concurrent  review  or  MCEs. 


Integration  of  the  three  review  components  is 
seldom  achieved  within  hospitals  or  within  PSRO 
administrative  staffs.  This  may  result  at  least  partially 
from  the  practice  of  delegating  to  hospitals 
responsibility  for  conducting  MCEs  independently  of 
responsibility  for  concurrent  review. 

The  most  common  type  of  quality  assessment  for 
ambulatory  care  is  based  on  a review  of  claim  forms 
submitted  by  physicians  to  fiscal  intermediaries  for 
reimbursement  purposes.  Alternatives  to  claims 
review  should  permit  greater  emphasis  on  quality  by 
reviewing  the  provision  of  medical  care  over  time  and 
assessing  access  to  care  and  health  outcomes. 
However,  they  require  further  refinement  and 
evaluation  before  being  widely  implemented. 

Most  programs  rely  on  educational  methods  for 
encouraging  improved  performance  and  have 
experienced  difficulty  in  achieving  change  after 
deficiencies  in  patient  care  have  been  documented. 
This  confirms  some  of  the  shortcomings  of  continuing 
medical  education,  as  reported  in  the  literature.  Some 
internal  appraisals  of  the  effects  of  review  have  been 
made,  but  few  have  established  formal  mechanisms 
for  self-assessment. 

The  committee  found  impressive  examples  of  stated 
improvements  in  quality  and  changes  in  utilization  of 
health  care  services  in  the  programs  reviewed. 
Assessing  the  broader  impact,  however,  requires 
consideration  of  the  total  magnitude  of  the  effort,  not 
merely  isolated  examples.  Accordingly,  the  committee 
reached  some  preliminary  conclusions  about  the 
current  effectiveness  of  programs  visited: 

Existing  information  does  not  substantiate  the 
effectiveness  of  MCEs.  MCEs  or  medical  audits  have 
been  required  for  accreditation  and  reimbursement 
purposes  for  several  years.  Yet,  there  is  no  reliable 
source  of  data  to  reflect  the  numbers,  topics,  and 
associated  costs  of  currently  performed  MCEs,  the 
identified  deficiencies  in  patient  care,  the  remedial 
actions  proposed  and  taken,  or  the  extent  and 
duration  of  improvements  in  patient  care.  MCEs  may 
have  caused  improvements  in  quality,  but  reliable, 
generalizable  assessments  are  not  available. 

Evidence  is  not  yet  available  for  a conclusion  that 
hospital  concurrent  review  programs  are  effective. 
Although  changes  in  utilization  patterns  have  been 
noted,  the  reasons  are  not  adequately  understood. 
The  costs  of  conducting  concurrent  review  vary 
widely.  Assertions  of  cost  savings  are  exaggerated, 
because  they  assume  that  total  per  diem  cost  will  be 
saved  for  each  day  of  care  denied  and  do  not 
adequately  take  into  account  fixed  hospital  costs  or 
the  cost  of  alternative  care. 

Most  ambulatory  care  claims  review  programs 
considered  in  this  study  yield  dollar  reductions  in 
submitted  claims  that  are  more  than  adequate  to  pay 
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the  costs  of  review,  and  some  improvements  in  quality 
have  been  noted.  At  least  for  the  fiscal  intermediary, 
claims  review  is  cost  effective.  However,  most  savings 
come  from  administrative  reviews  of  patient  eligibility 
for  insurance  coverage,  the  range  of  reimbursable 
benefits,  or  the  amount  of  reimbursement  claimed. 
These  savings  would  be  realized  under  most  claims 
review  systems  and  generally  are  unrelated  to 
considerations  of  either  quality  or  appropriateness  of 
care.  The  additional  benefits  from  the  medical  peer 
review  component  of  claims  review  are  not  well 
documented. 

Despite  the  uncertainties  regarding  the  effectiveness 
of  current  quality  assurance  programs,  the  committee 
concluded  that  some  monitoring,  perhaps  on  a sample 
basis,  of  the  quality  of  medical  care  provided  to  all 
patients  is  essential.  At  the  level  of  expenditures 
anticipated  for  fiscal  year  1977,  the  total  cost  for 
hospital  and  ambulatory  review  could  exceed 
$1,250,000,000  annually  if  extrapolated  to  the  entire 
U.S.  population.  Therefore,  there  is  a need  for  less 
expensive  methods  to  achieve  better  results. 

To  attain  this  goal  the  steering  committee  offered 
the  following  major  recommendations: 

Review  techniques  should  be  refined  to  facilitate  a 
more  concentrated  (targeted)  examination  of 
diagnoses,  patients,  or  providers  associated  with 
questionable  patterns  of  care,  as  an  alternative  to  the 
current  practice  of  reviewing  all  cases.  A targeted 
review  should  enable  more  frequent  identification  of 
truly  inappropriate  care  and  less  frequent  review  of 
appropriate  care,  which  should  increase  the  ef- 
ficiency of  review.  Cases  excepted  from  routine 
review  should  be  selected  by  clearly  specified  cri- 
teria and  monitored  periodically  to  assure  that 
more  frequent  review  is  not  warranted.  Profile 
analysis  must  be  further  developed  to  provide  the 
information  to  identify  patients  or  providers  who 
require  more  concentrated  review. 

Within  PSROs,  a conscious  effort  is  needed  to 
integrate  the  three  types  of  review.  The  common 
practice  of  delegating  responsibility  to  hospitals  for 
conducting  MCEs  independent  of  concurrent  review 
should  be  discontinued  because  it  encourages 
fragmentation.  Within  hospitals,  PSRO  review 
activities  should  be  better  integrated  with  prior 
utilization  review  and  other  quality  assurance 
activities. 

Intensified  efforts  should  begin  immediately  to 
evaluate  both  federal  and  privately  sponsored  health 
care  quality  assurance  systems  by  comparing  the 
quality  of  care  in  geographic  areas  with  and  without 
quality  review  programs,  or  in  areas  of  otherwise 
similar  characteristics  but  different  types  of  review. 
Separate  evaluation  strategies  are  required  for  MCEs 
and  concurrent  review.  This  should  have  been 
accomplished  before  a uniform  national  quality 


assurance  program  was  required  by  the  PSRO 
legislation.  Nevertheless,  the  committee  believes  that 
planned  experimentation  should  still  be  possible  in 
order  to  determine  the  relative  effects  of  alternative 
review  mechanisms  on  health  status,  utilization  and 
cost  of  services,  and  other  measures  of  quality. 

Uniform  data  elements,  but  not  necessarily  data 
formats,  should  be  required  in  all  health  care  settings 
to  facilitate  quality  assurance  activities,  as  well  as 
program  management,  planning,  and  evaluation. 
Requirements  for  the  Uniform  Hospital  Discharge 
Data  Set  as  modified  for  PSROs  should  be  enforced. 
The  Minimum  Ambulatory  and  Tong-Term  Care 
Data  Sets  should  be  implemented.  Methods  for 
linking  information  from  the  Medicare  Part  B 
supplementary  insurance  program  with  Part  A 
hospital  information  should  be  devised.  More  general 
methods  are  needed  to  integrate  hospital  and 
ambulatory  patient  care  information  using  a common 
identification  number.  Better  “denominator”  data 
must  be  generated  to  define  the  population  eligible  for 
care  and  to  provide  the  basis  for  monitoring 
utilization  of  services.  Important  confidentiality 
issues  must  be  resolved  to  protect  individual  privacy 
and  the  public  right  to  information. 

Both  nationally  and  locally,  PSROs  and  Health 
Systems  Agencies  (HSAs)  should  establish  mutually 
beneficial  working  relationships,  beginning  with  an 
exchange  of  data.  HSAs  have  information  on  the 
population  eligible  for  care,  which  is  needed  by 
PSROs.  PSROs  can  document  variations  in  the  use  of 
services,  which  may  suggest  problems  in  access  and 
under-utilization  that  should  be  addressed  by  both 
HSAs  and  PSROs. 

Quality  assurance  programs  should  further  specify 
their  objectives  and  establish  internal  self-assessment 
units  for  program  evaluation. 

Ambulatory  claims  review  should  be  more  widely 
implemented  in  an  experimental  manner  while  more 
appropriate  ambulatory  quality  assurance  techniques 
are  being  developed.  Despite  the  limitations  of  claims 
review,  it  will  permit  the  detection  of  the  most  serious 
deficiencies.  Closer  monitoring  should  begin 
immediately  of  pharmacy  services,  small  clinical 
laboratories,  and  free-standing  radiological  units. 

Existing  standards  to  protect  residents  of  long-term 
care  facilities  should  be  enforced,  while  more 
appropriate  quality  assurance  mechanisms  for  long- 
term care  are  being  developed. 

There  should  be  no  mandated  provisions  for  any 
specific  technique  for  improving  provider 
performance  in  the  immediate  future,  including 
continuing  medical  education,  because  existing 
evidence  of  effectiveness  is  inadequate.  Alternative 
methods  should  be  explored.  In  particular,  the 
influence  of  the  organization  of  health  care  resources 
on  oualitv  needs  immediate  attention. 


VOLUME  42,  NO.  I 


37 


A greatly  intensified  research  program  is  needed  to 
increase  the  knowledge  base  on  which  to  develop  the 
necessary  innovations  and  improvements  to  further 
the  effectiveness  of  quality  assurance  programs. 
Federal  leadership  in  this  area  should  be  strengthened 
and  budgetary  resources  increased. 

Over  the  long-term,  the  steering  committee 
concluded  that  the  widespread  interest  in  quality 
assurance  activities  and  the  intellectual  stimulation 
and  professional  re-examination  that  occur  as 
programs  are  initiated  and  standards  for  care  are 
established  should  eventually  improve  the  general 
quality  of  medical  practice. 

Members  of  the  steering  committee,  in  addition  to  Dr.  Haggerty, 
were  Carl  Eisdorfer,  University  of  Washington,  School  of 


Medicine;  Jacob  J.  Feldman,  National  Center  for  Health  Statistics; 
John  R.  Gamble,  Pacific  Medical  Center,  San  Francisco;  Melvin 
A.  Glasser,  United  Auto  Workers,  Detroit;  Sidney  Katz,  Michigan 
State  University;  B.  Harvey  Minchew,  internist,  Ellicott  City, 
Maryland;  Alan  R.  Nelson,  internist,  Salt  Fake  City;  Howard  N. 
Newman,  Dartmouth-Hitchcock  Medical  Center,  Hanover,  New 
Hampshire;  Donald  C.  Riedel,  Yale  University;  Marc  J.  Roberts, 
Harvard  University;  Sam  Shapiro,  The  Johns  Hopkins  University; 
and  Barbara  Starfield,  The  Johns  Hopkins  School  of  Hygiene  and 
Public  Health.  Institute  of  Medicine  staff  members  include  L.inda 
K.  Demlo,  study  director,  Marilyn  Sue  Bogner.  Paul  M.  Campbell, 
Carol  Rubin  Laskin.  L.upi  Phillips  Robinson,  David  Schenker,  and 
Juliana  V.  Goldberg,  editor. 


Copies  of  the  report  Assessing  Quality  in  Health  Care:  An 
Evaluation  may  be  obtained  from  the  Institute  of  Medicine,  Room 
321,  2101  Constitution  Avenue,  N.W.,  Washington,  D.C.  20418. 


Guidelines  for  Agents  Used  in  the  Treatment  of  Poisonings 

ALEX  A.  CARDONI,  M.S.,  RICHARD  H.  GANNON,  B.S., 

MARY  JEAN  STEMPIEN,  B.S.,  AND  NATALIE  C.  PETRONI,  B.S. 


Introduction 

Emergency  treatment  of  the  poisoned  patient  is 
usually  symptomatic  and  empirical.  Much  of  the 
information  on  indications  for  using  drugs  and  other 
agents  to  treat  poisoned  persons  has  been  handed 
down  over  the  years  and  has  not  been  rigorously 
evaluated  for  efficacy  and  safety.  Thus,  salt  solution 
has  been  used  as  an  emetic  for  years  and  only  recently 
has  it  been  emphasized  that  this  practice  can  result  in 
fatal  hypernatremia.  The  “Universal  Antidote”  is 
another  example  of  an  irrational  combination  of 
chemicals  that  had  been  used  (and  probably  still  is  in 
some  hospitals!)  when  activated  charcoal  alone  will  be 
just  as  effective  and  probably  safer. 

One  of  the  objectives  of  the  Connecticut  Poison 
Information  Center  (CPIC)  is  to  disseminate  informa- 
tion to  health  professionals  on  incidence  and 
treatment  of  poisoned  patients.  We  have  been 
concerned  about  the  varied  recommendations  that  we 
have  seen  regarding  induction  of  emesis  (saline, 
mustard,  gagging),  the  questionable  use  of  oily 
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cathartics  (castor  oil,  mineral  oil),  and  the  antidote 
information  that  appears  on  labels  of  commercial 
products  (e.g.,  use  of  vinegar  to  wash  off  topical  alkali 
burn;  water  should  be  used). 

In  response  to  this  we  have  developed  a listing  of 
agents  that  we  feel  represent  the  most  effective  means 
of  dealing  with  a wide  range  of  poisoning  situations. 
In  generating  this  list,  we  have  eliminated  agents  that 
are  of  questionable  efficacy  and  safety  as  determined 
from  our  experience  and  from  published  sources  of 
information  in  the  CPIC. 

Recommended  Agents 

The  listing  was  originally  developed  as  a manual  to 
be  used  with  a “toxicology  cassette”  that  is  supplied  to 
the  Emergency  Room  of  John  Dempsey  Hospital.  It 
may  be  used  by  hospital  ER  staffs  in  deciding  what 
agents  to  have  available  to  treat  poisoned  patients. 

The  listing  is  divided  into  8 categories:  (I)  Demul- 
cents, (II)  Emetics,  (III)  Adsorbants,  (IV)  Ravage 
Fluids,  (V)  Cathartics,  (VI)  Diuretics,  (VII)  Chela- 
tion, and  (VIII)  Antidotes/ Supportive  Drugs.  For 
each  category,  indication(s),  and  recommended  dose 
and  schedule  are  given  together  with  cautions, 
contraindications,  and  other  comments. 

This  tabulation  is  not  a comprehensive  reference 
and  should  not  be  used  in  lieu  of  calling  the 
Connecticut  Poison  Information  Center.  We  are 
staffed  24  hours  a day,  7 days  a week.  The  telephone 
number  is  674-3456. 
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AGENTS  USED  IN  TREATMENT  OF  POISONING 


Category 

I.  Demulcents 

Evaporated  milk 


II.  Emetics 


Indication!  Use 


Cautions,  Comments,  Contraindications 


General,  acid,  alkali 
Heavy  metals 

Quaternary  Ammonium  Salts 


Milk  should  not  be  given  when  diaper 
blocks  (p-dichlorobenzene)  or 
Mothballs  (naphthalene)  have  been 
ingested 


Syrup  of  Ipecac 
Dosage: 

1 mo. -6  mo.  = 1 tsp.  (5  ml) 

DO  NOT  REPEAT 
6 mo. -I  yr.  = 2 tsp.  (10  ml) 

DO  NOT  REPEAT 
I yr. -Adult  = I Tablespoonful  (15  ml) 
MAY  BE  REPEATED  ONCE 
Apomorphine 
70  meg/ kg  IV  or  SC 

III.  Adsorbant 


Give  Syrup  of  Ipecac  and  follow  with 
6-12  oz.  of  water.  Keep  patient  active. 

If  no  vomiting  occurs  in  20  min.,  repeat 
the  dose.  Give  more  water.  If  no  vom- 
iting after  20-30  min.  then  lavage  is 
indicated,  no  more  than  30  ml  of 
ipecac  should  be  given. 

Conscious  but  uncooperative 


Ipecac  should  not  be  used  when  coma, 
convulsions  or  loss  of  gag  reflex  have 
occurred.  Ipecac  is  also  contraindicated 
when  corrosives  or  convulsants  (strychnine) 
are  ingested. 


Respiratory  or  CNS  depression  may  occur. 
Naloxone  may  be  used  to  reverse  the  CNS 
or  respiratory  depression. 


Activated  charcoal  30-50  gm  in  water  Organics,  Inorganics 
slurry;  swallowed  or  passed  through 
naso,  orogastric  tube 


Charcoal  does  not  adsorb  cyanide,  boric 
acid  corrosives,  iron,  thallium,  methyl  or 
ethyl  alcohol. 


THE  UNIVERSAL  ANTIDOTE  (CHARCOAL,  MAGNESIUM  HYDROXIDE,  TANNIC  ACID)  IS  INEFFECTIVE  AND  SHOULD 
NOT  BE  USED. 


IV.  Lavage  Fluids 

Sodium  Bicarbonate 
5%  solution 

Potassium  Permanganate 

1:10,000  or  1:5,000  solution 

Calcium  Gluconate 
10%  solution 

Normal  Saline 

Ammonium  Acetate 
5 mg/ 500  ml  H2O 
or 

Ammonium  Hydroxide 
0.2%  solution 

Starch  solution 
75-80  gm  / 1000  ml  H20 

V.  Cathartics 

Sodium  Sulfate 
250  mg/ kg  orally  in  solution 

Magnesium  Sulfate 
250  mg/  kg  orally  in  solution 

Castor  Oil 
30-60  ml  po 


Ferrous  Sulfate 
Methanol 

Alkaloids 
M ushrooms 

Oxalic  Acid.  Fluorides 

Silver  nitrate;  solution  of  choice  for 
flushing  eyes 

Lavage  for  formaldehyde 


Iodine  but  NOT  iodides 


Increases  rate  of  elimination  from 
GI  tract 


Same  as  above 

Concretions,  ingestion  of  phenols  but 
NOT  camphor 


Acids 

Severe  irritant,  should  not  be  used  in 
stronger  concentration  or  with  undis- 
solved particles  present  in  solution. 


DO  NOT  USE  AS  EMETIC 
Forms  non-toxic  methenamine 


Lavage  until  return  is  no  longer  blue. 


Salt  load  may  exacerbate  CHF  or  hyper- 
tension. Patient  with  renal  or  hepatic  dis- 
ease may  have  problems  excreting 
excess  sodium. 

In  renal  dysfunction  T serum  Mg  may 
cause  CNS  depression. 

Contraindicated  in  petroleum  distillate 
ingestions.  In  drug  overdoses  where 
ethchlorvynol,  glutethimide,  methyprylon 
or  methaqualone  have  been  ingested 
large  doses  of  castor  oil  (500  ml  bid)  may 
be  effective  in  reducing  coma  time. 


VI.  Diuretics 


Mannitol  Cerebral  edema,  forced  diuresis 

Adult —25  GM  rapidly  IV  with  max  of 
100  gms/day. 

Pediatric — 1 gm/kg  max  dose 
25  gm;  daily  max 
100  gms. 

Test  dose  200  mg/  kg  IV  infused  over 
3-5  min  for  patients  with  suspected 
renal  dysfunction. 


Use  with  caution  in  patients  that  are 
dehydrated  or  have  pulmonary  edema. 


CHF. 
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Category 

Diuretics  (continued) 

Furosemide 

Adults,  Pediatric — 1 mg/ kg 
IV  injected  over  1-2  min 

Urine  Acidification 

Ascorbic  acid 

500  mg  to  1 gr  po  or 

IV  q 4 h with  max  of  2-5  gms  daily. 

Urine  Alkalinization 
Sodium  Bicarbonate 
Give  3-5  mEq/kg  IV 
infused  over  3 hours. 

VII.  Chelation 

Calcium  disodium  EDTA 
75  mg/ kg/ 24  hours  in  3-6  divided 
doses  either  IM  or  IV  for  up  to  5 days. 
Entire  course  should  not  exceed 
500  mg/ kg. 


Indication/  Use 
Fluid  overload 


Amphetamines 
Phencyclidine 
Phosphorus 
Quinine,  Quinidine 
Strychnine 

Arsenic,  phenobarbital,  chlorates, 
isoniazid,  lithium,  meprobamate, 
metaldehyde  (slug  bait),  naphthalene, 
salicylates 

Lead,  iron,  zinc,  copper,  cadmium 


Cautions,  Comments,  Contraindications 
Monitor  serum  and  urine  electrolytes 

Goal  of  urine  pH  is  4. 5-5. 5 


Contraindicated  in  anuric  patients  due  to 
nephrotoxicity  of  complex. 


(After  therapy  for  5 days,  therapy  should  be  discontinued  for  2 days  and  then  resumed  if  necessary.) 


Deferoxamine  Iron 

Initially  I gm  IM  followed  by  500  mg  q 
4 hr  for  2 doses.  Injections  of  500  mg  may 
be  continued  at  4 to  12  hr.  intervals  de- 
pending on  response.  Total  drug  dose 
should  not  exceed  6 gm/24  hrs.  In  shock, 
the  drug  should  be  given  IV  at  a rate  not 
to  exceed  15  mg/kg/hr. 


Dimercaprol 

3-5  mg/ kg  q 4 h IM  x 2 days 
2.5  mg/kg  q 6 h IM  x 2 days 
2.5  mg/ kg  q 12  h IM  x 1 week 
Penicillamine 

1-4  gm  daily  in  divided  doses  on  an 
empty  stomach 


VIII.  Antidotes  and  Supportive  Drugs 

Atropine  sulfate 

Test  dose — Adult  2 mg  IV,  pediatric 
.05  mg/ kg.  May  be  repeated  in  3 min; 
end  point  is  cessation  of  secretions  NOT 
only  dilated  pupils 

Pralidoxime  (2-PAM) 

Adults — Initially  1-2  gms  in  100  cc  of 
Normal  Saline  give  IV  over  2 min.  If 
needed,  up  to  3 more  doses  may  be 
given  at  8 hr  intervals. 

Pediatric — Initially  2(M0  mg/  kg  in 
100  cc  of  Normal  Saline  given  IV  over 
15  min.  If  needed  up  to  3 more  doses 
may  be  given  at  8 hr  intervals. 

Phytonadione  (Vit  K.-1) 

For  patients  not  anticoagulated; 

Adult  10  mg  IM 
Pediatric  1-5  mg  IM 
For  patients  on  maintenance  anti- 
coagulants 2.5  mg- 10  mg  or  up  to 
25  mg  IM 

If  after  6-8  hours  the  prothrombin 
time  has  not  been  shortened  satis- 
factorily then  repeat  the  dose. 


Lead,  arsenic,  mercury,  bismuth, 
gold,  copper. 


Arsenic,  lead,  copper,  mercury,  zinc 


Organophosphate  and  carbamate  in- 
secticides plus  any  other  anticholin- 
esterases 


Organophosphate  insecticides  if  RBC 
cholinesterases  is  below  50%  of  normal 


Contraindicated  in  anuria.  Adminis- 
tration may  cause  hypotension,  diarrhea. 


May  cause  hypo-or  hypertension  pyrexia 
urticaria.  Watch  use  in  patients  with 
anuria. 

Only  effective  oral  chelator.  Used  when 
chelation  therapy  wanted  but  toxicity  of 
parenteral  drugs  precludes  their  use. 
Avoid  use  in  patients  with  penicillin 
sensitivity. 


Glaucoma,  asthma  patients  may  have 
exacerbation  of  disease  with  atropine 
usage. 


2-PAM  should  not  be  used  with  carbamate 
insecticides 


Rodenticides  (only  coumarin  derivatives)  Onset  of  action  1-2  hrs;  will  not  counter- 
act heparin  overdose. 
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AGENTS  USED  IN  TREATMENT  OF  POISONING 


Category  Indication / Use  Cautions,  Comments,  Contraindications 

Antidotes  and  Supportive  Drugs  (continued) 


Protamine  Sulfate  Heparin 

Give  dose  of  protamine  in  mg  equaling 
j/2  the  amount  of  heparin  given  30  min 
earlier. 

(120  units  = 1 mg  heparin). 

If  given  within  15  min.  then  I mg  of 
protamine  will  neutralize  25  units  of 
heparin  (lung)  or  110  units  of  heparin 
(intestinal). 

Amyl  Nitrite  Cyanide 

Inhaled  thirty  seconds  of  every  minute 
until  IV  sodium  nitrite  is  ready,  then  stop. 

Sodium  Nitrite  Cyanide,  H2S 

Adults  300  mg  IV.  Pediatric  dose  de- 
pends on  hemoglobin  value: 

Serum  Hemoglobin  (gm) 

8 

10 

12 

14 

If  symptoms  persist,  a second  dose  equal  to 


No  more  than  50  mg  of  protamine  should 
be  given  at  once.  In  large  doses  pro- 
tamine acts  as  anticoagulant. 


Avoid  excess  methemoglobin  formation. 


Methylene  Blue  should  not  be  given  for 
excess  methemoglobin. 

Initial  dose  3%  Sodium  Nitrite  Given  IV 

.22  ml/ kg 
.27  ml/kg 
.33  ml/kg 
.39  ml/kg 

Vi  of  the  first  may  be  given  30  minutes  later. 


Sodium  Thiosulfate  Cyanide 

Adults — 12.5  gms  IV 

Pediatric — Dose  depends  on  hemoglobin 

value. 


Serum  Hemoglobin  (gm) 

8 

10 

12 

14 


Initial  Dose  25%  Sodium  Thiosulfate  Given  IV 

1.10  ml/kg 
1.35  ml/kg 
1 .65  ml/  kg 
1 .95  ml/  kg 


Methylene  Blue 
.2  ml/kg  of  1%  solution 

Naloxone 

5 meg/ kg  IV  may  be  repeated  every 
20  min  to  I hr  if  needed 

Ethanol 

Maintain  blood  level  at  100  mg/ 100  ml 
for  2^f  days.  Call  Poison  Information 
Center  (674-3456)  for  specific  dosage 
regimen. 

Physostigmine 

Adult  2-4  mg  IV  given  at  1 mg/min. 
q I h. 

Pediatric  0.5-2  mg  IV  given  at  1 mg/min 
q 1 hr. 


Antivenins 

See  March  and  April  1977  P.I.C. 
Bulletins  (Available  from  C. P.I.C.) 

Diazepam 

Max.  of  10  mg  IV  in  adult, 

0. 1-0.3  mg/  kg  IV  in  pediatric  patients. 
Rate  of  administration  should  not  ex- 
ceed 1 mg/min 

Calcium  Gluconate 
Give  10  ml  of  10%  calcium  gluconate 
solution  IV  in  adults  and  children.  Stop 
if  heart  rate  decreases. 


Methemoglobinemia  (Nitrites, 
anilines,  chlorates,  phenacetin) 

Narcotics,  dextromethorphan, 
pentazocine,  propoxyphene 

Methanol,  ethylene  glycol 


Tricyclic  antidepressants 
Atropine  alkaloids 
Antihistamines 


Black  Widow,  Rattlesnake, 
Copperhead  bites 

Convulsions  due  to  any  substance 


Oxalates,  Fluorides,  Magnesium 


The  use  of  methylene  blue  is  contra- 
indicated in  methemoglobinemia  associated 
with  use  of  nitrites  in  cyanide  poisoning. 

May  precipitate  withdrawal  in  addicts. 


DO  NOT  USE  AS  A CONTINUOUS 
DRIP.  Use  only  in  life  threatening  sit- 
uations if  asthma,  gangrene  or  C-V 
disease  present.  A rapid  IV  infusion  or 
doses  exceeding  4 mg  may  precipitate 
convulsions.  DO  NOT  USE  physostigmine 
just  to  keep  patient  awake. 


DO  NOT  MIX  WITH  OTHER  IV 
SOLUTIONS. 


For  oxalates  and  fluorides,  a calcium 
solution  should  also  be  given  orally. 
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AGENTS  USED  IN  TREATMENT  OF  POISONING 


Category  Indication/  Use 

Antidotes  and  Supportive  Drugs  (continued) 


Levarterenol  (Norepinephrine) 

Add  4 mg  to  1000  cc  of  D5W;  this 
gives  4 meg/ ml,  start  IV  infusion  at 
0. 1-0.2  meg/kg/min.  Titrate  to  desired 
blood  pressure. 


Diphenhydramine 

1-2  mg/ kg  IV  with  a max  of  50  mg. 

Max  rate  of  1 ml/  min. 

Propranolol 

O. 5  mg  IV  q 2 min  until  response  or 
max  of  5 mg  (Adults). 

Pediatric  0.1  mg  IV 

Kayexalate 

Adult  Dose  15  gm  po  or  rectal  1-4 
times  a day. 

Pediatric — 1 gm/ excess  mEq  K . 
Diazoxide 

With  patient  recumbent  give  300  mg 
in  30  sec  by  IV  push. 

Pediatric — 5 mg/  kg  IV 

Sodium  Nitroprusside 
Dilute  in  500  ml  to  1000  ml  of  5%  dex- 
trose in  water. 

Adult — 3 meg/kg/min,  max  500  meg/ min. 
Patients  on  antihypertensive  medication 
require  less. 

Epinephrine 

Adults — administer  0.3  ml  SC  of  1:1000 
dilution.  May  be  repeated  in  5-15  min. 
Pediatric — administer  0.01  ml/ kg  SC  of 
1:1000  dilution.  May  be  repeated  in 
5-15  min. 

Dexamethasone 
.1  mg/ kg  IV,  1M 

N-Acetylcysteine  (Mucomyst  R) 

P. I.C.  Bulletin — February,  1977 

Phenytoin 

Adults — 100  mg  IV  q 5 min  up 
to  1000  mg. 

Pediatric — 1 mg/  kg  IV  may  be  repeated. 

Potassium  chloride  (K.C1) 

Adults — 40  meq  IV  in  500  ml  or  5% 
dextrose  with  a max  of  120  mEq. 

Pediatric — 5-10  mEq  IV  in  100  ml  of  5% 
dextrose  with  a max  of  30  mEq. 

Calcium  Gluconate 
5%  (w/v);  prepared  by  aseptically  di- 
luting sterile  10%  calcium  gluconate 
injection  1:1  with  sterile  normal  saline. 
Thioctic  Acid 

Available  on  request  from  Dr.  Fredric 
Bartter,  NIH,  Bethesda,  Maryland 
(301)  656-4000 


Hypotension 

Oculogyric  Crisis 
Tachycardia 

(Cocaine,  Tricyclic  Antidepressants) 
Hyperkalemia  (Serum  K>5.5  mEq/L) 

Hypertension 

Hypertension 

Anaphylaxis 

Cerebral  edema 
Acetaminophen 

Arrhythmias  secondary  to  digitalis, 
Phenothiazines,  Tricyclic  Anti- 
depressants 

Digitalis 

Hydrofluoric  Acid 
Amanita  Mushrooms 


Cautions,  Comments,  Contraindications 


Causes  a decrease  in  renal  blood  flow. 
Administer  with  caution  in  patients 
with  renal  impairment.  With  tricyclic 
antidepressant  and  phenothiazine  over- 
doses, methoxamine  may  be  used.  Dose 
Adults  10-20  mg  IV  or  5-10  mg  IV. 


May  precipitate  asthmatic  attack  in 
predisposed  patients. 


High  sodium  content  (100  mg/gm) 


May  cause  sodium  retention  and 
hyperglycemia 


It  is  IMPERATIVE  that  blood  pressure 
be  monitored  very  closely.  Prepare 
fresh,  protect  from  light.  Use  with 
caution  in  patients  with  hypothyroidism 
or  renal  impairment. 


No  tapering  of  dose  needed  if  dis- 
continued within  10  days. 


DO  NOT  INFUSE  AT  A RATE  TO 
EXCEED  50  mg/ min. 


K + should  be  administered  only  when 
hypokalemia  present  (<  2.5  mEq/L) 


Inject  into  affected  areas. 


Protect  solution  from  light,  may  cause 
hypoglycemia. 
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in 

antihypertensive  therapy 


without 

compromising 

existing 

cardiac 

output 


to  lower 
blood  pressure 

effectively... 


TABLETS:  250  mg,  500  mg,  and  125  mg 

ALDOMET(methyldor\  i msd) 


helps  lower  blood  pressure  effectively... 
usually  with  no  direct  effect  on 
cardiac  function-  cardiac  output 
is  usually  maintained 

ALDOMET  is  contraindicated  in  active  hepatic  disease,  hypersensitivity  to  the  drug,  and  if 
previous  methyldopa  therapy  has  been  associated  with  liver  disorders. 

It  is  important  to  recognize  that  a positive  Coombs  test,  hemolytic  anemia,  and  liver  disorders 
may  occur  with  methyldopa  therapy.  The  rare  occurrences  of  hemolytic  anemia  or  liver  disorders 
could  lead  to  potentially  fatal  complications  unless  properly  recognized  and  managed.  For  more 
details  see  the  brief  summary  of  prescribing  information. 

For  a brief  summary  of  prescribing  information,  please  see  following  page. 


MSD 


JS9K 

)OHME 


Contraindications:  Active  hepatic  disease,  such 
as  acute  hepatitis  and  active  cirrhosis;  if  previous 
methyldopa  therapy  has  been  associated  with  liver 
disorders  (see  Warnings);  hypersensitivity. 
Warnings:  It  is  important  to  recognize  that  a 
positive  Coombs  test,  hemolytic  anemia,  and 
liver  disorders  may  occur  with  methyldopa 
therapy.  The  rare  occurrences  of  hemolytic 
anemia  or  liver  disorders  could  lead  to  poten- 
tially fatal  complications  unless  properly  recog- 
nized and  managed.  Read  this  section  carefully 
to  understand  these  reactions. 

With  prolonged  methyldopa  therapy,  10%  to  20%  of  pa- 
tients develop  a positive  direct  Coombs  test,  usually 
between  6 and  12  months  of  therapy.  Lowest  incidence 
is  at  daily  dosage  of  1 g or  less.  This  on  rare  occasions 
may  be  associated  with  hemolytic  anemia,  which 
could  lead  to  potentially  fatal  complications.  One  can- 
not predict  which  patients  with  a positive  direct 
Coombs  test  may  develop  hemolytic  anemia.  Prior  ex- 
istence or  development  of  a positive  direct  Coombs 
test  is  not  in  itself  a contraindication  to  use  of 
methyldopa.  If  a positive  Coombs  test  develops  during 
methyldopa  therapy,  determine  whether  hemolytic 
anemia  exists  and  whether  the  positive  Coombs  test 
may  be  a problem.  For  example,  in  addition  to  a posi- 
tive direct  Coombs  test  there  is  less  often  a positive  in- 
direct Coombs  test  which  may  interfere  with  cross 
matching  of  blood. 

At  the  start  of  methyldopa  therapy,  it  is  desirable  to  do 
a blood  count  (hematocrit,  hemoglobin,  or  red  cell 
count)  for  a baseline  or  to  establish  whether  there  is 
anemia.  Periodic  blood  counts  should  be  done  during 
therapy  to  detect  hemolytic  anemia.  It  may  be  useful 
to  do  a direct  Coombs  test  before  therapy  and  at  6 and 
12  months  after  the  start  of  therapy.  If  Coombs-posi- 
tive hemolytic  anemia  occurs,  the  cause  may  be 
methyldopa  and  the  drug  should  be  discontinued. 
Usually  the  anemia  remits  promptly.  If  not,  cor- 
ticosteroids may  be  given  and  other  causes  of  anemia 
should  be  considered.  If  the  hemolytic  anemia  is  re- 
lated to  methyldopa,  the  drug  should  not  be 
reinstituted.  When  methyldopa  causes  Coombs 
positivity  alone  or  with  hemolytic  anemia,  the  red  cell 
is  usually  coated  with  gamma  globulin  of  the  IgG 
(gamma  G)  class  only.  The  positive  Coombs  test  may 
not  revert  to  normal  until  weeks  to  months  after 
methyldopa  is  stopped. 

Should  the  need  for  transfusion  arise  in  a patient 
receiving  methyldopa,  both  a direct  and  an  indirect 
Coombs  test  should  be  performed  on  his  blood.  In  the 
absence  of  hemolytic  anemia,  usually  only  the  direct 
Coombs  test  will  be  positive.  A positive  direct  Coombs 
test  alone  will  not  interfere  with  typing  or  cross 
matching.  If  the  indirect  Coombs  test  is  also  positive, 
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problems  may  arise  in  the  major  cross  match  and  the 
assistance  of  a hematologist  or  transfusion  expert  will 
be  needed. 

Fever  has  occurred  within  first  3 weeks  of  therapy,  oc- 
casionally with  eosinophilia  or  abnormalities  in  liver 
function  tests,  such  as  serum  alkaline  phosphatase, 
serum  transaminases  (SGOT,  SGPT),  bilirubin,  ceph- 
alin  cholesterol  flocculation,  prothrombin  time,  and 
bromsulphalein  retention.  Jaundice,  with  or  without 
fever,  may  occur,  with  onset  usually  in  the  first  2 to  3 
months  of  therapy.  In  some  patients  the  findings  are 
consistent  with  those  of  cholestasis.  Rarely  fatal 
hepatic  necrosis  has  been  reported.  These  hepatic 
changes  may  represent  hypersensitivity  reactions; 
periodic  determination  of  hepatic  function  should  be 
done  particularly  during  the  first  6 to  12  weeks  of 
therapy  or  whenever  an  unexplained  fever  occurs.  If 
fever  and  abnormalities  in  liver  function  tests  or  jaun- 
dice appear,  stop  therapy  with  methyldopa.  If  caused 
by  methyldopa,  the  temperature  and  abnormalities  in 
liver  function  characteristically  have  reverted  to  nor- 
mal when  the  drug  was  discontinued.  Methyldopa 
should  not  be  reinstituted  in  such  patients. 

Rarely,  a reversible  reduction  of  the  white  blood  cell 
count  with  primary  effect  on  granulocytes  has  been 
seen.  Reversible  thrombocytopenia  has  occurred 
rarely.  When  used  with  other  antihypertensive  drugs, 
potentiation  of  antihypertensive  effect  may  occur.  Pa- 
tients should  be  followed  carefully  to  detect  side  reac- 
tions or  unusual  manifestations  of  drug  idiosyncrasy. 
Pregnancy  and  Nursing:  Use  of  any  drug  in  women  who 
are  or  may  become  pregnant  or  intend  to  nurse  re- 
quires that  anticipated  benefits  be  weighed  against 
possible  risks;  possibility  of  fetal  injury  or  injury  to  a 
nursing  infant  cannot  be  excluded.  Methyldopa 
crosses  the  placental  barrier,  appears  in  cord  blood, 
and  appears  in  breast  milk. 

Precautions:  Should  be  used  with  caution  in  pa- 
tients with  history  of  previous  liver  disease  or  dys- 
function (see  Warnings).  May  interfere  with  measure- 
ment of:  urinary  uric  acid  by  the  phosphotungstate 
method,  serum  creatinine  by  the  alkaline  picrate 
method,  and  SGOT  by  colorimetric  methods.  Since 
methyldopa  causes  fluorescence  in  urine  samples  at 
the  same  wavelengths  as  catecholamines,  falsely  high 
levels  of  urinary  catecholamines  may  be  reported. 
This  will  interfere  with  the  diagnosis  of  pheochromo- 
cytoma.  It  is  important  to  recognize  this  phenomenon 
before  a patient  with  a possible  pheochromocytoma  is 
subjected  to  surgery.  Methyldopa  is  not  recommended 
for  patients  with  pheochromocytoma.  Urine  exposed  to 
air  after  voiding  may  darken  because  of  breakdown  of 
methyldopa  or  its  metabolites. 

Stop  drug  if  involuntary  choreoathetotic  movements 
occur  in  patients  with  severe  bilateral  cerebrovascular 


disease.  Patients  may  require  reduced  doses  of 
anesthetics;  hypotension  occurring  during  anesthesia 
usually  can  be  controlled  with  vasopressors.  Hyper- 
tension has  recurred  after  dialysis  in  patients  on 
methyldopa  because  the  drug  is  removed  by  this 
procedure. 

Adverse  Reactions:  Central  nervous  system:  Seda-  j 
tion,  headache,  asthenia  or  weakness,  usually  early 
and  transient;  dizziness,  lightheadedness,  symptoms 
of  cerebrovascular  insufficiency,  paresthesias,  parkin- 
sonism, Bell’s  palsy,  decreased  mental  acuity,  involun- 
tary choreoathetotic  movements;  psychic  distur- 
bances, including  nightmares  and  reversible  mild  j 
psychoses  or  depression. 

Cardiovascular:  Bradycardia,  aggravation  of  angina 
pectoris.  Orthostatic  hypotension  (decrease  daily  | 
dosage).  Edema  (and  weight  gain)  usually  relieved  by 
use  of  a diuretic.  (Discontinue  methyldopa  if  edema  < 
progresses  or  signs  of  heart  failure  appear.) 
Gastrointestinal:  Nausea,  vomiting,  distention,  con- 
stipation, flatus,  diarrhea,  mild  dryness  of  mouth,  sore 
or  "black”  tongue,  pancreatitis,  sialadenitis. 

Hepatic:  Abnormal  liver  function  tests,  jaundice,  liver 
disorders. 

Hematologic:  Positive  Coombs  test,  hemolytic  anemia. 
Leukopenia,  granulocytopenia,  thrombocytopenia. 
Positive  tests  for  antinuclear  antibody,  LE  cells,  and 
rheumatoid  factor. 

Allergic:  Drug-related  fever,  lupus-like  syndrome, 
myocarditis. 

Other:  Nasal  stuffiness,  rise  in  BUN,  breast  enlarge- 
ment, gynecomastia,  lactation,  impotence,  decreased 
libido,  dermatologic  reactions  including  eczema  and 
lichenoid  eruptions,  mild  arthralgia,  myalgia. 

Note:  Initial  adult  dosage  should  be  limited  to  500  mg 
daily  when  given  with  antihypertensives  other  than 
thiazides.  Tolerance  may  occur,  usually  between  sec- 
ond and  third  months  of  therapy;  increased  dosage  or 
adding  a diuretic  frequently  restores  effective  control. 
Patients  with  impaired  renal  function  may  respond  to 
smaller  doses.  Syncope  in  older  patients  may  be  re- 
lated to  increased  sensitivity  and  advanced  ar- 
teriosclerotic vascular  disease;  this  may  be  avoided 
by  lower  doses. 

How  Supplied:  Tablets,  containing  125  mg 
methyldopa  each,  in  bottles  of  100;  Tablets,  containing 
250  mg  methyldopa  each,  in  single-unit  packages  of 
100  and  bottles  of  100  and  1000;  Tablets,  containing 
500  mg  methyldopa  each,  in  single-unit  packages  of  | 
100  and  bottles  of  100  and  500. 

For  more  detailed  information,  consult  your  MSD 

Sresentative  or  see  full  prescribing  information. 

rck  Sharp  & Dohme,  Division  of  Merck  & Co..  Inc., 
West  Point,  Pa.  19486  j6AM07Ri(709) 
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Audiovisual  Services:  University  of  Connecticut  Health 

Center  Library 

Malcolm  H.  Brantz,  MSLS 


The  U niversity  of  Connecticut  Health  Center,  Farm- 
ington, houses  a comprehensive  medical  resource 
library  with  100,000  volumes  and  3,000  journal  sub- 
scriptions. As  a state  supported  institution,  all  health 
science  professionals  either  residing  or  working  in 
Connecticut  have  borrowing  privileges  at  the  Health 
Center’s  Lyman  Maynard  Stowe  Library.  Most  pa- 
tron services,  including  audiovisuals,  are  explained  in 
a recently  published  “Library  Guide’’.  This  guide  can 
be  obtained  free  of  charge  by  either  calling  (203)  674- 
2739  or  writing  directly  to  the  Library. 

The  Library’s  Learning  Resources  Center  is  respon- 
sible for  acquiring,  maintaining  and  circulating  over 
2,500  audiovisual  programs.  Many  of  these  audiovis- 
uals were  acquired  through  the  recommendations  of 
the  Health  Center  faculty  and  staff  to  support  both 
undergraduate  and  graduate  educational  programs. 
While  not  comprehensive  in  scope,  the  Library’s  audi- 
ovisual collection  does  encompass  a rich  variety  of 
subject  areas  in  the  health  sciences.  Two  years  ago  the 
Learning  Resources  Center  formalized  its  policies  for 
loaning  audiovisual  programs  from  its  collection  to 
individuals  in  other  institutions.  In  fact,  nearly  half  of 
last  year’s  interlibrary  loans  were  made  to  Connecti- 
cut physicians.  Through  this  article  we  wish  to  publi- 
cize to  all  Connecticut  physicians  the  Library’s 
philosophy,  user  system,  and  policies  for  its  audiovis- 
ual service. 

“The  rationale  behind  the  multimedia  system  is 
straightforward.  Although  we  have  long  recog- 
nized that  we  learn  through  multi-sensory  expe- 
rience, we  have  neglected  to  organize  those  multi- 
sensory  experiences  to  enable  each  learner  to  find 
his  own  way  to  knowing  and  understanding  what 
we  want  him  to  learn.”1 

The  Library’s  Learning  Resources  Center’s  func- 
tion is  to  organize  audiovisual  information  for  quick 
and  efficient  access  by  educators  and  students  alike. 

Recently,  the  concept  of  life-long  learning  for  pro- 
fessionals has  grown  substantially  not  only  in  popu- 
larity but  also  in  acceptance  throughout  the  country. 
However,  to  expect  the  return  of  every  physician  to 
the  classroom  for  formalized  continuing  education  is 
simply  unrealistic.  Therefore,  the  general  thrust  of 
continuing  education  programs  has  been  to  transfer 
the  medical  classroom  learning  experience  closer  to 
the  physicians’  practice.  Audiovisuals  are  one  group 

MALCOLM  H.  BRANTZ,  MSLS,  Director,  [.earning  Resour- 
ces Center,  University  of  Connecticut  Health  Center. 


of  educational  tools  being  utilized  to  supply  the  physi- 
cian with  an  opportunity  for  continuing  education. 
Presently,  physicians  can  earn  up  to  twenty-two  hours 
of  “category  five”  credits  towards  the  American  Medi- 
cal Association’s  “Physicians  Recognition  Award” 
through  the  utilization  of  audiovisuals  at  his  disposal 
in  the  Health  Center  library.2 

With  any  new  technology,  there  exists  a certain 
amount  of  confusion  and  difference  of  opinions  as  to 
the  best  way  for  implementing  its  use.  For  example, 
many  terms  employed  by  audiovisual  specialists  have 
different  meanings  from  one  institution  to  another. 
The  Health  Center’s  Learning  Resources  Center  is  the 
department  in  the  Library  responsible  for  a central- 
ized audiovisual  program  collection.  Production  of 
audiovisual  programs  and  equipment  maintenace  at 
the  H ealth  Center  are  the  responsibility  of  the  Bio- 
medical Communications  Department  (BMC).  In  this 
case,  BMC  is  not  administratively  connected  to  the 
Library.  However,  in  many  institutions  both  BMC 
and  L.RC  services  and  functions  are  combined  in  a 
single  department.  “Hardware”  and  “software”  are 
two  audiovisual  terms  used  by  audiovisual  specialists 
with  a high  degree  of  uniformity  in  all  institutions. 
“Hardware”  means  the  equipment  which  plays  the 
audiovisual.  A 16mm  projector  is  an  example  of 
“hardware”.  “Software”  denotes  the  audiovisual 
material,  such  as  the  16mm  film,  used  in  the  equip- 
ment. 

The  Learning  Resource  Center,  in  an  effort  to  min- 
imize confusion,  defined  what  constituted  an  audio- 
visual program.  This  definition  was  adopted  from  the 
then  pending  1973  copyright  bill.  It  reads: 

“Audiovisual  works  are  works  that  consist  of  a 
series  of  related  images  which  are  intrinsically 
intended  to  be  shown  by  the  use  of  machines  or 
devices  such  as  projectors,  viewers,  or  electronic 
equipment,  together  with  accompanying  sounds, 
if  any,  regardless  of  the  nature  of  the  material 
objects,  such  as  films  or  tapes,  in  which  the  works 
are  embodied”. 

The  above  definition  signifies  that  models,  manne- 
quins, and  computer  programs  are  not  currently  inte- 
grated into  the  LRC’s  audiovisual  collection.  Even 
with  this  definition  limiting  audiovisuals,  the  LRC 
faced  the  dilemma  as  to  which  of  the  more  than  three 
dozen  types  of  equipment  its  service  would  utilize. 
Fortunately,  this  dilemma  was  nullified  when  the 
Health  Center  adopted  a policy  to  use  only  three  types 


VOLUME  42,  NO.  1 


45 


of  audiovisual  hardware.  The  reasoning  behind  this 
decision  was  that  audiovisual  materials  have  just  three 
basic  functions.  They  can  produce  still  pictures, 
sound,  and  moving  pictures. 

Health  Center  policy  states  that  35mm  slide  projec- 
tors will  be  employed  to  project  still  pictures.  Sound  is 
generated  through  the  audiocassette  format.  The  re- 
cently developed  3/4"  U-Matic  videocassette  format  is 
used  in  the  Health  Center  to  project  moving  pictures. 
Other  audiovisual  characteristics  such  as  color  versus 
black  and  white,  stereo  versus  monophonic  sound  can 
be  produced  within  these  formats  depending  upon 
subject  matter  to  be  learned.  These  three  types  of 
equipment,  called  “primary  formats”,  were  not  chosen 
at  random,  but  through  an  extensive  review  process 
based  on  others’  past  experiences  and  desired  objec- 
tives of  the  audiovisual  service. 

Through  the  review  process  the  following  three 
components  were  viewed  as  basic  to  the  success  of  any 
audiovisual  service:  (1)  audiovisual  equipment,  (2) 
programs  to  be  used  with  the  audiovisual  equipment, 
and  (3)  the  intended  user(s).  Past  experiences  have 
demonstrated  that  nationally  standardized  equipment 
should  be  selected.  “Nationally  standardized”  means 
that  any  brand  of  software  (for  example,  35mm  slide) 
can  be  used  with  any  brand  of  hardware  (slide  projec- 
tor). By  using  standardized  equipment,  the  Health 
Center  would  have  the  option  to  select  the  brand  of 
equipment  which  best  met  its  needs.  Comparative 
pricing  for  both  equipment  and  blank  audiovisual 
stock  is  also  possible  through  standardization. 

By  selecting  three  nationally  standardized  formats, 
we  are  able  to  choose  among  repair  shops  for  maxi- 
mum service.  Generally,  these  repair  shops  have  en- 
countered fewer  problems  in  obtaining  replacement 
parts  which  ultimately  shortens  time  needed  for  re- 
pairs. In  addition,  throughout  the  Health  Center,  de- 
partments are  able  to  share  their  back-up  equipment 
when  breakdowns  do  occur.  Cost  would  be  too  high 
for  back-up  equipment  if  the  Health  Center  had  not 
limited  the  types  of  audiovisual  equipment. 

Audiovisual  program  materials  were  evaluated  for 
their  durability,  maintenance,  and  cost.  For  example, 
3/4"  U-Matic  videocassettes,  which  are  used  in  place 
of  16mm  films,  have  proven  to  be  four  or  five  times 
more  durable.  While  16mm  films  should  be  inspected 
and  serviced  after  each  use,  neither  is  needed  for  vid- 
eocassettes. Cost  of  videocassette  stock  is  substan- 
tially less  than  16mm  film.  If  the  audiovisual  program 
becomes  dated,  videocassettes  like  audiocassettes  can 
be  erased.  Then,  newer  programs  can  be  recorded 
onto  the  blank  stock. 

Intended  users  of  the  Health  Center’s  LRC  audio- 
visual service  were  expected  to  range  from  physicians 
to  patients.  Therefore,  we  deemed  it  essential  that 


equipment  and  audiovisual  materials  be  easy  to  use 
and  reliable.  Both  audiocassettes  and  videocassettes 
consist  of  magnetic  tape,  permanently  encased  in  plas- 
tic containers.  The  user  simply  inserts  the  container 
into  the  equipment  for  playing.  Most  35mm  slides  are 
permanently  placed  into  carousel  trays  for  easier  han- 
dling and  use.  Overall  equipment  reliability  has  been 
acceptable. 

What  about  audiovisual  programs  produced  and 
sold  in  non-Health  Center  formats?  These  programs 
are  simply  transferred  by  Biomedical  Communica- 
tions to  the  appropriate  “primary  format”.  The  most 
common  transferrals  are  from  16mm  film  to  video- 
cassette. Is  this  expensive?  No:  less  than  five  percent 
of  last  year’s  budget  was  used  to  standardize  audiovis- 
ual software.  We  find  that  each  year  more  distribu- 
tors are  offering  their  audiovisual  programs  in  one  of 
the  “primary  formats”.  Are  we  in  accordance  with 
today’s  copyright  laws?  Yes:  we  notify  the  audiovisual 
distributor  of  our  policy  before  purchase.  The  distrib- 
utor is  also  informed  of  our  procedure  of  placing  the 
original  material  into  a locked  cabinet  after  transfer- 
ral. 

Benefits  derived  from  limiting  the  types  of  equip- 
ment in  the  Health  Center’s  audiovisual  service  have 
far  outweighed  any  drawbacks.  Faculty,  staff,  and 
students  have  grown  comfortable  in  using  the  audio- 
visual equipment  and  programs  in  the  LRC.  Over  the 
past  two  years,  we  have  witnessed  a continual  increase 
in  users  from  outside  the  Health  Center.  A physician 
may  charge  out  up  to  six  audiovisuals  for  a week. 
Physicians  may  also  borrow  LRC  programs  through 
their  hospital  library.  Most  hospital  libraries  in  the 
state  have  lists  of  audiovisual  programs  owned  by  the 
LRC.  Again,  we  limit  the  borrower  to  six  titles,  but  in 
this  case,  we  interlibrary  loan  for  three  weeks.  A ben- 
efit of  limiting  audiovisuals  to  three  formats  is  that 
any  hospital  can  purchase  the  equipment  and  imple- 
ment initial  services  with  the  extensive  collection  in 
the  LRC.  Sharing  of  expensive  resources  for  use  by 
physicians  is  the  business  of  the  Library.  The  Lyman 
Maynard  Stowe  Library  considers  costly  audiovisuals 
a resource  which  should  be  shared. 

With  the  prospect  of  providing  many  different  pro- 
fessional groups  with  continuing  education  opportun- 
ities, hospitals  will  be  looking  for  cost  effective 
supplements  to  their  ongoing  educational  programs. 
Audiovisuals  will  be  one  avenue  for  meeting  this  need. 
Because  of  their  expense  it  simply  is  not  feasible  for 
most  hospitals  to  purchase  and  maintain  large  audi- 
ovisual collections.  Therefore,  through  the  standardi- 
zation of  equipment  and  sharing  of  resources,  we  feel 
that  quality  audiovisual  services  can  be  developed 
throughout  Connecticut  at  a reasonable  cost. 

Much  of  this  article  has  been  devoted  to  explain- 
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ing  the  three  formats  used  by  the  Library  to  transmit 
audiovisual  information.  The  fourth  format  which 
will  always  be  central  in  transmitting  medical  infor- 
mation is  print.  Among  other  things,  print  is  national- 
ly standardized,  economical,  durable,  highly  mobile, 
and  contains  a high  concentration  of  information.  A 
person  can  read  many  more  words  per  minute  than 
can  be  heard  on  an  audiocassette.  Yet,  audiocassettes 
can  be  used  by  a physician  while  driving  for  example. 
Our  philosophy  in  the  Health  Center  Library  is  that 
both  print  and  audiovisuals  have  useful  and  comple- 


mentary roles  throughout  the  medical  education  pro- 
cess. Therefore,  we  invite  Connecticut  physicians  to 
use  all  resources,  both  audiovisual  and  print,  availa- 
ble through  the  University  of  Connecticut  Health 
Center  Library. 

REFERENCES 

1.  Brown,  James  W.,  and  others.  AV  Instruction:  Media  and 
Methods,  McGraw-Hill  Inc.,  New  York,  1969,  p.  506. 

2.  American  Medical  Association,  The  Physician's  Recognition 
Award:  Information  Booklet,  Chicago,  1976,  p.  12. 


A COMPREHENSIVE  PSYCHIATRIC  TREATMENT  CENTER  FOR  ADULTS  AND  ADOLESCENTS 

Elmcrest  is  a fully-accredited  105-bed  private  psychiatric  hospital  for  the  treatment  of  psycho- 
logical and  emotional  disorders  in  adults  and  adolescents  in  a therapeutic  community. 

THE  -mEATMENT  PROGRAM  INCLUDES: 

□ DIAGNOSTIC  SERVICES  AND  PSYCHOPHARMACOTHERAPY  □ ADOLESCENT  AND  SCHOOL  PROGRAM 

□ CRISIS  INTERVENTION  AND  EMERGENCY  SERVICES  □ DRUG,  ALCOHOL  AND  VOCATIONAL  REHABILITATION 

□ INDIVIDUAL,  GROUP  AND  FAMILY  PSYCHOTHERAPY  □ CREATIVE  THERAPY  SERVICES  (Art,  Recreation,  Occupa- 

tional, Dance/Movement  and  Horticulture  Therapies) 

We  accept  Blue  Cross,  Champus  and  other  major  medical  insurance  coverage. 


FOR  FURTHER 
INFORMATION  CONTACT: 

Allen  Cohen,  M.P.H.,  M.S.W. 
Administrator 


LOUIS  B.  FIERMAN,  M.D.,  F.A.P.A.  ELMCREST  PSYCHIATRIC  INSTITUTE 

Medical  Director  25  Marlborough  Street 


M.  JOAN  GREEN,  M.D. 
Assistant  Medical  Director 


PORTLAND,  CONNECTICUT  06480 
(203)  342-0480 
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A FR] 
VIDEOTAPE  SERVICE 

TO  HELP  YOU 


AVOID  MALPRACTICE 


As  a free  service,  ./Etna  Life  & Casualty  offers  a series  of  videotapes  demonstrating 
potential  sources  and  causes  of  medical  malpractice.  Each  tape  shows  how  it  can  be  prevented 
with  proper  professional  techniques.  It  will  help  you  guard  against  vulnerable  areas  you  and 
your  staff  encounter  daily  We  think  you'll  agree  it's  time  well  spent. 

Check  the  list  below  and  order  the  ones  you  want.  There's  no  charge,  and  you  may  even 
earn  credit  hours  for  viewing  them!  (Available  in  color  where  indicated). 

"THE  RIGHT  WAY"  For  nurses  and  hospitals.  Shows  medication  errors  and  reviews  the 
proper  technique  for  administering  medication.  (Color) 

"DO  NO  HARM"  For  physicians  and  hospitals.  Involves  the  four  most  vulnerable  areas  in  the 
hospital  for  malpractice  claims.  (Color) 

"NURSES,  RELATED  PROFESSIONS,  MALPRACTICE"  Primarily  pertains  to  nurses'  respon- 
sibilities and  the  problems  nurses  encounter  in  their  practice. 

"CAUSES  AND  PREVENTION  OF  MEDICAL  MALPRACTICE"  Comprehensive  analyses  of 
studies  made  in  various  specialty  fields.  Goes  into  many  causes  of  malpractice  and  some 
suggestions  on  how  malpractice  may.  be  avoided. 

"ELECTRICAL  HAZARDS  IN  HOSPITALS"  Gives  physicians,  nurses  and  technical  person- 
nel basic  knowledge  of  electrical  equipment  in  the  hospital  and  the  injuries  that  electricity 
can  cause. 

"COULD  THIS  BE  YOU?"  Shows  a physician  violating  many  principles  in  the  handling  of  a 
patient... and  flashbacks  to  proper  technique.  (Color) 

If  any  of  these  tapes  are  of  interest  to  you  or  your  associations,  please  contact: 


Frank  Ginty 
^Etna  Life  & Casualty 
4675  Main  Street 
Bridgeport,  CT  06606 


LIFE  & CASUALTY 


HISTORY  OF  MEDICINE 


Albrecht  von  Haller 
A Bicentennial  Memoir 

GUSTAF  E.  LINDSKOG,  M.D. 


Albrecht  Haller  was  born  on  October  16,  1708  in 
Bern,  Switzerland.  It  was  a time  when  much  of 
Europe  was  embroiled  in  the  War  of  the  Spanish 
Succession,  which  raged  intermittently  between  1701 
and  1714.  In  1708,  on  the  western  and  relatively 
peaceful  shore  of  the  Atlantic  Ocean,  Yale  College, 
then  called  the  Collegiate  School,  was  seven  years  old. 
Living  on  Milk  Street  in  Boston  was  a toddler  of  two 
years  named  Benjamin  Franklin. 

Albrecht  was  the  fourth  son  of  Niclaus  Emmanuel 
Haller,  a Bernese  lawyer  and  city  councillor,  who  was 
so  highly  regarded  in  his  profession  that  he  had  been 
offered  a professorship  at  Utrecht,  which  he  declined. 
Not  less  than  fifteen  of  Albrecht’s  paternal  ancestors 
had  held  governmental  positions  in  their  time;  his 
mother  was  the  daughter  of  Anton  Engel,  a cantonal 
senator,  and  granddaughter  of  still  another  official.54 

Bern  is  an  ancient  city,  founded  about  1 190  A.D.  as 
a strongly  fortified  castle  called  Nydeck  on  a 
sandstone  bluff  overlooking  a ‘hairpin’  bend  and  ford 
on  the  Aar  River,  a large  tributary  of  the  Rhine. 
Through  the  Dark  Ages  this  strategically  located 
fortification  had  helped  to  defend  the  German- 
speaking Alamannians  living  to  the  east  against  the 
Latinized  Burgundians  on  their  west.  After  the 
extinction  of  the  Zaringen  ducal  dynasty  Bern  became 
a free  imperial  city  and,  in  1353,  joined  the  Swiss 
Confederation  as  its  eighth  cantonal  member.24 
Because  of  its  strategic  situation,  its  abundant  natural 

*Zimmerman  studied  medicine  at  Gottingen  and  practiced  in  his 
native  town  of  Brugg.  He  eventually  succeeded  Werlhof  in  1768  as 
L.eibmedicus  to  George  111  in  Hanover.  He  was  a consultant  to 
Frederick  the  Great  and  Catherine  of  Russia. 


GUSTAF  E.  LINDSKOG,  M.D.,  William  H.  Carmalt  Professor 
Emeritus  of  Surgery,  Yale  University  School  of  Medicine. 

Adapted  from  a lecture  presented  at  the  Yale  University  School  of 
Medicine  in  the  History  of  Surgery  series,  February  14,  1977. 

From  the  Department  of  Surgery,  Yale  University  School  of 
Medicine. 


resources  and  the  industry  of  its  citizens,  it  evolved  as 
the  leader  in  the  Confederation  and  eventually  its 
capital.  Many  of  its  burghers  waxed  wealthy  on 
exports  of  wines,  cheese  and  fine  textiles.  One  of  these 
well-to-do  and  aristocratic  families  was  the  Haller. 

Albrecht  described  the  circumstances  of  his 
childhood  in  a note  addressed  to  his  former  student, 
lifelong  friend  and  earliest  biographer,  a Swiss  named 
Johan  Georg  Zimmerman*: 

....  1 was  a sickly  and  quiet  child,  always  engaged  in 
reading,  writing,  drawing  and  sedentary  games.  From  the  age 
of  four  or  five  1 used  to  preach  to  the  household  servants  about 
whatever  I had  just  been  reading  in  the  Scriptures,  my  pulpit 
((being))  the  kitchen  steps.  . . . When  I was  nine  1 began  to 
compile  a lexicon  with  word  roots  and  inflections  of  all  Greek 
and  Hebrew  terms  in  the  Bible;  also  the  vitae  of  a thousand  or 
two  famous  personages,  and  a grammar  of  the  Chaldean 
language.  ...  I knew  nothing  about  the  ordinary  games  of 
childhood,  ((being))  small,  flabby,  nearsighted,  and  lacking  in 
strength  and  agility.  My  manner  in  general  alienated  me  from 
others.  People  thought  me  simple  and  despised  me.  . .8 

In  a subsequent  passage  he  expressed  his  conviction 
that  these  disparaging  reactions  were  shared,  unfortu- 
nately, even  by  his  parents! 

Albrecht’s  early  education  was  supervised  by  his 
father  and  private  tutors  in  a household  abundantly 
supplied  with  books  and  learned  discourse.  However, 
tragedy  entered  soon  into  the  sheltered  existence  of 
this  precocious,  melancholic  and  self-depreciating 
child,  for  his  mother  died  when  he  was  only  three 
years  old  and  his  father  when  the  boy  was  twelve. 
Albrecht’s  studies  were  continued  in  the  local 
gymnasium  where  Latin  and  Greek  dominated  the 
curriculum.  In  adult  life  his  voluminous  correspon- 
dence and  scientific  writings  were  largely  in  Latin.  As 
late  as  1761  he  wrote  to  his  former  student  and 
confidant:  “.  . . . Every  day  I read  one  of  Cicero’s 
Orations  to  keep  up,  or  some  bit  of  Virgil.  These  are 
more  entertaining  to  me  than  novels.  One  must  not 
forget  the  Latin.  . . ”6  Albrecht’s  schoolmaster,  Herr 
Baillodz,  was  apparently  a harsh  disciplinarian, 
possibly  somewhat  sadistic  in  nature.  The  boy 
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complained  that  his  teacher  rarely,  if  ever,  praised  his 
faithfully  executed  assignments,  but  was  more 
inclined  to  criticize  excessively  and  resorted  frequent- 
ly to  bodily  punishment  with  a heavy  ferule  as  a 
technique  of  instruction.  An  older  brother  of  Albrecht 
encountered  their  former  instructor  on  the  street 
several  years  after  leaving  the  gymnasium  and  greeted 
him  with  a punch  on  the  nose,  so  firmly  and  well 
aimed  that  bleeding  ensued.11 

When  Albrecht  was  fourteen  he  lived  for  a year  in 
Biel  (Bienne)  about  21  miles  northwest  of  Bern  at  the 
home  of  a boyhood  friend  whose  father,  Johan 
Neuhaus,  was  a practicing  physician.  The  doctor  was 
a kindly  and  thoughtful  man,  well-read  in  other 
subjects  than  medicine  and  he  often  discussed  with  the 
boys  a wide  range  of  matters,  including  his  own 
Cartesian  philosophy.  The  year  spent  in  Biel  was  a 
pleasant  and  critically  formative  one,  during  which 
Albrecht  decided  against  the  ministry,  his  late  father’s 
choice  of  careers  for  him,  in  favor  of  medicine.  So,  in 
1723  at  fifteen  years  of  age,  he  started  out  for 
Tubingen  and  the  venerable  university  founded  there 
in  1477.  Concerning  his  leave-taking  from  Bern  he 
recalled: 

...  1 was  in  age  and  intellect  a child.  I had  read  rather  widely 
but  had  not  assimilated  it  nor  had  any  experience.  Unmindful 
of  the  season  ((it  was  early  winter))  I started  out  on  foot  to  save 
a little,  and  with  dry  eyes  because  1 could  imagine  nothing  in 
my  fatherland  that  I should  miss.  I got  no  further  than 
Burgdorff  that  day  ((about  10  miles)),  where  M.  Baillodz  was 
raised,  he  who  laid  the  groundwork  for  my  education  and  who 
caused  me  so  many  evil  days. 39 

Tiibingen  proved  to  be  an  unhappy  choice.  The 
enticing  beauty  of  the  countryside  and  the  easy-going, 
traditionally  boisterous  student  life  made  serious 
study  difficult  for  this  youngster  who  had  been  reared 
in  a strict  Calvinist  environment.  There  appears  to 
have  been  some  participation  in  extracurricular 
activities  by  Albrecht  since  his  Tagebuch  mentions 
money  lost  in  gambling.  The  Tubingen  faculty  of  that 
time  was  relatively  strong  in  the  humanities  and  in 
theology,  but  weaker  in  science  and  especially 
medicine.  Although  the  university  possessed  an 
anatomical  theater,  Haller  noted: 

...  it  was  not  to  be  stained  with  blood  in  my  time  because 
Herr  Zeller,  the  Leibarzt,  lacked  the  inclination  and  Herr 
Duvernoy  ((the  professor  of  anatomy))  the  authority;  also  the 
((body  of  a))  soldier  which  had  been  promised  to  us  by  the 
Geheimrath  at  Stuttgart  was  denied  us  by  his  Major. 40 

Herr  Duvernoy  was  obliged  to  use  animals  for 
dissection  which,  understandably,  did  not  meet  with 
the  student’s  approval.  However,  of  more  immediate 
significance  in  Albrecht’s  decision  to  leave  Tubingen 
prematurely  was  his  innocent  involvement  in  a series 
of  incidents,  indeed  crimes,  perpetrated  by  members 
of  his  own  student  club.  One  was  the  death  of  a waiter 

^Indeed,  as  late  as  18 10,  a botanical  garden  was  started  at  the  newly 
founded  Yale  Medical  Institute  by  Eli  Ives,  its  first  professor  of 
Materia  Medica  and  Botany. 


during  a drinking  bout;  another  the  fatal  shooting  of  a 
young  housemaid.  In  April,  1725,  after  only  fifteen 
months  at  the  university,  Haller  started  out  with  two 
horses  and  a paid  guide  on  the  long  road  to  Leyden. 
The  transfer  had  been  recommended  strongly  by  Herr 
Duvernoy  who  was  also  leaving  Tubingen  to  accept  a 
professorship  in  anatomy  at  Saint  Petersburg,  the 
school  founded  not  long  before  by  Peter  the  Great, 
Emperor  of  all  Russia. 

It  was  May  and  verdant  Spring  in  Holland  when 
Haller  arrived  in  Leyden,  and  he  found  things  there 
much  to  his  liking.  He  described  the  town  as 
remarkably  quiet,  its  streets  “unbelievably  clean”  and 
the  discipline  in  the  student  body  strict.  The  leader 
of  the  faculty  was  the  world-famous  Hermann  Boer- 
haave  (1668-1738).  A distinguished  anatomist-sur- 
geon, Bernhard  Albinus,  was  actively  engaged  in 
the  preparation  of  an  illustrated  atlas  of  the  skeleton 
(published  in  1726)  and  another  work  on  muscles. 
Newton’s  revolutionary  concepts  of  the  physical 
world  were  being  expounded  by  an  ardent  disciple, 
W.J.  s’Gravesand.  Leyden  numbered  among  its 
students  at  one  time  or  another  Carolus  Linnaeus, 
Gerard  van  Swieten,  who  was  chosen  by  the  Empress 
Maria  Theresa  to  develop  the  Vienna  school  of 
medicine,  and  a trio  important  to  Edinburgh — 
Alexander  Munro,  John  Pringle  and  William  Cullen, 
the  latter  also  a founder  of  the  medical  school  at 
Glasgow.  Haller  became  a great  admirer  of  Boer- 
haave,  describing  him  vividly  as: 

[having]  partly  through  a rich  marriage  and  partly  through 
his  success  in  practice  accumulated  unusual  wealth.  Yet  he 
lived  like  a poor  brewmaster,  a plain,  thickset  man  with  'cats’ 
eyes’,  a small  nose,  dark  complexion,  rumpled  hair,  battered 
hat,  faded  grey  clothing,  heavy  shoes  and  ((wearing))  no 
sword.  Nevertheless,  he  is  as  proficient  in  medicine,  chemistry, 
botany,  the  classics,  theology,  physics,  and  mathematics  as 
anyone  you  will  ever  see.  ...  He  has  the  largest  group  of 
auditors,  80  to  90.41 

Boerhaave  maintained  a large  botanical  garden, 
numbering  more  than  6,000  plants,  many  of  which 
were  collected  in  foreign  lands.  A hortus  was  in  that 
age  considered  an  essential  for  medical  instruction.* 
Under  Boerhaave’s  tutelage  Haller’s  long  standing 
interest  in  systematic  botany  was  strengthened  and 
became  a major  pursuit. 

During  his  two  years  at  Leyden,  Haller  attended 
lectures  and  demonstrations  in  anatomy  given  by 
Albinus  during  the  winter  months  and  lectures  on 
surgery  by  the  same  professor  during  the  summer, 
when  hot  weather  rendered  dissection  repulsive. 
Toward  the  end  of  1726  Albrecht  considered  himself 
adequately  prepared  for  his  doctoral  examinations. 
The  first  of  these  was  traditionally  oral  and  in  camera, 
the  second  an  hour  long  public  session  during  which 
the  candidate  was  called  upon  to  diagnose  a patient’s 
illness  and  prescribe  appropriate  therapy  while  the 
assembled  faculty  interrupted  at  will  with  questions 
and  comments.  At  the  third,  and  final,  examination 
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the  aspirant  was  given  a Hippocratic  aphorism  to 
analyze  and  discuss.55  Haller  survived  this  tripartite 
ordeal  and  in  May,  1727  he  defended  successfully  a 
thesis  entitled  “Experimenta  et  dubia  de  ductu  salivali 
Coschwiziano”.21  While  he  was  a student  at  Tubingen 
he  had  learned  through  Duvernoy  that  an  anatomist 
named  Coschwiz  had  claimed  discovery  of  a hitherto 
unrecognized  accessory  salivary  duct.  However, 
meticulous  dissection  of  several  cadavers  at  Leyden, 
together  with  appropriate  vascular  injections  using 
the  technique  of  Ruysch,  convinced  Haller  that  the 
supposed  duct  was  actually  a vein.  The  thesis  was  in 
essence  a denial  of  the  Coschwiz  claim,  rather  trivial 
and  not  commensurate  with  the  intellectual  capacity 
of  the  young  candidate. 

Equipped  with  his  newly  acquired  M.D.  Haller 
sailed  for  England  where  he  spent  the  early  summer  in 
London  with  side  trips  to  Oxford  and  other  points  of 
interest.  He  found  the  English  language  difficult  to 
understand,  and  somewhat  “harsh  and  dissonant”.  He 
professed  admiration  for  British  poetry  but  devoted 
most  of  his  limited  time  to  men  of  science.  Sir  Hans 
Sloane  (1660-1753)  welcomed  him  and  showed  his 
marvellous  collections  of  scientific  specimens  and 
curiosities  which  eventually  became  the  nucleus  of  the 
British  Museum.  An  introduction  to  the  leading 
contemporary  surgeon,  William  Cheselden  (1688- 
1752),  opened  the  doors  of  St.  Thomas  Hospital  to 
the  Swiss  visitor.  The  biographer  Zimmerman 
described  Haller’s  impressions  of  his  visits: 

While  on  medical  rounds  there  is  admittedly  not  much  to 
learn  because  of  the  excessive  speed  in  passing  from  bed  to 
bed,  surgical  operations  by  contrast  offered  a certain  amount 
of  time  which  no  ((desire  for))  haste  could  curtail.  Mr. 
Cheselden  operated  in  the  aforementioned  hospital  with 
exceedingly  great  dexterity  which  has  earned  him  the 
reputation  of  being  the  leading  surgeon  in  Europe  . . . 
Cheselden  had,  for  a surgeon,  something  very  peculiar — at  the 
beginning  of  each  operation  he  trembled  like  a Quaker,  but 
when  the  operation  had  begun  his  hand  was  as  steady  as  a 
wall. 56 

Cheselden  was  at  that  time  in  his  fortieth  year. 
Despite  his  distressingly  gross  tremor  he  lived  to  be 
64,  dying  in  1752,  just  seven  years  after  he  and  John 
Ranby,  sergeant-surgeon  to  George  II,  had  promoted 
the  secession  of  certain  relatively  well-educated 
members  of  the  Company  of  Barber-Surgeons  to 
form  the  Company  of  Surgeons,  which  became  the 
Royal  College  of  Surgeons  in  1800.  Haller  spent  some 
profitable  hours,  also,  with  James  Douglas  (1675- 
1742)  whose  monograph,  “A  Description  of  the 
Peritoneum”  was  published  three  years  after  the 
young  Swiss  doctor’s  visit. 

In  late  August,  1727  Haller  set  out  for  Paris  where 
he  began  to  study  intensively  with  Jacob  Benignus 
Winslow  (1669-1760),  a Danish-born  anatomist  who 
has  been  called  the  father  of  topographical  anatomy. 

*A  ‘stunde’  is  literally  an  hour  and,  by  extension,  the  distance  a 
man  can  walk  comfortably  in  an  hour — about  a league  or  2Vi  miles. 


Haller  developed  a profound  respect  for  Winsl0w  and 
later  ranked  him  with  Boerhaave  and  Bernouilli  in 
Basel  as  among  his  most  prized  and  influential 
teachers.  He  also  attended  the  surgical  clinic  of 
LeDran  at  La  Charite  and  was  permitted  to  perform 
operations  he  had  witnessed  in  living  patients  upon 
cadavers  supplied  by  the  chief  surgeon  (for  a price) 
and  upon  others  obtained  by  more  devious  routes.  In 
February,  1728  he  left  Paris  abruptly,  his  unscheduled 
departure  probably  precipitated  by  embarrassing 
police  inquiries  concerning  the  sources  of  anatomical 
specimens  he  kept  for  study  at  his  lodgings.22 

Haller  travelled  by  way  of  Strasbourg  (its  university 
dating  back  to  1538)  to  Basel  in  his  native  Switzer- 
land. The  major  academic  attraction  in  that  town  was 
Jean  Bernouilli  (1667-1748),  a distinguished  scholar  in 
a family  of  mathematicians,  who  developed  the 
exponential  calculus,  a theory  of  numbers  and  other 
works.  The  sight  of  the  towering,  snow-capped  Alps 
revived  Haller’s  love  for  these  majestic  peaks  and  he 
composed  several  poems  during  his  stay.  One,  Die 
Alpen,  has  been  characterized  as  the  first  major  poem 
in  the  German  language  to  deal  with  the  beauties  and 
mysteries  of  Nature.  His  lyric  verse  is  thought  to  have 
influenced  future  British  poets,  including  Words- 
worth, Coleridge,  Byron  and  Shelley.  The  standard 
German  encyclopedia  edited  by  Brockhaus18  de- 
scribed Haller  as  the  leading  lyric  poet  prior  to 
Klopstock  and  termed  his  poetry  the  prototype  for 
Schiller’s  contemplative  style. 

While  living  in  Basel,  Haller  took  a long  walking 
trip  with  a friend,  Johannes  Gesner,  a Zurich 
botanist.  They  hiked  about  200  ‘stunden’*  through 
several  cantons,  collecting  plants  and  minerals, 
observing  the  local  customs,  and  studying  the  geology 
of  the  area.  The  botanical  findings  were  the  basis  of  a 
Swiss  flora,  Enumeratio  methodica  stirpium  Helve- 
tiae  indigenarum.29  that  was  finally  published  in  1742. 
In  Basel  Haller  also  renewed  his  study  of  English 
literature,  especially  poetry.  Yet  he  still  found  time  to 
complete  a definitive  anatomical  study  of  the 
diaphragm.  The  resulting  monograph,  “De  musculis 
diaphragmatis.  Dissertatio  anatomica , ”28  is  a modest- 
ly brief  one  but  detailed  and  accurate  in  its  description 
of  that  important  muscle.  In  a fashion  followed  in 
much  of  his  later  work,  he  considered  the  multiple 
functions  of  the  diaphragm  in  relation  to  its  structure. 
The  anatomist  at  Basel,  Professor  Miegs,  fell  ill 
during  that  winter  and  Haller  was  invited  to  lecture  in 
his  place,  although  not  quite  twenty  years  old.57 

Upon  returning  to  Bern,  Haller  established  himself 
in  the  private  practice  of  medicine,  naively  confident 
that  his  exceptionally  broad  training  and  travel  to 
foreign  medical  centers  would  ensure  his  success  in 
short  order.  He  was  doomed  to  disappointment.  His 
application  for  a staff  position  in  the  cantonal 
hospital  was  denied.  The  explanation  advanced  by  the 
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directorate  was  not  his  youth  but  his  literary 
activities,  which  were  deemed  to  be  incompatible  with 
a high  degree  of  medical  competence!  Interestingly, 
more  than  a hundred  years  later  Oliver  Wendell 
Holmes  gave  an  introductory  lecture  to  the  entering 
class  of  students  at  Harvard  Medical  School  and  cited 
this  rejection  as  a warning  that  the  public  loses 
confidence  in  young  physicians  who  devote  precious 
time  to  the  Muses.42  However,  the  influential  Haller 
family  promoted  the  construction  of  an  anatomical 
theater  where  Albrecht  was  placed  in  charge, 
unfortunately  without  a salary,  to  conduct  postmor- 
tem examinations  on  medico-legal  cases  and  un- 
claimed bodies.  Some  time  later  a professorship  in 
history  became  available  in  the  local  school  and 
Haller  tried  again  for  that  academic  post,  but  with  a 
negative  result.  This  time  it  was  ruled  that  a person 
highly  trained  in  medicine  could  not  ipso  facto  be 
properly  qualified  to  teach  the  humanities.  Perhaps  as 
a conciliatory  gesture,  he  was  appointed  outpatient 
physician  to  the  town’s  indigents  with  a stipend 
equivalent  to  approximately  two  hundred  dollars 
annually. 

During  this  period  of  professional  trials  and  slow 
progress,  Albrecht  fell  in  love.  His  ardor  and  talent 
for  poetry  led  to  the  composition  of  a fervent  ode 
dedicated  to  his  beloved.  His  courtship  was  success- 
ful. Despite  the  warmth  of  his  twenty-two  stanzas  it 
was  said  that  he  spent  the  morning  of  his  wedding  day 
working  over  a problem  in  the  calculus  he  had  learned 
in  Basel.  In  1732  he  published  his  first  little  volume  of 
poems,  anonymously  under  the  modest  title  “Versuch 
schweizerischer  Gedichte.”  Its  authorship,  neverthe- 
less, was  soon  common  knowledge;  it  was  widely 
praised  and  it  passed  through  at  least  twelve  editions, 
including  several  in  foreign  countries.31 

After  eight  years  in  practice  Haller  left  his  cherished 
Swiss  mountain  country  to  accept  the  triple  chairs  of 
medicine,  botany  and  surgery  at  Gottingen,  a school 
just  then  being  founded  by  the  King  of  England.  That 
a German  university  should  be  sponsored  by  a British 
monarch  may  seem  extraordinary  until  one  recalls 
that  George  II  was  also  the  hereditary  elector  of 
Hanover.  His  father,  George  I,  was  a grandson  of 
Elizabeth,  a daughter  of  James  I;  she  had  married  the 
Elector  Palatine,  Frederick  V.  As  a Protestant  prince 
of  the  royal  blood,  George  succeeded  to  the  throne  of 
England  when  Queen  Anne  died  in  1714  with  no 
surviving  child.  George  1 spoke  little  English  and 
seemed  disinclined  to  learn.  He  and  his  son  spent 
considerable  time  in  Hanover  and  it  was  the  latter’s 
desire  to  establish  a first-rate  university  in  that  realm 
to  rival,  and  outshine  if  possible,  the  Prussian  school 
at  Halle. 

*Not  the  Baron  Miinchhausen  of  legendary  and  amusing  men- 
dacity! 


Four  weeks  after  arriving  at  Gottingen,  Haller’s 
young  wife  was  dead  of  an  “acute  miliary  fever.”  Her 
bereaved  spouse  suffered  further  depression  of  his 
psyche  with  the  death  of  a four-year-old  son  in  1738, 58 
yet  he  forced  himself  through  day  after  dreary  day  to 
perform  his  academic  duties.  Without  hampering 
precedents  in  this  newly  established  university  and 
with  the  unwavering  support  of  the  chancellor,  Baron 
von  Miinchhausen,*  who  had  been  responsible  for 
Haller’s  original  appointment  acting  on  the  advice  of 
the  court  physician,  T.  G.  Werlhof,  Haller  led  the 
Gottingen  faculty  to  a position  of  eminence  in 
academic  circles.  He  initiated  the  construction  of  an 
anatomical  theater  where  he  participated  actively  in 
the  frequent  dissections  and  he  created  a small  but 
excellent  botanical  garden  with  an  affiliated  school 
for  the  education  of  pharmacists.  He  established  a 
course  in  obstetrics  for  midwives  and  physicians,  the 
first  in  German-speaking  countries;  it  was  probably 
modelled  after  that  of  William  Smellie  in  the  British 
Isles.  He  completed  many  dissections  to  serve  as 
patterns  for  the  engraved  plates  in  his  leones 
AnatomicaeM  and,  not  being  satisfied  with  the  artists’ 
renditions  of  the  drawings,  he  started  a training 
program  for  medical  illustrators.59 

Haller  founded  and  personally  edited  a journal,  the 
Gottingische  gelehrte  Anzeigen,  to  which  he  contrib- 
uted thousands  of  abstracts  and  numerous  original 
articles  over  the  years.  He  organized  a regional 
surgical  society  although  it  is  uncertain  whether  he 
ever  performed  a major  operation  upon  a living 
human  subject.  Nevertheless,  his  experimental 
surgery  on  small  animals  was  extensive,  purposeful, 
and  skillfully  executed.  It  formed  the  basis  of  his  first 
physiological  text,  Primae  Linae  Physiologiae,30 
which  established  what  he  preferred  to  call  ‘anatomia 
animata’  as  a scientific  discipline.  Drawing  upon  his 
seemingly  inexhaustible  reserves  of  energy,  he  often 
walked  miles  through  the  surrounding  countryside 
searching  for  botanical  specimens.  Two  years  after  his 
settling  in  Gottingen  he  completed  a primer  for 
students  who  wished  to  instruct  themselves  in  the 
fundamentals  of  plant  science  and  had  written  much 
of  his  more  advanced  botanical  treatise,  the  Observa- 
tiones  Botanicae ,32 

Haller’s  early  writings  in  the  field  of  botany  came  to 
the  attention  of  Carolus  Linnaeus,  a thirty-year-old 
student  with  Boerhaave  and  a protege  of  Georg 
Cliffort,  a very  wealthy  East  India  merchant  and 
patron  of  science  in  Holland.  Thereby  began  one  of 
the  most  celebrated,  and  one  of  the  strangest, 
exchanges  of  letters  in  the  history  of  biology. 

On  April  3,  1737  the  Swedish  botanist  wrote  to 
Haller  that  he  had  learned,  from  an  acquaintance,  of 
the  distinguished  Gottingen  professor’s  intention  to 
publish  a criticism  of  the  new  Linnaean  system  of 
nomenclature,  and  added: 
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...  I am  anxious  to  avoid,  if  possible,  all  anger  and 
controversy  with  you.  ...  I should  detest  being  your  adversary, 
and  will  avoid  it  insofar  as  possible.  May  there  be  peace  in  our 
days!  ....  If  my  innocuous  sexual  system  ((of  classification 
according  to  the  details  of  floral  structure))  be  the  only  cause 
of  offense,  1 cannot  help  but  protest  against  so  much  injustice. 

I have  never  spoken  of  it  as  a natural  method.  . . . Time  is  too 
precious  ((for  controversy))  and  can  be  employed  far  better  by 
me  as  well  as  you.  If  the  report  I have  heard  be  without 
foundation,  I earnestly  beg  of  you  to  forgive  me.  . . 50 

Professor  Haller’s  response  to  this  rather  belligerent 
and  tactless  letter  was  penned  only  eleven  days  later, 
which  suggests  that  the  contemporary  postal  delivery 
was  not  much  slower  than  the  modern  one.  He  wrote: 

My  dear  friend.  I address  you  by  this  title,  though  a 
stranger,  so  that  you  may  perceive  in  the  first  instance  how 
empty  was  the  report  and  how  false  the  intelligence.  ...  I do 
not  agree  with  you  entirely  as  to  the  practicality  of  your 
system,  based  upon  the  sexual  anatomy  of  plants.  . . . Real 
lovers  of  science  are  necessarily  united  in  bonds  of  friendship.  . 

. . Whenever  in  our  future  correspondence  ...  I may  express 
any  opinions  different  from  your  own,  it  will  be  in  the  privacy 
of  our  friendship  and  not  for  public  exposure,  si 

Haller  wrote  to  Linnaeus  again  in  May,  counseling 
him,  among  other  things,  to  “go  on  as  you  have  begun 
in  the  true  path  of  science,  and  never  trouble  your 
head  about  adversaries.  ...”  It  would  appear, 
however,  that  the  Swedish  botanist  was  not  appeased 
because  a letter  from  Haller  on  July  3,  1737  read: 

You  seem  always  to  think  that  I am  aiming  attacks  on  your 
system,  in  which  you  do  me  an  injustice.  ...  Of  all  mortals  I 
least  wish  to  oppose  you  ...  I do  differ  in  a few  points  about 
your  most  elegant  Flora  Lapponica  ((published  that  very  year 
in  Amsterdam))  . . .46 

After  devoting  several  pages  to  specific  criticisms  of 
the  Flora  Haller  continued: 

I have  always  cultivated  botany,  in  spite  of  all  obstacles, 
since  the  year  1728.  My  family  was  always  finding  fault  with 
my  pursuit,  but  I do  not  regret  it.  On  the  contrary,  I do  regret 
that  I did  not  devote  more  of  my  spare  time  to  these  things. 52 

On  September  12  Haller’s  ire  surfaced  in  response  to  a 
querulous  letter  from  Linnaeus: 

You,  who  seem  to  take  so  much  pleasure  in  criticizing  me, 
may  well  talk  of  the  patience  that  botanists  ought  to  have  with 
each  other!  ....  Concerning  the  Unifolium  ((a  genus  of  plants 
under  discussion))  you  can  not  suspect  me  of  copying  you  since 
I drew  up  the  characteristics  of  this  plant  in  1731  and  I never 
saw  a line  of  your  writings  before  the  month  of  June,  1737.  . . . 
Nothing  vexes  me  more  than  to  be  suspected  of  plagiarism. 53 

Despite  such  occasionally  sharp  exchanges  their 
correspondence  continued  until  at  least  1766  and 
undoubtedly  it  must  have  been  a source  of  much 
sound  criticism  and  useful  information  for  both 
participants.  The  two  never  met;  although  Linnaeus 
had  in  letters  of  more  conciliatory  tone  expressed  his 
intention  to  visit  Gottingen  during  his  journey  home 
to  Sweden  in  1738,  illness  and  other  circumstances 
prevented  it. 

♦Forty  of  these  letters  with  their  Latin-German  translations  and 
commentary  were  published  in  1964  by  Erich  Hintzsche,  pro- 
fessor of  anatomy  at  Bern.3* 


Haller  made  several  trips  to  his  native  canton 
during  the  early  years  at  Gottingen  to  visit  relatives 
and  to  botanize  in  the  Alpine  meadows,  but  he  also 
improved  the  occasions  by  paying  court  to  Elizabeth 
Bucher  of  Bern,  who  became  his  wife  in  June,  1739. 
Fate  dealt  him  another  grievous  blow  when  this 
second  spouse  died  in  childbirth  the  following  April. 
Within  a year  he  was  married  for  a third  and  final 
time;  his  bride  was  Sophie  Teichmeyer,  the  daughter 
of  a professor  at  Jena.20  Haller  commented  that  his 
remarriage  so  soon  after  the  death  of  his  second  wife 
occasioned  “wonder  and  dismay”  among  his  friends. 
However,  he  was  then  only  31  years  old,  the  head  of  a 
motherless  household,  overburdened  with  academic 
and  financial  responsibilities,  hypersensitive,  and 
afflicted  always  with  a profound  nostalgia  for  his 
Swiss  mountain  country.  Some  years  later  he  wrote  to 
his  close  friend,  Johan  Zimmerman: 

I do  not  believe  that  there  are  any  outstanding  books  on  love 
of  country.  But  one  should  read  Cicero,  Plutarch,  Xenophon 
and  the  other  ancients  in  whom  this  sentiment  was  dominant. 

It  is  an  instinct  as  strong  as  any  other.  I feel  it  and  am 
permeated  by  it.  . .3 

In  1753  the  unexpected  announcement  of  Haller’s 
resignation  from  his  professorships  at  Gottingen  fell 
like  a bomb  on  his  admiring  students  and  a small 
circle  of  friends.  However,  this  decision  had  been 
contemplated  for  several  years.  His  dealings  with 
certain  members  of  the  faculty  had  been  stormy.  The 
temperament  which  drove  him  to  excel  in  every 
sphere  of  activity  by  tireless  and  unremitting  effort 
had  provoked  resentment  among  certain  less  distin- 
guished colleagues  and  the  open  enmity  of  several 
who  had  been  targets  of  his  often  sharp  criticism.  He 
was  keenly  aware  of  this  failing  and  confessed  that  he 
did  not  possess  “that  unshakeable  serenity  which 
characterizes  the  perfect  Christian  and  philosopher.” 
He  was  suffering  at  times,  also,  with  migraine  and 
insomnia,  which  contributed  to  his  irritable  and 
emotional  state. 

Within  a year  of  Haller’s  resettlement  in  Bern,  his 
medical  practice  had  developed  into  a happily  active 
one;  it  including  many  of  the  ‘leading’  families  and 
provided  an  income  adequate  for  comfortable  living. 
He  professed  to  follow  the  therapeutic  dicta  of 
Thomas  Sydenham,  the  great  English  physician  of  the 
previous  century,  and  when  these  proved  to  be 
insufficient  he  relied  upon  his  own  clinical  experience 
and  judgment.  He  expressed  a lack  of  confidence  in 
the  clinical  teaching  at  Padua,  Bologna,  and  Saint 
Petersburg,1  yet  for  more  than  two  decades  he 
corresponded  with  the  great  teacher  at  Padua, 
Giovanni  Morgagni,  for  whose  work  he  expressed 
deep  admiration.* 

It  was  not  long  before  Haller  became  involved  in  a 
melange  of  governmental  appointments  with  conse- 
quent heavy  demands  upon  his  time.  Some  of  these 
official  activities  were  summarized  by  one  of  his 
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daughters,  Emilie  Haller  de  Wildenstein,  in  a letter 
written  to  Zimmerman  after  her  father’s  funeral: 

...  In  1757  he  was  elected  to  the  Academic  Senate.  In  1758 
he  was  sent  by  the  Council  to  inspect  the  ((Roman))  antiquities 
at  Culm  and  was  named  governor  of  Roche  ((where  he  was 
director  of  the  salt  works  and  maintained  a residence  for  some 
years)).  In  1764  he  was  chosen  to  survey  the  boundaries  of  the 
cantonal  valley.  In  1766  he  was  elected  a member  of  the 
Appellate  Council.  In  1767  he  was  occupied  with  a revision  of 
the  ecclesiastic  ordinances  for  the  churches  in  the  Pais  de 
Vaud.  Finally  on  November  15,  1767  he  was  appointed  to  a 
confidential  commission  responsible  for  settling  our  differen- 
ces with  neighboring  Geneva  and,  in  the  year  1770,  I believe, 
he  finally  got  a pension  of  3,000  livres  from  the  State.  17 

In  addition,  during  this  very  active  period  of  public 
life  Haller  was  instrumental  in  the  establishment  of  a 
regional  orphanage  and  in  the  construction  of  a 
factory  for  the  manufacture  of  chamois.  He  cam- 
paigned intensively  and  successfully  for  the  abolition 
of  the  tontine,  a pernicious  lottery  or  annuity 
insurance  scheme  in  which  the  last  subscribing 
survivor  claimed  the  benefits.  He  initiated  much 
needed  improvements  in  the  school  system,  doubtless- 
ly stimulated  by  painful  memories  of  his  own 
unhappy  gymnasium  days.  It  is  not  surprising, 
therefore,  in  view  of  his  never  robust  health  that  he 
began  to  feel  the  pressure  of  these  manifold  civic 
responsibilities,  and  he  soon  complained: 

....  it  is  this  lack  of  leisure  which  1 deplore.  Leisure  time  is 
my  very  essence,  my  life,  which  I am  losing  to  affairs  that  must 
be  tended,  but  cannot  be  without  the  sacrifice  of  my  studies . . . 
And  then,  what  does  this  literary  glory  amount  to?  They  place 
you  on  a pedestal  at  which  some  toss  flowers  and  others  hurl 
rocks.  Judge  whether  the  flowers  give  as  much  pleasure  as  the 
stones  cause  pain!5 

Despite  Haller’s  laments  about  the  inroads  being 
made  on  the  time  available  for  his  studies  and  writing, 
this  final  phase  of  his  professional  career  was 
productive  beyond  belief.  The  austere  daily  schedule 
and  the  personal  sacrifices  which  made  this  possible 
were  commented  upon  by  his  second  daughter, 
Emilie: 

As  soon  as  we  heard  my  father  come  in  amidst  our  noisy 
childhood  clamor,  after  one  glance  from  him  there  ensued  a 
silence  in  which  you  could  have  heard  a fly  buzz  . . . 14 

He  denied  himself  walks  and  social  visiting  almost  entirely 
for  fear  of  wasting  time  or  doing  something  pointless.  He 
dined  and  supped  beside  a table  piled  with  papers;  scarcely  had 
he  finished  his  last  crumb  when  he  resumed  his  writing  and 
reading  . . . is 

You  may  recall,  perhaps,  the  great  indifference  which  my 
father  manifested  regarding  his  appearance;  ((there  was))  never 
a mirror  in  his  bedroom.  His  friends  used  to  say  that,  whenever 
he  wore  his  wig,  it  was  always  askew.  It  was  all  the  same  to  him 
whatever  he  wore  . . . 16 

Shortly  after  Haller’s  return  to  Bern,  he  was  deeply 
engrossed  in  the  writing  of  his  now  classic  Elementa 
physiologiae  corporis  humaniJ5  an  eight -volume 
work  which  included  a chapter  devoted  to  his  theory 
of  intrinsic  tissue  irritability.  In  May  1757  he  wrote  to 
Zimmerman: 

1 have  finished  my  memoires  on  the  development  of  the 


heart36  and  on  the  development  of  the  bones. 37  I redid  my 
experiments  on  that  subject  during  1755  and  1 756;  they  will  be 
published.  . . . The  Physiologia  is  coming  very  slowly  off  the 
press,  because  they  are  pulling  3,000  copies. 4 

A press  run  of  three  thousand  copies  is  considerable, 
even  by  modern  standards. 

The  year  1756  witnessed  the  publication  of  Haller’s 
Opuscula  pathologica,  a small  but  impressive  collec- 
tion of  clinical  case  abstracts  with  the  related  autopsy 
findings  in  a variety  of  disease  states.33  For  example, 
he  discussed  the  local  pathology  in  a case  of  torticollis 
(scirrhus  musculi  mastoidei),  noting  that  it  was  an 
affliction  commonly  seen  in  Holland,  and  correctly 
expressing  reservations  about  the  therapeutic  effec- 
tiveness of  simple  myotomy  (Obs.  V).  He  recognized 
the  dangers  of  tracheal  and  vascular  compression  in 
patients  with  large  goiters  (Obs.  VI),  and  described  a 
case  of  death  from  suffocation  caused  by  ascarid 
worms  in  the  trachea  of  a ten-year-old  girl  (Obs.  IX). 
From  his  examination  of  a patient  with  diffuse 
bilateral  pleural  adhesions,  but  whose  death  was  the 
result  of  unrelated  disease,  Haller  arrived  at  the 
conclusion  that  pleural  symphysis  could  exist  without 
any  deleterious  effect  on  general  health  and  pulmo- 
nary function  (Obs.  XVI).  By  means  of  experiments 
on  dogs  and  cats  he  demonstrated  that  drowning  is 
attended  by  aspiration  of  water  into  the  lungs  and  by 
the  swallowing  of  fluid,  whereas  submersion  after 
death  is  not  (Obs.  LXII).  He  advanced  the  theory  that 
inguinal  hernia  may  have  a congenital  origin,  related 
to  the  embryonal  descent  of  the  testis  and  the 
persistence  of  a patent  processus  vaginalis  (Obs. 
XXVIII).  The  contemporary  Hunter  brothers,  Wil- 
liam and  John,  gave  Haller  credit  for  priority  in  this 
conception  of  etiology  and  admired  his  description  of 
the  relevant  anatomy.44  In  a discussion  of  intussuscep- 
tion (Obs.  XXVII),  he  stated  that  reduction  of  the 
involved  segment  of  intestine  could  sometimes  be 
achieved  by  the  insufflation  of  air  into  the  distal 
bowel,  a therapeutic  maneuver  that  has  been  revived 
clinically  in  modern  times,  using  a suspension  of 
barium  under  fluoroscopic  control. 

Haller  described  a large  omphalocele  in  a stillborn 
premature  infant  (Obs.  XXIX)  and  observed  that  the 
duodenum  was  abnormally  mobile  and  prolapsed  into 
the  membranous  sac,  to  which  it  was  fixed  by  a dense 
band.  Hq  mentioned  the  curious  finding  of  hair  and 
sebaceous  material  in  a ‘steatoma’  ((teratodermoid)) 
of  the  ovary  (Obs.  XLII).  In  presenting  several  cases 
of  reptured  uterus  (Obs.  XXXVIII),  he  asserted: 

In  women  who  have  died  in  labor,  1 have  always  seen 
processes  of  the  Chorion  so  intimately  connected  to  the  uterus, 
and  so  perfectly  resembling  it,  that  there  seems  no  manner  of 
doubt  that  something  is  being  transmitted  that  way  to  the 
fetus.  ...  I have  never  seen  a corpus  luteum  ((vera))  when  a 
woman  was  not  pregnant,  and  consequently  never  before 
puberty. 

Haller’s  greatest  legacy,  perhaps,  to  future  genera- 
tions were  his  four  bibliographies  (Bibliothecae),  the 
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material  for  which  he  had  been  accumulating  over  the 
course  of  decades.  An  eminent  neurophysiologist  and 
historian,  John  Fulton,  chose  these  prodigious  works 
as  the  subject  of  an  Annual  Oration  presented  to  the 
Associates  of  the  Boston  Medical  Library  in  1932 25 
and  he  remarked: 

...  it  was  Haller’s  practice  to  summarize  systematically  and 
to  comment  ((in  writing))  on  every  book  he  examined,  always 
in  Latin  and  on  a uniform  size  of  page.  The  collection  is  unique 
and,  next  to  the  Napoleonic  correspondence,  it  represents  the 
greatest  example  of  human  industry  in  existence.  . . . This 
remarkable  series  of  notes,  which  was  bound  up  and  indexed  a 
few  months  before  his  death  . . . was  undoubtedly  the  basis  of 
his  phenomenal  erudition. 

The  first  Bibliotheca  to  be  completed  was  the 
Botanica  in  1771.  The  second  was  the  Chirurgica  in 
1774;  the  third  the  Anatomica,  also  in  1774.  The  last 
and  largest,  the  Medica  was  finished  in  1776,  the  year 
before  the  author’s  death;  it  cites  11,400  items,  as 
compared  with  about  5,000  in  the  Chirurgica,  the 
index  of  which  occupied  about  fifty  pages.  Haller 
summarized  each  entry  concisely,  added  his  personal 
comment,  and  noted  the  writers’  other  contributions 
and  items  of  interest  in  their  careers.  His  technique 
was  a novel  departure  from  the  traditional  format  of 
book  science;  as  Fulton  concluded — “he  took  this 
great  step  toward  the  humanization  of  bibliography.’’ 

Haller’s  civic  responsibilities  required  him  to  travel 
occasionally  to  other  cantons  in  the  Confederation. 
On  at  least  one  of  these  journeys  he  visited  the 
celebrated  and  wealthy  Francis  Voltaire,  who  was 
spending  a portion  of  his  current  exile  from  France 
over  the  Swiss  border  near  Geneva.  Haller  was,  of 
course,  familiar  with  the  anticlerical  and  iconoclastic 
writings  of  the  French  author  and  detested  his 
philosophy.  He  wrote  to  Zimmerman  in  July,  1756: 

I saw  M.  de  Voltaire  here  and  at  Lausanne.  1 dined  with 
him.  They  say  that  he  spoke  well  of  me.  Nevertheless,  you 
know  my  attitude — Nihil  admirari!  The  greatest  of  geniuses 
have,  along  with  their  pre-eminent  qualities,  their  detracting 
foibles.  The  former  1 do  not  envy;  toward  the  latter  one  must 
exhibit  tolerance. 2 

With  the  passage  of  years,  Haller’s  aversion  with 
respect  to  the  French  genius  diminished  somewhat. 
Emilie  Haller  believed  that  he  did  not  hate  Voltaire  as 
a man  but  only  because  of  his  errant  philosophy.  She 
heard  her  father  say  repeatedly  that  Voltaire  had  a 
rare  talent  for  writing  and  that  he  hoped  the 
Frenchman  might  live  long  enough  to  “recognize  and 
repair  in  part,  if  he  can,  all  the  ills  he  has  caused 
mankind  . . . ”12  When  the  Holy  Roman  Emperor, 
Joseph  II,  a brother  of  the  ill-fated  Marie  Antoinette, 
paid  the  Swiss  savant  a personal  visit  at  Bern  on 
October  7,  1777  the  monarch  asked  him  whether  he 
still  wrote  poetry  and  Haller  replied:  “Indeed,  no! 
That  was  the  sin  of  my  youth.  Only  a Voltaire  writes 
verses  at  age  eighty.”47  Voltaire  was  actually  83  at  the 
time  and  died  in  the  following  year. 

Among  other  distinguished  visitors  to  Haller  in 


Bern  was  one  of  growing  literary  reputation,  the 
peripatetic  Casanova  de  Seingalt  (1725-1798)  who 
spent  several  days  there  during  1760.  Fortunately,  an 
account  of  the  meeting  is  preserved  in  the  Memoires; 
although  these  are  often  devastatingly  critical  of 
contemporary  public  figures,  Haller  received  unquali- 
fied praise  as: 

Six  feet  in  height,  strong  and  handsome  of  countenance  . . . 

He  was  neither  conceited  or  pretentious,  nor  did  he  converse  in 
a tone  of  superiority.  In  short,  he  had  none  of  the  faults  which 
one  tends  correctly  to  associate  with  the  so-called  learned  and 
the  great  intellects  . . . 19 

While  teaching  at  Gottingen  Haller  received  offers 
of  professorships  at  several  foreign  universities.  In 
1749  Frederick  the  Great,  who  preferred  to  write  in 
French  rather  than  his  native  German,  instructed 
Pierre  Maupertuis,  the  president  of  the  Royal 
Academy  of  Sciences  at  Berlin:  “Je  vous  donne  carte 
blanche  pour  Haller.  Les  rois  sont  trop  heureux 
d’avoir  pour  un  peu  d’argent  ce  que  tous  les  diamants 
ne  pourraient  payer.”48  On  August  28,  1761  Haller 
informed  his  daughter,  Emilie,  that  the  offer  from 
Berlin  had  been  renewed  and  three  weeks  later 
indicated  that  his  acceptance  was  likely,  as  he  wrote: 

It  is  neither  ambition  nor  restlessness  which  leads  me  to 
leave  this  country.  ...  If  you  were  to  ask  me,  I would  rather 
retire  out  in  the  countryside  where  my  slender  resources  would 
suffice  for  my  support.  But  I have  five  children  to  provide  for  . 

. . I don’t  see  how  to  arrange  for  their  education  if  we  live  in 
town  ...  9 

Haller’s  professed  financial  straits  were  attributable  in 
a considerable  degree,  probably,  to  his  large  expendi- 
tures at  the  booksellers  and  to  the  cost  of  publishing 
his  numerous  and  often  multivolumed  works. 
Eventually  he  tried  to  sell  a considerable  portion  of 
his  library,  which  numbered  about  25,000  volumes, 
many  of  them  rare.  They  were  sold  after  his  death  to 
the  Emperor  Joseph  II,  who  distributed  them  to 
various  university  libraries  in  Lombardy  and  else- 
where.21 

In  June,  1763  King  George  III  instructed  his 
ministers  to  effect  the  return  of  Haller  to  Gottingen 
regardless  of  cost.  The  subject  of  these  negotiations 
was  tortured  for  months  by  indecision.  He  needed  the 
handsome  salary  of  the  chancellorship  which  had 
been  offered  him  and  he  feared  that  a flat  refusal 
might  jeopardize  the  annuity  of  300  ecus  he  still 
received  from  that  university.10  He  was  at  the  point  of 
leaving  Bern  once  more  when  the  cantonal  council 
voted  him  a pension  of  400  crowns  per  annum  and  he 
decided  to  remain. 

Among  the  numerous  society  memberships,  deco- 
rations and  other  honors  accumulated  by  Albrecht 
Haller  was  the  Swedish  Order  of  the  Pole  Star.  It  was 
awarded  to  him  by  the  ill-fated  King  Gustavus  III 
Adolphus,  undoubtedly  on  the  recommendation  of 
Linnaeus,  who  enjoyed  the  royal  patronage,  especially 
of  the  Dowager  Queen  Lovisa  Ulrika;  she  was  a sister 
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of  Frederick  the  Great.*  Haller’s  elevation  to  the 
nobility  occurred  in  1747,  well  before  he  left  his 
professorships  at  Gottingen.  He  was  by  heritage  an 
aristocrat,  by  nature  a conservative,  and  politically  a 
royalist.  He  owed  much  of  his  early  professional 
opportunity  to  the  bounty  of  the  Hanoverian  court. 
During  the  first  months  of  the  American  Revolution 
he  frequently  pored  over  maps  of  the  Colonies 
brought  by  his  son  from  Paris  and  would  outline  the 
strategic  moves  he  would  adopt  were  he  in  the  shoes 
of  the  British  generals  Howe  and  Burgoyne.14  It  may 
have  been  fortunate  for  the  American  cause  that  his 
ideas  were  not  communicated  to  those  commanders  in 
the  field!  A successful  outcome  of  the  Revolution, 
Haller  believed,  would  inevitably  stimulate  uprisings 
in  other  countries  or  their  colonies;  his  fears  were 
well-grounded,  for  the  storming  of  the  Bastille  was 
little  more  than  a decade  in  the  future. 

As  early  as  August,  1761  Haller  admitted  in  a note 
to  Zimmerman  that  his  “chest”  simply  would  not 
allow  him  to  do  any  more  climbing  in  the  mountains. 7 
A gouty  diathesis,  intermittent  urinary  retention,  and 
probable  mild  circulatory  failure  contributed  to  a 
decline  in  his  physical  condition.  In  May  1770,  while 
descending  a flight  of  stairs  after  making  a consulta- 
tion at  the  home  of  a local  matron,  he  suddenly 
became  dizzy  and  fell.  He  was  transiently  confused, 
vomited  once  or  twice,  and  his  speech  was  impaired. 
He  recovered  rapidly  and  insisted  that  his  fall  was 
accidental,  but  his  physicians  inclined  to  the  diagnosis 
of  a mild  stroke. 

Following  this  contretemps  Haller’s  thoughts  were 
directed  more  than  ever  toward  philosophical  and 
religious  matters.  His  youthful  writings  had  expressed 
considerable  uncertainty  about  the  validity  of  certain 
basic  Christian  doctrines.  In  an  early  poem  titled 
“Gedanken  liber  Vernunft,  iiber  Aberglauben  und 
Unglauben”  (Reflections  on  Reason,  Superstition  and 
Agnosticism)  he  attacked  the  contemporary  priest- 
hood, asserting  that  religious  ideas  arise  because  of 
awe  inspired  in  mankind  by  the  mighty  forces  of 
Nature  and  the  mysteries  of  life  and  death.43  However, 
he  decried  the  actions  of  intellectuals  who  renounced 
superstitious  beliefs  only  to  embrace  apostasy  and  his 
later  writings  were  strongly  religious  in  tone.  He 
believed  that  the  marvellous  order  of  the  physical 
universe  as  revealed  by  the  newer  discoveries  in 
astronomy  and  by  the  intricacies  of  biologic  mecha- 

*The assassination  of  Gustavus  III  Adolphus  by  conspiring  nobles 
in  1792  was  the  historical  basis  for  the  libretto  of  Verdi’s  opera,  Un 
Ballo  in  Maschera,  one  of  the  first  American  performances  of 
which  was  attended  by  President-elect  Abraham  Lincoln  on 
January  20,  1861  in  New  York,  where  he  stopped  en  route  to 
Washington  and  his  first  inauguration.  It  is  recorded  that  he 
appeared  fatigued,  preoccupied,  and  left  before  the  final  act.  The 
State  of  Georgia  had  seceded  from  the  Union  on  the  preceding 
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nisms  was  adequate  proof  for  the  existence  of  a 
Supreme  Being.  His  daughter,  Emilie,  was  certain 
that  any  lingering  doubts  that  he  may  have  enter- 
tained regarding  his  spiritual  salvation  were  resolved 
completely  before  his  death.  He  murmured  to  a 
clergyman  friend  who  prayed  at  his  bedside  during  his 
last  hours — “I  am  at  peace.”11 

In  1900  a young  surgeon  from  Johns  Hopkins 
Hospital  named  Harvey  Cushing  arrived  in  Bern  to 
visit  the  clinic  of  Theodor  Kocher  (1841-1917),  a 
leader  among  Continental  surgeons  and  a friend  of 
William  Halsted.  After  viewing  the  books,  letters, 
manuscripts  and  memorabilia  in  the  Haller  collec- 
tions, Cushing  was  moved  to  write  a lovely  tribute,  his 
first  venture  in  medical  biography.22  He  related  the 
well-known  anecdote  that  when  Haller  was  dying  on 
December  17,  1777  he  monitored  his  own  pulse, 
whispering  faintly — “It  beats,  it  beats  ...  it  still  beats 
...  I no  longer  feel  it.”  Cushing  commented  some- 
what critically: 

Aside  from  a modest  tablet  erected  by  his  descendants  on 
the  house  where  he  died  and  a pitiful  little  bronze  bust  which, 
hatless  and  wigless,  stands  shivering  in  the  Botanic  Garden, 
there  is  no  public  reminder  of  the  great  Swiss  naturalist  and 
physician. 

Fortunately,  that  glaring  deficiency  was  corrected 
several  years  later.  On  October  16,  1908  the 

bicentennial  celebration  of  Albrecht  von  Haller’s 
birth  included  the  dedication  of  a more  appropriate 
statue  situated  in  front  of  the  University  buildings.49 
The  modest  tablet  to  which  Harvey  Cushing  referred 
was  inscribed  quite  simply:  “In  this  house  lived  and 
died  Albrecht  von  Haller,  anatomist,  physiologist, 
botanist,  practicing  physician  and  poet.  Born  1708. 
Died  1777.”  From  early  childhood  onward  Haller  was 
an  exceptionally  well-organized  person.  He  wrote  that 
he  kept  a record  of  all  money  received  and  spent  from 
age  five.8  During  much  of  his  lifetime  he  made  notes 
of  the  day’s  events,  accomplishments  and  conversa- 
tions with  visitors.  Many  of  his  letters  to  friends, 
family,  colleagues,  and  especially  his  student  at 
Gottingen  and  earliest  biographer,  Johan  Georg 
Zimmerman,45  have  been  published  and  they  afford 
the  reader  considerable  insight  into  his  thoughts  on 
personal,  scientific,  political,  philosophical  and 
religious  matters.  It  seems  probable,  therefore,  that 
the  above-stated  sequence  of  disciplines — anatomy, 
physiology,  botany,  medicine  and  poetry — represents 
his  considered  evaluation  of  their  relative  merit  and 
significance  to  him.  He  has  been  termed  by  one  writer 
of  medical  history  “the  last  of  the  Encyclopedists.” 26 
Haller’s  poetry  has  earned  him  a place  of  distinction 
in  German  literary  history  while  the  brilliance  of  his 
intellect,  the  remarkable  depth  and  breadth  of  his 
knowledge,  his  tireless  industry  and  the  resulting 
enormous  volume  of  his  multifaceted  writings  have 
placed  him  among  the  leading  scientists  in  the  Age  of 
Enlightenment. 
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Reflections  from  the  Dean’s  Office 

ROBERT  U.  MASSEY,  M.D. 


The  New  Year,  however  little  regard  we  may  give  to 
the  date  of  its  turning,  compels  us  to  contemplate  time 
passing  and  to  see  where  we  have  been  and  where  we 
are  going  and  how  long  it  will  take  to  get  there.  The 
New  Year  keeps  repeating  its  entrance  after  the 
autumnal  equinox.  First  there  is  the  academic  year’s 
beginning,  the  Michaelmas  term  in  the  English 
tradition,  which  nearly  corresponds  with  Rosh 
Hashanah.  For  hospitals,  the  fiscal  year  begins  on 
October  1st,  and  now  the  Federal  Government  is  in 
step  with  that  cycle. 

The  fall  festivals  last  no  more  than  six  weeks  and 
after  Thanksgiving  comes  Advent,  the  beginning  of 
the  Christian  New  Year.  The  calendar  New  Year,  10 
days  after  the  winter  solstice,  opens  with  the  month 
named  for  the  two-faced  Roman  god  of  gates.  This 
year,  midway  between  the  solstice  and  the  vernal 
equinox,  the  Chinese  will  name  the  New  Year  the 
Year  of  the  Horse. 

Time  has  different  meanings  for  physicists,  philos- 
ophers, musicians,  and  physicians.  Those  intellectual 
meanings  give  way  to  an  intuitive  sense  of  time  for  all 
men  as  they  see  the  seasons  and  the  years  passing 
faster  and  faster,  or  until  pain,  anxiety,  or  anticipa- 
tion bring  time  to  a stop.  Time  is  not  always  the 
constant  t. 

Thomas  Mann  in  The  Magic  Mountain  tells  of 
altered  perceptions  of  time  as  life  slows  down  in  a 
tuberculosis  sanatorium;  how  time  is  no  longer 
measured  in  hours  or  days,  but  rather  in  months  and 
years,  and  how  fall  and  spring,  or  Christmas  and 
Easter,  seem  almost  simultaneous  events. 

“But  after  all,  time  isn’t  ‘actual’,”  says  the  young 
patient,  Hans  Castorp.  “When  it  seems  long  to  you, 
then  it  is  long;  when  it  seems  short,  why,  then  it  is 
short.  But  how  long,  or  how  short,  it  actually  is,  that 
nobody  knows.”1 

New  Years  are  times  for  taking  stock  of  the  past 
and  taking  pains  for  the  future.  Too  much  of  either 
can  obliterate  the  present,  and  Osier  observed  that  it 
was  good  to  live  life  in  “day  tight  compartments.” 

“To  look  back,  except  on  rare  occasions  for  stock 
taking,  is  to  risk  the  fate  of  Lot’s  wife,”  and  later, 
“The  load  of  tomorrow,  added  to  that  of  yesterday, 
carried  today  makes  the  strongest  falter.”2 

Nevertheless,  reviewing  and  stocktaking  must 
follow  from  the  admission  of  our  fallibility.  Wrong 
opinions,  bad  judgments,  and  distorted  perceptions 
are  often  more  than  additive,  and  their  load 
unrelieved  can  make  the  strongest  falter,  even  if  they 
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are  not  remembered  or  acknowledged.  The  waters  of 
Lethe  do  not  remove  the  consequences  of  yesterday’s 
errors. 

Time  is  not  the  only  concept  about  which  both 
philosophy  and  science  have  much  to  say,  where,  in 
fact,  they  may  have  complementary  things  to  say.  The 
sense  of  time  becomes  part  of  the  sense  of  pain, 
disease,  depression,  and  anxiety.  Physicians  need  to 
know  about  time  in  its  psychological  as  well  as 
physiological  sense,  and  may  learn  about  it  in 
literature  or  from  their  own  experience.  Controlling 
pain  depends  upon  paying  attention  both  to  time  t 
and  time  sensed. 

June  Goodfield,  writing  in  Science,  says  that  “all  is 
not  well  with  the  present  relationship  between  science 
and  society.”3 

We  in  medicine  know  that  all  is  not  well  with  the 
present  relationship  between  medicine  and  society. 
We  feel  the  separation  especially  because  ours  is  an 
applied  science  of  man,  caught  up  in  matters  of 
human  personality.  We  know  that,  although  science 
has  been  served  by  an  elite  more  concerned  with  truth 
and  its  own  rigorous  methodology  than  with  society’s 
wants  and  troubles,  relations  used  to  be  better. 

Goodfield  believes  that  now,  more  than  in  any 
recent  times,  perhaps  because  of  recognition  by 
society  and  science  of  ethical  imperatives  impelling 
both,  there  may  be  a better  chance  for  both  cultures  to 
understand  one  another.  She  writes: 

“Now  is  very  much  the  right  time — a delightful  time 
in  our  lives — when  it  is  splendid,  is  it  not,  to  be  able  to 
use  old-fashioned  words  such  as  ‘morality’  and  ‘honor’ 
without  a fear  of  being  sneered  at.” 

A new  year  and  a new  time  bring  a new  Zeitgeist; 
the  present  time  is  one  in  which  science  and 
philosophy  have  drawn  closer  together.  Medicine  and 
the  biomedical  sciences  have  been  responsible  for  a 
new  list  of  ethical  concerns  having  profound  philo- 
sophical implications  for  individuals  as  well  as  for 
society.  Most  of  these  are  problems  of  technology 
rather  than  of  new  knowledge.  Not  all,  however,  are 
susceptible  of  relief  by  technology;  as  in  the  matter  of 
time,  understanding  may  require  the  insights  of  art  or 
literature  to  be  added  to  what  we  know  about  clocks 
and  relativity. 
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It  is  a matter  of  urgency  that  the  membership  be  informed  that  the  AM  A 
recently  has  called  upon  all  component  state  societies  to  deeply  involve 
themselves  in  the  current  battle  for  the  containment  of  health  costs.  It  is  with 
great  pride  that  we  in  Connecticut  can  point  out  that  we  are  already  so 
involved.  On  this  very  page  last  year  Dr.  Hilliard  Spitz  called  upon 
Connecticut  so  to  act,  and  my  previous  pages  this  year  have  pointed  out  our 
planned  and  accomplished  involvement  in  this  area.  We  have  already  had 
endorsement  of  our  plan  to  institute  hospital  staff  committees  to  study  how 
doctors  can  locally  effectuate  savings  in  hospital  costs  without  impairing  the 
quality  of  medical  care  provided.  With  the  co-sponsorship  of  the 
Connecticut  Hospital  Association  we  will  by  this  time  have  had  our  second  health  cost  seminar,  this 
dealing  with  the  problems  involved  in  the  delivery  of  respiratory  therapy  in  the  hospital  setting.  Our 
Committee  on  Hospitals  has  been  charged  with  the  responsibility  for  implementing  actions  planned 
and  coordination  required,  and  the  Committee  is  taking  steps  to  accomplish  these  ends. 

We  have  had  other  priorities,  other  objectives,  other  commitments.  We  recognize  our  need  to  bridge 
gaps  with  the  CH  A and  to  cooperatively  enhance  our  effectiveness  in  dealing  with  common  problems. 
To  that  end  the  executive  committees  of  both  organizations  have  had  several  meetings  seeking  and 
implementing  ways  to  solve  these  mutual  problems.  We  co-sponsored  with  the  CNA  a meeting  on  the 
role  of  the  nurse  in  the  hospital  setting  and  we  are  continuing  our  dialogue  to  coordinate  our  roles  on 
the  medical  team.  Under  the  leadership  of  the  pharmacists  we  are  attempting  to  develop  a consortium 
of  all  health  professionals  in  the  state  to  broaden  our  cooperative  clout  in  health  affairs  at  the  State 
Legislature.  We  are  developing  a common  legislative  program  with  AEtna  and  the  Hospital 
Association  to  further  implement  our  responsibilities  to  control  the  malpractice  ogre.  We  have 
developed  an  in-depth  position  paper  on  Medicare  assignment  which  has  received  attention  from  our 
congressmen.  Senator  Weicker  and  HEW.  We  are  now  attempting  to  help  the  Committee  on  Aging 
and  the  Insurance  Commissioner  to  develop  a piggy-back  technique  for  handling  claims. 

Our  responsibility  in  the  FTC  suit  is  beginning  to  loom  larger,  particularly  since  our  attempt  to 
settle  the  case,  on  the  advise  of  the  trial  judge,  was  spurned  out-of-hand  by  the  FTC  lawyers.  The 
Council,  by  an  overwhelming  majority,  felt  that  the  professionalism  of  American  medicine  demanded 
our  continued  efforts  in  this  area.  The  Ambulatory  Care  study  report  has  been  filed  with  HEW  along 
with  the  critique  and  counter-critique.  In  that  matter  there  remains  the  responsibility  to  extract 
the  lessons  implicit  in  the  report:  that  physicians  generally  have  failed  to  provide  appropriate 
documentation,  in  their  records  of  services  provided  their  patients. 

Our  Long  Range  Planning  Committee  has  been  intensively  studying  our  Society  structure  and  has 
pointed  ways  to  increase  our  efficiency.  We  are  now  urging  those  of  our  membership  interested  in  the 
moulding  of  the  delivery  of  health  care  in  this  state  to  become  involved  with  us  in  this  task.  Since 
nominations  will  soon  be  made,  the  county  councillors  are  anxious  to  hear  from  those  willing  to  serve. 

In  the  next  few  months,  with  the  help  of  the  Auxiliary,  we  intend  to  expand  our  student  membership 
and  involve  our  interns  and  residents  in  the  affairs  of  medicine.  In  the  House  of  Delegates  of  the  AM  A 
the  voices  of  the  intern  and  resident  are  often  heard,  attentively  listened  to,  and  gratefully 
acknowledged.  We  hope  to  be  able  to  do  the  same  in  Connecticut.  We  shall  also  be  trying  to  increase 
our  AM  A membership  to  a level  not  a matter  of  embarrassment  to  our  State  Society. 

At  the  House  of  Delegates  the  Committee  on  Continuing  Education  reported  that  the  level  of 
continuing  education  of  our  members  generally  already  exceeds  reasonable  objectives.  Therefore,  the 
Committee  suggested  that  mandatory  educational  requirements  would  be  unnecessary,  although  they 
will  further  develop  opportunities  for  continuing  education  in  this  state. 

In  closing,  it  is  my  privilege  again  to  thank  Dr.  William  Richards  for  the  many  years  he  gave  the 
Society.  We  imposed  on  his  gracious  offer  to  help  till  all  but  the  last  moment  available  to  us.  Our 
search  committee,  provided  with  a plethora  of  superb  candidates,  was  successful  in  retaining  as  his 
successor,  the  former  director  of  the  Rhode  Island  Medical  Society,  Mr.  Timothy  Norbeck,  whose 
talents  should  help  make  the  future  of  this  venerable  society  a viable  and  dynamic  instrument  to  help 
shape  better  care  for  all  the  people  of  Connecticut,  always  the  goal  of  our  Society. 

Isadore  H.  Friedberg,  M.D. 

President 
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introducing  B"C  "BID 


B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 


New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  tissue  levels  can  now  be  held  much 
higher  than  was  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently  . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 
ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 


GERIATRIC  PHARMACEUTICAL  CORP. 


BOX  68,  FLORAL  PARK,  NEW  YORK  11001 


PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • TESTAND-B 
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EDITORIALS 

Intratumoral  B.C.G.  Immunotherapy: 

A New  Hope  for  Patients 
with  Lung  Cancer? 

Carcinoma  of  the  lung  remains  the  number  one 
cancer  killer  in  humans.  In  1977,  it  is  estimated  that 
more  than  80,000  people  will  die  of  this  disease  in  the 
United  States  alone.1  Unfortunately  there  is  no 
evidence  that  the  incidence  of  lung  cancer  is 
decreasing;  in  fact,  we  face  an  ever  increasing 
epidemic  of  cases  of  lung  cancer.1  Furthermore, 
evidence  indicates  that  correlated  with  changing 
patterns  of  cigarette  smoking  the  mortality  trend  for 
females  is  beginning  to  look  similar  to  that  of  males 
with  a steep  and  dramatic  recent  rise.2  Young  women, 
particularly  teenagers,  are  beginning  to  smoke  at  an 
earlier  age  than  in  the  past  and  are  smoking  more 
heavily.3 

The  five  year  survival  for  the  entire  group  of  lung 
cancer  patients  is  less  than  ten  percent.1  Conventional 
surgery,  radiotherapy  and  chemotherapy  have  not 
altered  these  statistics  markedly.  Although  surgical 
resection  is  the  best  available  form  of  therapy,  only 
one  third  of  patients  who  have  what  is  thought  to  be  a 
curative  resection  survive  five  years.1  However, 
regional  and  intratumoral  immunotherapy  appears  to 
offer  some  hope.  McKneally  and  co-workers  in 
Albany,  New  York,  recently  published  positive 
preliminary  results  of  a prospective  randomized  trial 
of  intrapleural  Bacille  Calmette  Guerin  (B.C.G.) 
immunotherapy  for  lung  cancer.4-5  Following  resec- 
tional surgery  for  carcinoma  of  the  lung,  McKneally 


and  his  colleagues  injected  107  viable  organisms  of 
B.C.G.,  an  attenuated  form  of  Mycobacterium  bovis, 
through  the  chest-tube  just  prior  to  its  removal. 
Results  after  a 36  month  median  follow-up  of  Stage  I 
patients  were  as  follows:  tumor  recurrence  was  noted 
in  15  of  35  control  subjects  and  in  only  3 of  30  B.C.G. 
treated  subjects.6  The  difference  between  the  two 
groups  is  statistically  significant  (p  < .001).  Presuma- 
bly B.C.G.,  a nonspecific  stimulator  of  both  cellular 
and  humoral  immunity,  is  taken  up  by  regional  lym- 
phatics and  lymph  nodes.  It  is  likely  that  both  B.C.G. 
activated  macrophages  and  lymphocytes  at  these 
sites  function  as  effector  cells  in  tumor  destruction.7 
B.C.G.  was  well  tolerated  with  minimal  side  effects. 
Most  patients  developed  an  influenza-like  syndrome 
with  a low  grade  fever  which  was  treated  success- 
fully with  antipyretics.4' 5 Dissemination  of  B.C.G. 
organisms  was  prevented  by  isoniazid  therapy  for  12 
weeks  starting  two  weeks  after  B.C.G.  injection.4  5 
Though  these  preliminary  results  require  confirma- 
tion, regional  (intrapleural)  immunotherapy  with 
B.C.G.  appears  to  be  beneficial  and  safe  in  treating 
Stage  I lung  cancer. 

Also,  in  a preliminary  study.  Holmes  and  co- 
workers described  the  results  of  preoperative  injection 
of  B.C.G.  through  a fine  needle  inserted  across  the 
chest  wall  into  the  lung  tumor  in  nine  patients.8  Four 
patients  developed  a small  pneumothorax,  but  none 
required  a chest-tube.  Four  developed  mild  fever 
(none  above  102°  F).  At  the  time  of  surgery,  two  to 
three  weeks  after  B.C.G.  injection,  the  pleural  space 
was  free  of  significant  adhesions  and  a granuloma- 
tous reaction  was  noted  in  the  injected  tumor  nodule 
and  regional  lymph  nodes.  All  patients  remain  free  of 
disease  after  a mean  follow-up  of  five  months. 
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At  Yale  University  School  of  Medicine,  a study 
supported  by  the  National  Cancer  Institute  is  being 
conducted  to  evaluate  the  efficacy  of  intratumoral 
B.C.G.  in  prolonging  survival  of  lung  cancer  patients. 
B.C.G.  is  injected  directly  into  the  tumor  via  a fine 
needle  inserted  through  the  fiberoptic  bronchoscope. 
Previous  studies  in  other  cancers  have  shown  that  for 
best  results  B.C.G.  should  be  administered  directly 
into  the  tumor  or  at  a site  close  to  the  tumor.4  5- 8 It  is 
for  this  reason  that  intratumoral  injection  of  B.C.G. 
has  been  chosen  for  the  Yale  study. 

The  Yale  protocol  is  limited  currently  to  patients 
with  lung  tumors  which  appear  surgically  resectable. 
For  previous  studies  have  shown  that  when  the  tumor 
burden  is  large,  there  is  no  improvement  in  survival 
following  B.C.G.  therapy.4  5 When  a patient  with 
potentially  resectable  lung  cancer  is  identified,  his 
physician  is  urged  to  contact  the  B.C.G.  Lung  Cancer 
Study  Center  at  Yale  New  Haven  Hospital  (203436- 
1578  or  436-1639). 

Richard  A.  Matthay,  M.D. 

Pulmonary  Section 

Department  of  Internal  Medicine 

Yale  University  School  of  Medicine 
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New  Diagnostic  Imaging  Techniques: 
Questions  for  the  Future 

Recent  technological  advances  have  led  to  the 
proliferation  of  new  diagnostic  imaging  techniques. 
The  widespread  application  of  computerized  tomog- 


raphy, ultrasonography,  and  radionuclide  imaging 
has  generated  considerable  controversy  among 
patients,  physicians,  legislators,  and  health  delivery 
agencies.  Although  these  innovative  methods  may 
provide  useful  insights  into  perplexing  clinical 
problems,  their  competitive  nature  and  cost,  and  the 
possible  risk  associated  with  their  use  raise  questions 
that  need  to  be  addressed. 

The  new  imaging  techniques  allow  localization  and 
detailed  definition  of  anatomic  abnormalities  and 
pathophysiologic  events.  Previously,  such  processes 
were  diagnosed  predominantly  by  invasive  radiologic 
methods  or  by  exploratory  surgery,  both  of  which 
have  well-known  complications.  The  new  modalities 
are  for  the  most  part  noninvasive  and,  thus,  offer 
significant  advantages  over  conventional  approaches. 
Unfortunately,  the  short  and  long  term  risks  of  these 
imaging  procedures  have  not  been  well  defined.  The 
use  of  computerized  tomography  for  screening 
asymptomatic  adults  or  for  evaluating  children  with 
congenital  heart  disease  may  be  proposed  in  the 
future  and  inevitably  will  generate  extensive  debate. 
However,  should  we  expect  tomography  to  identify 
occult  neoplasms  with  high  accuracy  before  they 
become  evident  clinically?  With  instrumentation 
available  today,  this  seems  unlikely.  However,  should 
it  become  possible,  would  the  tremendous  cost  to 
society  be  worthwhile? 

Based  upon  available  controlled  studies,  the  clinical 
utility  of  diagnostic  imaging  has  been  well  established. 
However,  as  the  number  of  diagnostic  alternatives 
grows,  the  need  for  comparative  efficacy  studies  also 
increases.  For  a particular  clinical  presentation,  which 
test  should  we  choose?  In  the  course  of  our  diagnostic 
investigation,  when  should  the  test  be  performed?  Are 
there  logistic  and  temporal  advantages  of  one 
technique  over  others?  Physicians  responsible  for 
patient  management  need  to  know  how  much  they 
can  expect  from  each  study.  How  reliable  and  precise 
are  the  results  in  a particular  institution?  What  are  the 
false-positives  and  false-negatives?  What  are  the 
sensitivity  and  specificity  of  the  technique  for 
detection  of  a particular  lesion?  Will  combined 
imaging  studies  improve  either  sensitivity  or  specif- 
icity? 

It  would  seem  that  a carefully  planned  diagnostic 
scheme  would  lead  to  more  rapid  and  accurate 
diagnosis.  For  example,  early  identification  of  an 
abdominal  abscess  in  a febrile  patient  should  allow 
better  medical  and  surgical  management.  But  the 
critical  issue  is  whether  or  not  early  diagnosis  will 
affect  a patient’s  hospital  stay,  quality  of  life,  or 
survival.  It  is  unclear  whether  precise  definition  of  a 
pancreatic  carcinoma  will  affect  a patient’s  ultimate 
prognosis.  Hopefully,  efficacy  studies  which  are 
presently  underway  will  provide  meaningful  data  that 
will  help  us  answer  these  important  questions. 
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Diagnostic  imaging  has  become  an  integral  part  of 
the  practice  of  medicine  only  within  the  past  decade. 
The  original  technical  description  of  the  scintillation 
camera  appeared  in  1 958, 1 and  the  first  studies  on  its 
clinical  applications  were  not  published  until  the  mid- 
1960’s.2  Descriptions  of  computerized  tomography3 
and  gray-scale  ultrasonography  were  reported  only 
within  the  past  five  years.  As  experience  with  these 
techniques  grows  and  as  instrumentation  is  updated, 
we  must  assure  ourselves  that  these  advances  are 
accompanied  by  evidence  supporting  their  advantages 
over  more  conventional  and  often  less  costly  methods. 

In  this  issue  of  Connecticut  Medicine,  Dr.  Bruce 
Simonds  presents  a careful  overview  of  ultrasound 
imaging  of  the  abdomen.  During  the  coming  months, 
the  Journal  will  publish  a series  of  problem-oriented 
articles  on  noninvasive  diagnostic  imaging,  particu- 
larly on  ultrasonography.  These  reviews  will  empha- 
size the  applications  of  diagnostic  imaging  to  common 
clinical  problems  and  hopefully  will  provide  answers 
to  some  of  the  questions  posed. 

Harvey  J.  Berger,  M.D. 

Department  of  Diagnostic  Radiology 
Yale  University  School  of  Medicine 
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Physicians  and  the  Press 

Senator  Hubert  Humphrey,  on  October  7,  1977, 
underwent  a radical  cystectomy  for  cancer  at  the 
Sloan-Kettering  Memorial  Institute  in  New  York. 
“Two  days  later,  the  Senator  and  his  wife  were 
shocked  to  read  in  the  newspapers  that  he  was 
probably  going  to  die,”  reported  the  AMNews  on 
November  21,  1977. 

His  illness,  along  with  that  of  other  public  figures, 
was  discussed  at  a recent  meeting  of  the  American 
Association  of  Medical  Colleges  by  a panel  including 
T.  Gerald  Delaney,  Public  Relations  Director  at 
Sloan-Kettering,  Victor  Cohn,  science  reporter  for  the 
Washington  Post,  and  Barbara  Culliton  from 
Science.  Delaney  criticized  the  reporting  of  Senator 
Humphrey,  particularly  by  Victor  Cohn,  for  “lack  of 


tact  and  compassion”  by  including  cold,  impersonal 
statistics  of  survival  of  cancer  of  the  bladder  with 
nodal  involvement.  Both  Cohn  and  Culliton  defended 
their  use  of  statistics  as  essential  to  “good  journal- 
ism,” stating  that  it  was  necessary  for  the  public  to 
know  details  and  prognoses  of  illnesses  of  its  elected 
leaders. 

Ever  since  the  secretive  handling  of  Franklin  D. 
Roosevelt’s  illness,  almost  everyone  agrees  that 
presidential  and  vice  presidential  candidates  and 
incumbents,  at  least,  should  disclose  their  health 
status  to  the  people.  John  F.  Kennedy,  however, 
concealed  that  he  was  taking  cortisone  for  “an 
Addisonian  condition.”  Nor  did  Johnson  reveal  that 
he  had  had  a skin  cancer  removed  lest  the  public  be 
unduly  concerned  over  the  diagnosis  of  cancer. 
Though  it  can  reasonably  be  argued  that  this 
information  should  have  been  made  known,  it  is 
significant  that  the  physicians  involved  did  not  report 
anything  to  the  press.  This  is  as  it  should  be.  A 
physician’s  obligation  of  confidentiality  for  his 
patient,  including  even  a president,  has  the  highest 
priority.  Every  physician  accepts  this  ethical  concept 
dating  back  to  the  Hippocratic  Oath.  It  is  even 
protected  now  in  our  country  by  law  as  the  right  to 
privacy. 

President  Eisenhower’s  philosophy  was  that  the 
public  was  entitled  to  know  his  complete  health 
status.  Not  only  were  diagrammatic  details  of  his 
surgical  operations  spread  across  the  pages  of 
newspapers  throughout  the  country,  but  the  bulletins 
of  his  routine  annual  physical  examination  even 
included  the  rectal  examination  with  description  of 
his  prostate. 

The  issue  here  is  specifically  the  role  of  the 
physician  acting  as  the  reporting  intermediary 
between  public  officials  and  their  families  as  his 
patients  and  the  media. 

Assuming  that  the  public  is  entitled  to  know  about 
the  president  and  the  vice  president,  what  about  their 
families?  And  about  lesser  elected  officials,  such  as 
senators?  And  their  families,  such  as  Senator 
Kennedy’s  wife  and  son?  Recently,  Mrs.  Carter  had  a 
D & C,  but  the  media  were  told  it  was  a, private 
matter.  A nationally-known  science  reporter,  how- 
ever, believed  the  public  was  entitled  to  know  her 
diagnosis.  After  all,  what  if  the  operation  were  done 
for  an  abortion,  significant  in  view  of  the  President’s 
stand  on  abortion? 

The  issue  can  best  be  focused  on  cancer  for  reasons 
that  hardly  need  elaboration;  President  Johnson 
reflected  its  unique  problems  by  choosing  not  to 
report  even  a cancer  of  the  skin.  This  then  involves  the 
cases  of  Senator  Humphrey,  Mrs.  Ford,  and  Mrs. 
Rockefeller.  Though  the  American  Cancer  Society 
was  ecstatic  in  the  publicity  generated  by  the 
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reporting,  particularly  of  Mrs.  Ford  and  Mrs. 
Rockefeller,  for  its  educational  value,  the  details  in 
the  media  were  to  many  people  lacking  in  compassion 
and  cruel — as  it  also  was  to  Senator  Humphrey  and 
his  family  when  the  full  impact  of  their  consent 
appeared  in  the  newspapers  after  his  operation  at  the 
Sloan-Kettering. 

Though  all  three  apparently  gave  their  consent,  was 
it  completely  informed?  Did  each  understand  that 
details,  even  about  lymph  node  involvement,  were  to 
be  given  to  the  press — from  which  competent  science 
reporters  would  publicize  the  prognosis?  In  Mrs. 
Ford’s  case,  for  example,  even  though  her  surgeon 
may  not  have  told  her  prognosis  according  to  the 
statistical  numbers,  she  was  able  to  read  it  in  the 
newspapers  from  information  he  gave  to  the  media — 
that  two  of  the  30  nodes  he  removed  contained 
cancer. 

In  Mrs.  Rockefeller’s  case,  anatomical  details  of  the 
operation  were  also  given — that  hers  was  a “modified 
radical,”  without  removal  of  the  pectoral  muscles  as 
in  Mrs.  Ford’s  case.  The  press,  of  course,  for  “good 
journalism”  reported  the  pros  and  cons  of  the  two 
procedures,  some  even  implying  that  the  radical 
operation  on  Mrs.  Ford  was  not  necessary. 

But  what  should  the  role  of  the  physician  be  in  such 
reporting?  First,  it  seems  that  all  physicians  should  be 
acutely  aware  of  the  importance  of  confidentiality 
between  patient  and  physician,  and  the  reflection  of 
this  ethical  concept  in  the  law  as  the  right  of  privacy. 
We  should  also  keep  in  mind  the  purpose  of  such 
reporting — that  it  is  only  to  inform  the  public  of 
illnesses  of  our  elected  leaders  that  may  affect  their 
capacity  to  properly  carry  on  the  affairs  of  govern- 
ment. 

Though  guidelines  have  not  been  formulated  by 
political  leaders,  by  the  medical  profession,  or  by  the 
public,  I believe  that  publicizing  illnesses  has  gone  too 
far,  as  evidenced  by  reporting  in  cruel  detail  the 
illnesses  of  the  families  of  political  leaders.  I believe 
that  it  was  Mrs.  Carter’s  unquestioned  right  to  keep 
the  diagnosis  of  her  operation  private  and  confiden- 
tial, even  the  fact  of  it  and  even  though  she  is  the 
President’s  wife. 

1 believe  it  was  neither  necessary  nor  advisable  for 
the  attending  physicians  to  give  details  of  the 
operations  of  Mrs.  Ford  and  of  Mrs.  Rockefeller, 
especially  about  the  nodes.  If,  however,  such  patients 
wanted  details  to  be  given,  beyond  the  generic 
diagnosis  of  cancer  and  the  operation  of  mastectomy, 
they  should  not  be  given  by  a physician,  but  by  the 
public  relations  director. 

Though  I would  not  classify  having  given  such 
details  by  the  physicians  as  unethical,  I would  suggest 
that  they  preface  their  press  conferences  by  stating 
that  the  information  they  were  to  give  was  being  given 


by  the  express  desire  and  with  the  consent  of  the 
patients,  and  further,  that  under  ordinary  circumstan- 
ces, the  code  of  ethics  of  the  profession  prohibits  them 
from  giving  any  information  whatsoever,  except  as 
desired  and  consented  to  by  the  patients. 

The  time  has  come  for  the  medical  profession  to 
resist  the  erosion  of  the  concept  of  confidentiality  and 
right  to  privacy  in  our  country. 

Fred  Fabro,  M.D. 

Legislation  ad  Absurdum 

It  is  not  only  the  Federal  and  State  governments 
which  produce  the  ensnarling  maze  of  legislative 
confusion.  We  tend  to  do  it  ourselves,  sometimes  with 
the  very  best  of  intentions.  Many  county  and  state 
societies  have  jumped  on  the  bandwagon  and  enacted 
regulations  requiring  a definite  number  of  hours  of 
continuing  medical  education  over  a one  or  three  year 
period.  The  direct  result  of  this  good  intention  was  for 
the  hucksters  and  travel  agencies  to  climb  aboard  and 
now  we  are  bombarded  daily  with  notices  of  meetings 
near  and  afar,  on  every  possible  subject,  and  all  at 
fancy  prices.  The  profit-makers  have  taken  over  and 
crass  commercialism  is  making  itself  evident  as  a 
partner  of  continuing  medical  education.  What  has 
happened  to  the  time  when  a physician  was  honored 
to  be  asked  to  come  and  talk  before  his  colleagues  and 
when  he  either  refused  the  honorarium  or  turned  it 
over  to  his  hospital’s  library  fund? 

Similarly  we  have  seen  regulations  in  our  own 
institutions  which  are  feeble  and  puny  attempts  to 
legislate  against  the  wayward,  incompetent  or  unfit 
physician.  Most  of  these  regulations  backfire  badly 
and  would  fall  before  the  most  miniscule  legal 
onslaught  if  ever  tested.  Have  we  forgotten  that 
superior  medical  care  results  from  the  pride  of  the 
individual  physician  in  the  skillful  performance  of  his 
art  and  not  from  computerized  scores,  rules  or 
regulations?  We  have  alphabet  agencies,  acronyms 
and  other  Orwellian  organizations  and  all  that  they 
have  succeeded  in  doing  is  to  drive  higher  the  cost  of 
medical  care  which,  incidentally,  is  blamed  on  the 
physic  ian. 

It  is  probably  too  late  to  turn  the  tide  against  the 
specious  piety  of  the  consumerists  who  are  spearhead- 
ing these  drives  to  absurdity  but  we  must  continue  to 
hold  firm  to  those  principles  of  personal  patient  care 
which  will  be  destroyed  if  we  succumb  completely  to 
their  wishes  for  mass-produced,  impersonal  medical 
service.  You  cannot  legislate  morality;  you  cannot 
legislate  good  medical  care. 

Merrill  B.  Rubinow,  M.D. 

President 

Hartford  County  Medical  Association 
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With  the  exception  of  a few  high-priority  items. 
Congress  has  finished  its  business  for  this  year.  Still  to 
be  completed  this  session  are  boosts  in  Social  Security 
taxes,  the  Administration’s  energy  bill,  and  the 
Health,  Education  and  Welfare  Department  appro- 
priation bill.  A few  other  measures  might  make  it 
through  during  the  bobtailed,  every-three-days  work 
schedule.  Most  hearings  are  over.  Most  Congressmen 
have  gone  home. 

Among  the  health  measures  definitely  put  off  until 
next  year  are  the  Administration’s  disputed  hospital 
cost  containment  plan,  the  clinical  laboratories  bill 
extending  federal  authority,  and  a revision  of  the 
Nation’s  drug  laws. 

One  of  the  final  bills  approved  by  the  lawmakers 
during  their  regular  session  was  an  18-month 
postponement  of  the  proposed  ban  on  saccharin  by 
the  Food  and  Drug  Administration.  Under  the 
legislation,  saccharin  products  must  bear  labels 
warning  that  the  product  has  caused  cancer  in  test 
animals. 

Another  last-minute  approval  was  for  a one-year 
extension  of  the  special  pay  provisions  for  Veterans 
Administration  physicians. 

The  conference  report  on  legislation  to  help  rural 
health  clinics  by  allowing  Medicare  and  Medicaid 
reimbursement  for  physician  extender  services  was 
hung  up  for  most  of  the  month,  but  finally  approved 
by  both  Houses — thus  clearing  it  for  the  President’s 
signature. 

In  a somewhat  unexpected  action,  House  and 
Senate  conferees  reached  last-minute  agreement  on 
the  controversial  medical  school  capitation  quid  pro 
quo  for  admission  of  foreign-trained  U.S.  students. 
The  compromise  will  repeal  that  condition  after  one 
year,  but  require  a 5 percent  increase  in  third-year 
enrollment  in  the  meantime. 

The  major  reason  for  the  odd  recess  arrangement  is 
the  lengthy  hassle  over  President  Carter’s  sweeping 
energy  program. 

Unlike  an  election  year  when  a new  Congress 
convenes,  the  second  session  of  the  same  Congress 
merely  takes  up  where  it  left  off.  There  is  no  need  to 
reintroduce  bills  and  start  all  over  again. 

**** 

The  American  Medical  Association,  the  American 
Hospital  Association,  and  the  Federation  of  Ameri- 
can Hospitals  have  accepted  an  unusual  challenge 
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from  Congress  and  agreed  to  develop  a voluntary 
hospital  and  health  care  cost  containment  program. 

The  challenge  was  posed  by  Rep.  Dan  Rostenkow- 
ski  (D-Ill.),  Chairman  of  the  House  Ways  and  Means 
Subcommittee  on  Health.  In  a House  speech,  the 
lawmaker  conceded  that  Congress  would  not  be  able 
to  resume  deliberations  on  the  Administration’s 
controversial  cost  containment  proposal  until  next 
February. 

During  this  brief  grace  period,  he  said,  the  three 
major  provider  organizations  should  take  the  initia- 
tive “and  effectively  and  significantly  restrain  cost 
increases  on  a voluntary  basis.” 

Government  intervention  and  the  imposition  of 
controls  “should  be  a last  resort,”  asserted  Rosten- 
kowski,  raising  the  possibility  that  the  Administra- 
tion’s plan  for  a nine  percent  “CAP”  on  hospital 
revenue  increases  might  be  in  deep  trouble  if  the 
private  sector  satisfies  the  lawmakers  in  the  interim. 

James  H.  Sammons,  M.D.,  Executive  Vice  Presi- 
dent of  the  AMA;  President  John  Alexander 
McMahon  of  the  AHA;  and  Director  Michael 
Bromberg  of  the  FAH  made  the  following  joint 
statement: 

“Our  three  organizations,  at  the  instruction  of  our 
respective  officers,  are  beginning  now  to  organize  a 
national  steering  committee  of  hospital  people, 
doctors,  insurers,  consumers  and  others  with  a major 
stake  in  hospital  cost  containment.  We  will  ask  this 
committee,  which  we  expect  to  have  its  first  meeting 
within  the  next  several  weeks,  to  develop  the  goals 
and  mechanisms,  first,  of  a voluntary  program  to 
reduce  the  rate  of  increase  in  hospital  costs,  and, 
second,  of  a voluntary  program  to  reduce  the  rate  of 
increase  in  health  care  costs  as  a whole.  We  will  also 
encourage  the  development  of  similar  steering 
committees  at  the  state  level  to  help  implement  these 
programs.” 

Eater  it  was  announced  that  the  national  steering 
committee  would  meet  in  December  to  draft  guide- 
lines to  restrain  hospital  cost  increases. 

“The  primary  enforcing  power  in  the  program  will 
be  public  accountability,  said  Director  Michael 
Bromberg  of  the  FAH.  The  AMA  and  the  AHA  have 
launched  a voluntary  program  in  hopes  of  averting  a 
federal  “CAP”  on  hospital  revenues.  Bromberg  told 
the  Washington  Business  Group  on  Health  that 
hospitals  “that  fail  to  meet  the  screening  criteria  will 
be  listed  periodically.  The  review  and  findings  of 
industry  committees  at  the  state  level,  as  to  the 
justification  for  each  hospital’s  exceeding  the  screen, 
will  be  made  public.” 
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Bromberg  said  the  anticipated  publicity  attendant 
on  any  hospital  which  fails  to  stay  within  the  screen 
and  the  public  exposure  of  the  reasons  why  is 
expected  to  provide  a substantial  incentive  to  a 
hospital  to  restrain  its  charge  increases. 

The  FAH  leader  emphasized  his  belief  in  the 
private  sector’s  ability  to  devise  a workable  alternative 
to  an  “arbitrary  CAP”  and  to  engage  in  voluntary 
enforcement  of  such  a plan. 

“If  we  fail,”  he  said,  “then  government  will  take 
even  more  control  of  the  health  system.  If  we  don’t 
bite  the  bullet,  government  will  assume  management 
responsibilities  from  health  providers,  insurers  and 
industry.  The  result  will  be  more  inflation  and  less 
quality.” 

* * * * 

The  federal  government  plans  a major  campaign  to 
urge  the  American  public  to  seek  opinions  on  surgery. 

The  unusual  and  precedent-setting  program  involv- 
ing patients’  dealings  with  physicians  will  be  conduct- 
ed by  the  HEW  Department.  Both  Medicare  and 
Medicaid  programs  will  be  geared  to  encourage 
second  opinions. 

The  policy  was  announced  by  Hale  Champion, 
HEW  Under  Secretary,  before  the  House  Commerce 
Subcommittee  on  Oversight  and  Investigations.  The 
subcommittee,  headed  by  Rep.  John  Moss  (D-Calif.), 
has  been  holding  hearings  this  year  and  issuing 
reports  charging  there  is  much  unnecessary  surgery  in 
the  United  States. 

Champion  told  Moss  “you  have  been  right.” 

“Comparisons  with  prepaid  delivery,  geographic 
variations  in  rates  of  surgery,  and  historical  trends  all 
point  to  the  fact  that  there  is  more  surgery  in  the 
United  States  today  than  there  ought  to  be,”  said 
Champion. 

“Accordingly,  we  are  going  to  begin  a major  effort 
to  encourage  the  American  public,  and  especially  our 
own  beneficiaries,  immediately  to  seek  second 
opinions,”  he  testified. 

The  Department  has  been  instructed  to  remove  the 
remaining  legal  barriers  to  patient-elected  second 
opinions  in  Medicare.  States  will  be  requested  to 
implement  as  quickly  as  possible  active  second 
opinion  programs  for  Medicaid. 

If  two  physicians  disagree.  Medicare  will  pay  for  a 
third  opinion  if  the  patient  desires  one,  according  to 
HEW. 

At  present  Medicare  will  pay  for  a second  surgical 
opinion  if  the  physician  agrees  to  the  advisory  or 
orders  it.  But  the  physician’s  acceptance  is  at  present 
mandatory.  In  the  future  the  patient  would  be 
reimbursed  for  a second  opinion  if  the  initial 
physician  believes  it  unnecessary. 

One  question  to  be  answered  is  whether  the  patient 
must  receive  a negative  response  on  a second  opinion 
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from  the  first  physician,  or  simply  could  go  off  on  his 
own  to  get  a second  opinion  without  even  asking  the 
physician. 

Champion  also  told  the  Moss  Subcommittee  he  will 
ask  professional  standards  review  organizations 
(PSROs)  “to  move  aggressively  into  review  of  surgical 
services.” 

Champion  said  that  with  the  advice  of  the  National 
PSRO  Council,  “We’re  going  to  develop  criteria  for 
ten  of  the  most  common  surgical  procedures  and 
distribute  them  to  the  PSRO’s  by  this  February.”  By 
January  1979,  criteria  for  75  percent  of  the  most 
common  surgical  procedures  within  each  specialty 
will  be  prepared,  he  said. 

“We  will  do  our  best  to  see  that  these  criteria  are 
specific  and  measurable,  and  applied  without  unrea- 
sonable modification  by  the  local  PSROs,”  the  official 
told  the  Subcommittee. 

* * * * 

Rep.  Tim  Lee  Carter,  M.D.,  (R-Ky.)  has  intro- 
duced legislation  sought  by  the  AM  A dealing  with 
funding  for  residencies  in  preventive  medicine  and 
labelling  of  prescription  drug  containers. 

The  labelling  bill  would  require  that  drug  contain- 
ers as  dispensed  to  patients  carry  the  established  or 
trade  name  together  with  the  quantity  and  strength  of 
the  drug.  The  AM  A said  that  in  cases  of  medical 
emergency  it  is  often  important  for  attending  medical 
personnel  to  know  the  name,  strength  and  contents  of 
any  drugs  a patient  is  taking. 

Under  the  bill  introduced  by  Dr.  Carter,  ranking 
GOP  member  of  the  House  Commerce  Subcommittee 
on  Health,  an  exception  to  the  labelling  is  provided 
when  the  physician  decides  that  for  medical  or 
emotional  reasons  it  is  in  the  best  interest  of  the 
patient  that  the  information  not  be  made  known  to 
him  or  indirectly  to  the  patient’s  family  or  associates. 

The  other  bill  introduced  by  Rep.  Carter  calls  for 
an  amendment  to  the  Health  Manpower  Law  to 
provide  funding  for  residencies  in  preventive  medi- 
cine. Specific  program  funding  for  such  residencies 
was  not  included  in  the  Health  Manpower  Law  as 
passed. 

The  AM  A said  these  residency  programs  are  very 
dependent  on  outside  funding  because  they  generate 
little  patient  income  to  support  their  activities.  The 
increased  focus  on  preventive  medical  care  makes  it 
important  that  these  residency  programs  continue, 
according  to  the  AMA.  The  bill  would  provide  federal 
funds  for  approved  residency  programs  in  preventive 
medicine  and  would  also  provide  traineeships  for 
those  physicians  participating. 

* * * * 

The  AMA  has  recommended  that  the  Administra- 
tion propose  increased  funding  for  programs  emphas- 
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izing  preventive  health  care  and  promote  cost 
effective  delivery  of  services. 

More  federal  funds  were  sought  for  venereal  disease 
control,  migrant  and  Indian  health  care,  family 
planning  and  immunization  programs  for  diseases 
such  as  polio  and  measles,  prevention  and  treatment 
of  mental  disorders  and  alcoholism. 

In  a letter  to  the  White  House  Office  of  Manage- 
ment and  Budget,  the  AM  A asked  that  its  recommen- 
dations be  incorporated  into  President  Carter’s  fiscal 
1979  budget  slated  to  be  sent  to  Congress  early  next 
year. 

Largest  recommended  increase  was  $250  million  for 
National  Institutes  of  Health  disease  and  injury 
research  and  treatment  programs.  The  AMA  also 
asked  increases  for  services  to  older  Americans,  for 
prevention  and  treatment  of  mental  disorders,  for 
health  services  to  mothers  and  children,  for  health 
care  for  Indians,  and  for  alcoholism. 

* * * * 

President  Carter  has  signed  into  law  good  news  for 
medical  students  on  federal  scholarships.  Their 
stipends  will  now  be  freed  from  federal  income 
taxation. 

The  exemption  applies  both  to  Armed  Services 
health  professions  scholarships  as  well  as  the  Public 
Health  Service’s  National  Health  Service  Corps 
scholarship  program.  Some  10,000  medical  students 
get  a break  as  a result. 

The  exemption  had  been  urged  by  the  AMA  and 
was  spearheaded  through  Congress  by  Sen.  Robert 
Dole  (R-Kans.)  and  Rep.  James  Jones  (D-Okla.). 
Rep.  Tim  Lee  Carter  (R-Ky.)  strongly  supported  the 
legislation  that  was  also  introduced  by  Rep.  Martha 
Keys  (D-Kans.). 

* * * * 

There  are  no  big  differences  between  generic  and 
brand  drugs  according  to  the  Commissioner  of  the 
Food  and  Drug  Administration  Donald  Kennedy, 
PhD.  Dr.  Kennedy  told  the  Senate  Monopoly 
Subcommittee  that  some  of  the  larger  pharmaceutical 
houses  frequently  buy  products  from  smaller  generic 
producers  and  sell  them  under  the  larger  firm’s  brand 
name. 

“Drug  marketing  follows  many  patterns,”  Dr. 
Kennedy  said.  “A  formulator  may  make  a product, 
and  sell  it  only  under  his  own  label;  he  may  also  have 
a trade  name  and  a generic  line  selling  it  both  ways. 
He  may  also  sell  this  product  to  other  drug  firms;  or 
have  them  make  the  product  for  him.  So  a formulator 
may  also  be  a repacker,  or  an  own-label  distributor  at 
different  times  under  different  circumstances.  To  give 
an  idea  of  the  number  of  firms  producing  drugs. 


ampicillin,  a widely  used  antibiotic,  available  under 
224  product  labels,  is  produced  by  only  24  formula- 
tors;  219  conjugated  estrogen  products  are  produced 
by  45  manufacturers.” 

Dr.  Kennedy  said  that  drug  firms  frequently  lease 
the  facilities  of  different  firms  for  the  manufacture  of 
various  products  which  may  still  be  marketed  under  a 
brand  name. 

The  Commissioner  told  Senator  Gaylord  Nelson 
(D-Wis.),  that  evidence  from  the  FDA’s  250,000 
annual  drug  inspections  shows  that  “only  a small 
percentage  of  drugs  are  not  in  compliance  with 
compendial  or  application  specifications  ...  we  also 
find  no  evidence  of  widespread  differences  between 
the  products  or  large  and  small  firms  or  between 
brand  name  and  generic  products.” 

* * * * 

The  Carter  Administration’s  new-found  love  affair 
with  health  maintenance  organizations  (HMOs),  an 
old  flame  of  the  Nixon  Administration — is  flourish- 
ing. 

HEW  Secretary  Joseph  Califano  is  inviting  500 
large  corporation  representatives  to  Washington, 
D.C.,  Feb.  7 to  make  a pitch  for  their  establishment  of 
HMOs  for  their  employees  to  replace  fee-for-service, 
regular  health  insurance  plans. 

He  made  the  announcement  at  the  ceremony  in 
New  York  City  certifying  the  huge,  3.25  million- 
member-Kaiser-Permanente  prepaid  health  plan  as  an 
HMO.  As  a result,  Kaiser  becomes  eligible  for  certain 
federal  loans  and  loan  guarantees  and  has  an  easier 
job  dealing  with  Medicare  and  Medicaid  contracts 
with  the  government. 

In  addition  to  meeting  with  corporations,  Califano 
is  expected  to  sit  down  with  labor  leaders  to  urge 
them  to  push  HMOs  in  conjunction  with  the 
management  effort. 

In  the  drive  to  promote  establishment  of  the 
prepaid  plans,  Califano  said  HEW  has  cut  qualifica- 
tion time  for  new  HMOs  by  almost  40  percent  by 
assigning  extra  staff  and  streamlining  the  paper  work. 

* * * * 

Total  national  health  expenditures  including 
government  contributions,  were  20  percent  greater 
per  capita  for  the  more  affluent  than  for  the  poor,  and 
almost  60  percent  greater  for  whites  than  for  racial 
minorities,  a government  report  says. 

Per  capita  health  care  expenditures  averaged  $258 
for  a white  individual,  $162  for  a minority,  $265  for  a 
person  above  the  poverty  line,  and  $213  for  a poor 
person  according  to  a HEW  study. 
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AMANTADINE  HYDROCHLORIDE 
REDUCES  VIRAL  INFECTION 

During  an  epidemic  of  the  Hong  Kong  flu  in  1968, 
amantadine  hydrochloride,  a proven  antiviral  drug, 
was  administered  in  a controlled  study  and  found  to 
significantly  reduce  infection  and  illness  among  an 
unvaccinated  population.  This  finding,  by  grantees  of 
the  National  Institute  of  Allergy  and  Infectious  Dis- 
eases (NIAID),  supports  other  evidence  that  amanta- 
dine offers  protection  against  influenza  A viruses,  the 
group  of  viruses  responsible  for  most  flu  epidemics 
including  “swine  flu.” 

Every  ten  years  or  so,  a new  influenza  A virus,  with 
different  antigens  produces  a world-wide  epidemic. 
The  virus  responsible  for  the  Hong  Kong  flu  epidem- 
ic was  just  such  a deviant,  as  is  the  virus  called 
“swine  flu.”  Most  people  have  no  immunity  to  a new 
virus,  and  when  it  appears,  it  often  does  so  quickly 
and  unexpectedly,  leaving  little  time  for  mass  pro- 
duction and  distribution  of  a new  vaccine. 

In  the  event  of  an  epidemic,  one  approach  to  pro- 
tecting an  unvaccinated  or  inadequately  vaccinated 
population  would  be  to  administer  a fast-acting,  pro- 
tective drug,  or  chemoprophylactic  (in  this  case, 
amantadine  hydrochloride)  before  exposure  to  infec- 
tion. 

Amantadine  hydrochloride  has  been  largely  used  to 
control  the  symptoms  of  Parkinson’s  disease,  but  its 
antiviral  properties  have  been  recognized  for  some 
time.  Its  precise  mode  of  action  is  still  unknown,  but  it 
probably  either  prevents  entry  of  the  virus  into  the  cell 
or  prohibits  growth  of  the  new  virus. 

In  the  reported  study,  the  scientists  tested  the  effec- 
tiveness of  amantadine  hydrochloride  against  influen- 
za A on  105  college-age,  unvaccinated  students,  85 
percent  of  whom  had  no  detectable  immunity  against 
the  newly  emerged  influenza  virus.  The  students  were 
divided  into  two  groups,  treated  and  untreated,  and 
were  followed  for  three  separate  periods,  lasting  18, 
16,  and  ten  days.  The  treated  group  received  oral 
amantadine  twice  daily  during  the  first  period,  then 
alternated  with  the  untreated  group  for  the  third  peri- 
od. When  the  students  left  campus  during  the  second 
period,  neither  group  received  treatment. 

During  the  two  treatment  periods,  daily  symptoms 
of  respiratory  disease  were  recorded.  Before  and  after 
each  period,  serum  samples  were  taken  to  determine 
antibody  response,  and  thus,  infection.  A respiratory 
illness  was  classified  as  influenza  when  a four-fold  rise 
in  specific  serum  antibody  was  noticed. 

I he  researchers  found  that  when  amantadine  was 
given,  influenza  antibody  levels  were  reduced  by  64 


percent  among  those  who  became  infected.  They  also 
found  that  the  number  of  students  infected  was  re- 
duced. While  receiving  amantadine,  during  either 
treatment  period,  nine  percent  of  the  susceptible  stu- 
dents became  infected  with  only  three  out  of  90  actu- 
ally developing  symptoms.  Among  those  who  were 
not  treated,  17  percent  of  the  susceptible  students 
became  infected  and  ten  out  of  88  became  ill. 

The  study  also  confirmed  the  fact  that  amantadine’s 
protection  ceases  when  the  drug  is  discontinued. 
When  neither  group  received  amantadine,  the  pre- 
viously treated  group  came  down  with  a significantly 
greater  number  of  infections  than  the  untreated 
group.  Based  on  this  result,  the  researchers  suggest 
that  when  vaccine  is  not  available,  amantadine  be 
continued  until  influenza  is  no  longer  prevalent,  often 
four  to  six  weeks  from  the  start  of  the  epidemic. 

Although  relatively  non-toxic,  amantadine  hy- 
drochloride can  cause  undesirable  side  effects,  affect- 
ing the  central  nervous  system,  when  used  for  long 
periods  of  time.  To  avoid  these  effects  and  to  optimize 
protection,  the  researchers  emphasize  the  importance 
of  combining  amantadine  with  a vaccine,  continuing 
the  drug  for  two  to  three  weeks  after  vaccination. 
Previous  studies  have  shown  that  amantadine  in- 
creases the  prophylactic  effect  of  antibodies  produced 
by  a vaccine. 

The  results  of  this  investigation  agree  with  a 
number  of  other  studies  suggesting  that  amantadine 
provides  about  60  percent  protection  against  illness 
and  50  percent  against  infection.  However,  amanta- 
dine is  only  effective  against  type  A influenza  viruses, 
having  no  effect  against  influenza  B viruses,  a cause  of 
milder  flu  infections. 

The  U.S.  Food  and  Drug  Administration  recently 
licensed  the  use  of  amantadine  hydrochloride  for 
prevention  and  symptomatic  management  of  infec- 
tion with  all  influenza  A viruses,  making  it  available 
on  a prescription  basis.  If  a serious  outbreak  of  swine 
flu  strikes  this  winter,  amantadine  may  once  again 
prove  its  effectiveness  as  a back-up  measure  in  pre- 
venting infection  from  influenza  A viruses. 

The  report  of  this  research  by  Robert  L.  Moul- 
doon,  Edith  D.  Stanley  and  George  Gee  Jackson  from 
the  Abraham  Lincoln  School  of  Medicine,  University 
of  Illinois  and  the  Hektoen  Institute  for  Medical  Re- 
search of  Cook  County  Hospital,  Chicago,  Illinois, 
appeared  in  the  April  1976  issue  of  the  American 
Review  of  Respiratory  Disease. 

This  study  was  supported  by  NIH's  Division  of  Research  Resources 
H.E.W..  Public  Health  Service.  Bethesda.  M D..  January  1977 
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SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES— SEMI-ANNUAL  MEETING 
New  Haven  - November  17,  1977 


Reports  and  Resolutions 

The  House  of  Delegates  received  reports  from  the 
President,  the  Council  and  the  AM  A Delegates;  also  a 
number  of  resolutions  submitted  by  component 
County  Medical  Associations,  the  Connecticut  AMA 
Delegation  and  individuals. 

Principal  Actions  Taken 

(a)  Report  of  the  President,  Isadore  H.  Friedberg, 
Newington:  The  House  VOTED  to  accept,  with 
commendation,  the  report  of  the  President  which 
placed  major  emphasis  on  the  long-delayed  report 
of  the  Connecticut  Ambulatory  Care  Study.  In 
brief.  Dr.  Friedberg  recounted  the  objections  to 
the  report  voiced  by  the  Council — as  to  method- 
ology, process  and  some  of  its  conclusions — and 
noted  that  the  Council  had  forwarded  these 
objections  in  “critique”  form,  along  with  the 
CACS  report,  to  the  proper  officials  in  HEW.  He 
urged,  however,  that,  despite  these  criticisms,  the 
Society  proceed  to  publicize  the  significant 
findings  of  the  report  to  the  membership  and  to 
implement  those  recommendations  that  are  felt  to 
have  value. 

The  President  also  made  a summary  report  on 
activities  of  the  Society  that  are  designed  to 
stimulate  physician  interest  in  limiting  the  costs  of 
all  health  care  services  and  in  participating 
cooperatively  with  administration  in  controlling 
the  costs  of  hospital  services. 

(b)  Budget  for  Fiscal  1978:  The  House  VOTED  to 
approve  the  budget  for  fiscal  1978,  as  prepared 
and  recommended  by  the  Council,  and  to 
continue  membership  dues  at  $100  in  1978. 

(c)  Employment  of  New  Executive  Director:  The 
House  VOTED  to  approve  the  action  of  the 
Council  to  employ  Mr.  Timothy  B.  Norbeck, 
Providence,  R.I.,  as  the  Society’s  Executive 
Director.  During  the  past  four  and  one-half  years, 
Mr.  Norbeck  has  served  as  the  Executive  Director 
of  the  Rhode  Island  Medical  Society. 


Timothy  B.  Norbeck,  left,  the  new  Executive  Director  of  the 
Connecticut  State  Medical  Society,  is  welcomed  by  Dr.  William  R. 
Richards  at  the  recent  semi-annual  meeting  of  the  CSMS  House 
of  Delegates  held  at  the  Sheraton  Park  Plaza  Hotel  in  New  Ha- 
ven. Mr.  Norbeck  was  formerly  the  Executive  Director  of  the 
Rhode  Island  Medical  Society  and  the  Providence  Medical  Asso- 
ciation. 

(d)  Report  of  the  Committee  on  Continuing  Medical 
Education:  The  House  VOTED  to  approve  the 
subject  report,  as  prepared  by  the  Committee  on 
CME  and  approved  by  the  Council,  and  the 
recommendations  contained  therein.  The  Report, 
titled  “The  Status  of  CME  in  Connecticut,”  is 
published  in  full  at  the  conclusion  of  this  sum- 
mary. In  particular,  the  report  stated:  “To  im- 
pose such  a mandate  (of  CME  as  a contingency 
of  membership  in  the  Society)  upon  our  members 
would  be  counter-productive,  for  it  would  sub- 
stitute a rather  minimal  mandatory  level  of 
CME  for  what  is  now  a maximum  voluntary  level 
of  (CME)  activity  for  the  great  majority  of  Con- 
necticut physicians.  Furthermore,  we  would  be 
making  this  bad  trade  at  a very  substantial  cost, 
not  to  mention  the  cost  measured  in  divisiveness 
and  morale  that  has  characterized  such  actions 
in  other  states.” 

Pursuant  to  the  recommendation  cited  above. 
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the  House  further  VOTED  to  remove  from  the 
table  three  items  of  previous  business:  (a)  An 
action  of  the  House  (11/19/75)  approving 
mandatory  CME  as  a contingency  of  CSMS 
memberships;  (b)  A proposed  amendment  to  the 
Bylaws  by  which  (a)  was  to  be  implemented;  (c)  A 
resolution  (NHCMA)  which  called  for  the 
rescinding  of  the  11/19/75  action  of  the  House. 
By  adopting  the  NHCMA  resolution  (c),  the 
House  VOTED  to  rescind  its  previous  action  (a) 
regarding  mandatory  CME  and  to  not  adopt  the 
subject  Bylaw  amendment  (b). 

Other  key  recommendations  of  the  Commit- 
tee’s report  were:  That  the  Society  work  to 
support  and  strengthen  hospital  and  specialty 
society  CME  requirements  and  standards  as  most 
appropriate  sources  for  CME  incentive;  and  that 
the  Committee  on  CME  work  to  implement  other 
recommendations  in  this  report  in  keeping  with 
its  charge  from  the  Council. 

(e)  Hospital  Privileges  and  Departments  in  Family 
Practice:  The  House  VOTED  to  adopt  a subject 
resolution  as  follows:  “That  the  House  of 
Delegates  of  the  Connecticut  State  Medical 
Society  recommend  that  clinical  departments  of 
family  practice  be  established  in  Connecticut 
hospitals,  and  that  privileges  be  granted  to  family 
practitioners  commensurate  with  training,  expe- 
rience and  demonstrated  competence  after  con- 
sultation with  the  appropriate  specialty  depart- 
ments.” 

(f)  Smoking:  The  House  VOTED  to  adopt  a subject 
resolution  as  follows:  “That  the  House  of 
Delegates  of  the  Connecticut  State  Medical 
Society  establish  a rule  that  there  be  no  smoking 
during  meetings  of  the  House  of  Delegates.” 
Further,  “that  all  members  of  the  Society  be 
encouraged  to  refrain  from  smoking  to  set  a 
proper  example”  and  “to  post  their  waiting  rooms 
as  ‘No  Smoking’  areas.” 

(g)  Deferred  Payments  for  Physician  Providers  of 
Medicaid  Services:  The  House  VOTED  to  adopt 
a subject  resolution  as  follows:  “That  the  House 
of  Delegates  of  the  Connecticut  State  Medical 
Society  is  not  opposed  to  the  concept  whereby 
physician  providers  to  the  State  Department  of 
Social  Services  may  individually  and  voluntarily 
request  variable,  deferred  payments  to  a selected 
annuity  or  other  vehicle,  as  allowed  by  the 
Connecticut  General  Statutes.” 

(h)  Physician  Representation  on  Hospital  Boards  of 
Trustees:  The  House  VOTED  to  adopt  a subject 
resolution  as  follows:  “That  the  House  of 
Delegates  of  the  Connecticut  State  Medical 
Society  instruct  the  Society’s  Council  to  seek  to 
promote  the  inclusion  on  hospital  Boards  of 
Trustees  of  significant  representation  of  the 


hospitals’  Medical  Staffs,  nominated  by  and  from 
such  Medical  Staffs.” 

(i)  Legal  Definition  of  Death:  The  House  VOTED  to 
adopt  a subject  resolution  as  follows:  “That  the 
House  of  Delegates  of  the  Connecticut  State 
Medical  Society  direct  the  Council  to  have 
introduced  at  the  1978  session  of  the  Connecticut 
General  Assembly  legislation  (a  bill)  consistent 
with  the  following  policy  statement  of  the 
American  Bar  Association:  ‘For  all  legal  pur- 
poses, a human  body  with  irreversible  cessation 
of  brain  function,  according  to  usual  and  cus- 
tomary standards  of  medical  practice,  shall  be 
considered  dead’.”  This  action  of  the  House  will 
be  brought  to  the  attention  of  the  Connecticut 
Bar  Association  and  the  component  County  Med- 
ical Associations. 

(j)  The  Role  of  Physicians  in  Controlling  Health 
Care  Costs:  The  House  VOTED  to  adopt  a 
subject  resolution  as  follows:  “That  the  House  of 
Delegates  of  the  Connecticut  State  Medical 
Society  express  the  belief  that  a meaningful 
program  of  health  care  cost  containment  requires 
voluntary  participation  by  physicians  to  achieve 
cost  controls  consistent  with  high  quality  patient 
care;  and,  further,  that  the  Society  and  the 
PSROs  of  Connecticut  continue  to  exercise 
appropriate  actions  for  reducing  the  rate  of 
increase  in  hospital  and  health  care  costs  in 
collaboration  with  the  AM  A and  the  Connecticut 
Hospital  Association.” 

(k)  Patient  Package  Inserts:  The  House  VOTED  to 
approve  a recommendation  of  a Reference 
Committee  that  a subject  resolution  not  be 
adopted. 


Presentations  and  Awards 

(1)  To  CSMS  Officers  and  County  Councilors  for 
Past  Service: 

Timothy  F.  Nolan,  Greenwich — Vice  Speaker/ 
Speaker  of  House  of  Delegates,  1971-77;  Guy  W. 
VanSyckle,  Danbury — Councilor-at-Large,  1976- 
77;  Edward  A.  Kamens,  Fairfield — Associate 
Councilor/ Councilor,  FCMA,  1973-77;  Lawrence 
B.  Ahrens,  New  Britain — Associate  Councilor, 
HCMA,  1976-77;  Romeo  A.  Vidone,  Orange — 
Associate  Councilor,  LCMA,  1976-77 

(2)  Special  Awards: 

(a)  To  John  E.  Thayer,  Hartford — for  long  and 
dedicated  service  to  the  Society  and  for 
outstanding  contributions  to  the  development 
of  the  blood  bank  program  in  Connecticut. 

(b)  To  William  R.  Richards,  Hamden — for  19 
years  of  dedicated  service  as  Executive  Di- 
rector of  the  Society. 
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Dr.  William  R.  Richards,  right,  receives  a certificate  honoring 
him  for  his  19  years  of  devoted  service  as  Executive  Director  of 
the  Connecticut  State  Medical  Society.  Dr.  Richards  retired  at 
the  end  of  November.  Presenting  the  award  was  Dr.  Isadore  H. 
Friedberg,  President  of  CSMS. 


THE  STATUS  OF  CME  IN  CONNECTICUT 
Report  and  Recommendations  of  the 

Committee  on  Continuing  Medical  Education 

Introduction 

In  the  spring  of  1976,  the  CSMS  House  of  Dele- 
gates charged  the  Society’s  Committee  on  Continu- 
ing Medical  Education  to  survey  the  current  habits 
of  Connecticut  physicians  concerning  their  involve- 
ment of  CME  activities,  with  a view  to  recom- 
mending a position  on  the  subject  of  instituting  a 
mandatory  CME  requirement  as  a condition  of 
CSMS  membership. 

Pursuant  to  this  charge,  the  Committee  developed  a 
questionnaire  which  was  sent  to  all  its  members,  and 
the  returns,  representing  the  replies  of  some  40%  of 
those  polled,  were  processed  using  the  facilities  of  the 
Yale  Computer  Center. 

In  addition,  a survey  of  Connecticut  hospitals  was 
undertaken  using  information  in  the  Society’s  CME 
accreditation  files.  Also,  other  state  medical  societies 
presently  having  CME  membership  requirements  in 
force  were  contacted,  and  information  provided  by 
the  American  Medical  Association  concerning  the 
CME  requirements  of  specialty  Societies  and  special- 
ty boards  was  studied,  along  with  the  laws  of  ten 
states  presently  requiring  CME  for  relicensure. 

An  extensive  secondary  analysis  of  our  own 
questionnaire  was  completed  in  order  to  study  the 
possible  correlation  of  physicians’  responses  to  such 
factors  as  hospital  CME  accreditation,  the  status  of 
the  hospital  Director  of  Medical  Education,  individu- 
al and  grouped  specialties,  and  individual  hospital 
affiliation,  and  county.  At  a future  time,  profiles  of 
significant  results  will  be  extracted  and  prepared  for 
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the  information  of  individual  hospital  DME’s  and 
specialty  society  leaders  and  county  association 
leaders. 

I.  Background 

The  CSMS’s  interest  in  the  question  of  mandatory 
CME  goes  back  to  early  1971,  when  the  Council  voted 
to  recommend  some  form  of  minimum  CME 
requirement,  and  to  recommend  that  hospital  staffs 
amend  their  bylaws  to  require  CME  as  a condition  of 
maintaining  hospital  privileges.  In  April  of  1971,  the 
Society’s  House  of  Delegates  supported  the  concept 
of  CME  as  a condition  of  continuing  membership  in 
the  Society  and  its  component  County  Associations, 
but  delegated  the  responsibility  of  implementation  to 
the  County  Associations.  In  April  of  the  following 
year,  the  House  voted  to  rescind  their  prior  recom- 
mendations in  favor  of  a resolution  encouraging 
hospital  staffs  to  implement  the  JCAH  recommenda- 
tions on  CME. 

The  mandatory  CME  issue  next  surfaced  in  March 
of  1975,  when  the  Council  received  reports  from 
County  Associations  favoring  a voluntary  approach 
to  CME.  However,  the  Council  voted  to  refer  back  to 
the  Committee  on  CME  the  question  of  mandatory 
CME  as  a requirement  of  County  Association  mem- 
bership. In  October  of  1975,  the  Council  accepted 
CME  standards  for  those  counties  (Tolland  and  New 
London)  that  had  adopted  CME  requirements,  and 
in  November,  the  House  of  Delegates  actually  adopt- 
ed 150  hours  of  CME  under  the  standards  of  the 
AM  A Physicians’  Recognition  Award  as  a manda- 
tory requirement  of  CSMS  membership,  and  the 
House  charged  the  Council  to  return  to  the  next 
meeting  of  the  House  with  an  appropriately  worded 
bylaw  amendment  to  that  effect. 

The  next  meeting  of  the  House  of  Delegates, 
however,  tabled  the  bylaw  amendment  and  the 
previous  actions  as  well,  and  instead  authorized  the 
Committee  on  CME  to  make  a survey  and  recommen- 
dations. The  result  of  this  authorization  is  presented 
in  this  report. 

II.  CME  in  Connecticut:  Physicians 

The  survey  instrument  developed  by  the  Committee 
on  CME  was  designed  to  measure  the  current  level  of 
CME  among  the  state’s  physicians,  their  preferred 
sources  of  CME,  as  well  as  their  attitude  toward  the 
possibility  of  a mandatory  CME  requirement  for 
Society  membership. 

The  instrument  was  first  sent  to  a control  group  of 
200  randomly  selected  members,  and  intensive 
followup  resulted  in  an  80%  return  rate  by  this  group. 
Then  the  same  instrument  was  sent  to  the  general 
membership,  and  some  40%  completed  and  returned 
the  questionnaire.  Returns  from  retired  and  other 
non-practicing  physicians  were  deleted.  The  full 
sample  and  the  control  group  were  then  key-punched, 
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verified,  and  processed  both  separately  and  together. 
The  resulting  analysis  revealed  no  important  differen- 
ces, indicating  that  the  sample  studied  was  representa- 
tive of  the  membership. 

The  primary  analysis  indicates  that  the  CSMS 
membership  is  evenly  divided  on  the  issue  of  manda- 
tory CME,  half  being  in  favor  and  half  opposed.  The 
most  common  site  for  their  CME  activities  was  seen 
as  the  local  hospital,  followed  by  self-study  and 
meetings  of  specialty  societies.  The  university  was 
the  least  frequent  source  of  continuing  medical  edu- 
cation (to  be  distinguished  clearly  from  graduate 
medical  education). 

58%  of  the  physicians  keep  CME  records,  but  only 
24%  had  ever  received  the  AMA’s  Physician’s 
Recognition  Award  (PRA).  Nevertheless,  some  30% 
intend  to  apply  for  the  PRA.  Other  major  reasons 
given  for  recording  CME  were  to  fulfill  hospital 
requirements  and  to  fulfill  specialty  society  require- 
ments. 

Interestingly,  we  found  that  over  84%  of  the 
physicians  responding  would  meet  the  PRA  require- 
ments for  Category  1 credit  hours,  and  virtually  all 
(99%)  of  the  respondents  would  meet  or  greatly 
exceed  the  PRA-required  minimum  in  the  other 
categories  of  CME  during  the  survey  year,  1976.  The 
median  total  number  of  Category  I hours  reported 
was  over  forty,  twice  the  PRA  standard;  the  median 
total  number  of  hours  devoted  to  all  forms  of  CME 
was  200  hours  in  1976,  or  four  times  the  PRA 
standard. 

Physicians  select  self-instruction,  attending  didactic 
lectures,  and  specialty  society  meetings  as  the  most 
effective  educational  formats.  The  most  utilized 
formats,  in  terms  of  hours  spent,  were  self-instruction, 
teaching  and/or  lecturing,  and  attending  lectures,  in 
that  order.  Least  used  formats  named  were  films, 
local  society  scientific  meetings,  and  self-assessment 
examinations,  all  activities  of  rather  low  availability. 

45%  of  respondents  indicated  some  participation  in 
the  evaluation  of  CME  programs,  mostly  by  question- 
naire, and  the  same  percentage  indicated  some 
participation  in  medical  audits  in  their  hospitals. 
About  half  the  respondents  indicated  changes  or 
influences  in  their  practices  attributed  to  their  CME 
activities. 

These  results  indicate  that  CSMS  members  are 
already  imposing  a high  level  of  CME  activity  upon 
themselves.  Also,  the  ambivalent  history  of  mandato- 
ry CME  proposals  in  the  highest  councils  of  the 
Society  accurately  reflect  the  even  division  of  pro-  and 
anti-  sentiments  among  the  rank  and  file  members.  In 
summary,  our  membership’s  commitment  to  accredit- 
ed CME  is  at  the  84%  level,  but  sentiment  concerning 
CME  activity  accomplished  through  organizational 
coercion  is  sharply  polarized. 

A secondary  analysis  was  performed  to  evoke  any 


possible  differences  in  response  between  those 
physicians  who  favor  mandatory  CME  and  those  who 
oppose  it.  A few  inconclusive  differences  did  appear, 
but  remarkably,  both  groups  registered  precisely  the 
same  mean  total  hours  of  CME.  Whatever  are  the 
differences  between  these  two  groups,  their  level  of 
personal  CME  commitment  would  seem  identical. 

III.  CME  in  Connecticut:  Hospitals 

At  present,  26  of  Connecticut’s  36  community 
hospitals  have  been  accredited  through  CSMS  for 
providing  approved  Category  I programs  toward  the 
AMA  Physician’s  Recognition  Award.  In  addition, 
three  psychiatric  hospitals  and  one  veterans’  hospital 
are  also  accredited.  The  applications  of  four  other 
community  hospitals  are  pending,  and  the  renewals  of 
several  others  are  either  pending  or  overdue.  Only  six 
community  hospitals  have  never  applied  for  CME 
accreditation. 

Most  of  the  accredited  hospitals  are  still  within 
their  first  period  of  accreditation,  although  a few 
renewals  have  been  completed.  Of  the  26  accredited 
hospitals,  half  have  staff  bylaws  which  include  a CME 
requirement,  often  modeled  after  the  AMA  PRA 
standard.  Fully  75%  of  the  hospitals  record  attend- 
ance at  CME  functions,  whether  governed  by  such 
bylaws  or  not.  70%  of  these  recording  hospitals  utilize 
attendance  records  in  decision-making  concerning 
hospital  appointments.  These  levels  reflect  not  only 
staff  interest,  but  also  a substantial  commitment  on 
the  part  of  administration  as  well. 

Another  secondary  analysis  of  the  CSMS  survey 
data  compared  the  responses  of  doctors  who  had 
privileges  at  AM A-accredited  hospitals  with  those 
doctors  attending  at  non-accredited  hospitals.  Here, 
sentiment  for  or  against  a mandatory  CME  require- 
ment was  again  evenly  split.  The  local  hospital  was 
the  primary  CME  source  for  both  groups,  and  both 
groups  registered  virtually  the  same  mean  number  of 
CME  hours,  although  the  accredited  group  compiled 
more  Category  I hours. 

Still  another  secondary  analysis  of  the  CSMS 
questionnaire  data  compared  the  responses  of 
physicians  attending  at  accredited  hospitals  having 
full-time  DME’s  (Directors  of  Medical  Education), 
part-time  salaried  DME’s,  part-time  volunteer 
DME’s,  and  those  doctors  attending  at  unaccredited 
hospitals  (DME  status  unknown).  Of  the  26  accredit- 
ed community  hospitals,  eleven  have  full-time 
DME’s,  and  fifteen  have  part-time  DME’s,  of  which 
ten  were  salaried  and  five  were  volunteers. 

Again  it  was  found  that  all  groups  exceeded  all 
the  PRA  requirements  on  the  average;  and  again 
availability  seemed  to  be  a factor  in  a lower  median 
level  of  Category  I CME  for  doctors  attending  at  the 
unaccredited  institutions.  However,  there  were  no 
significant  differences  noted  in  the  mean  total  CME 
hours. 
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The  PRA  and  its  attendant  record  keeping  was 
more  observed  by  physicians  served  by  volunteer 
part-time  DME’s  and  by  those  at  unaccredited 
hospitals.  Perhaps  a more  formal  hospital  CME 
program  reduces  physician  demand  for  outside 
recognition  of  his  CME  efforts.  This  is  also  supported 
by  the  finding  that  specialists  who  are  found  in  small 
numbers  at  a hospital  also  set  higher  store  by  the 
PRA  than  others. 

About  two-thirds  of  the  accredited  community 
hospitals  represented  in  CSMS  files  have  indicated 
the  audit  as  a primary  method  of  determining  the 
CME  needs  of  their  staffs  on  a department  by 
department  basis.  Another  frequently  mentioned 
method  is  a survey  following  case  conferences  or  at 
departmental  meetings.  Techniques  for  the  evaluation 
of  CME  are  not  well  developed,  although  the  So- 
ciety is  encouraging  the  use  of  the  re-audit  in  its 
recommendations  at  accreditation  renewal. 

Most  hospital  medical  libraries  get  favorable 
comments  at  accreditation  time,  but  facilities  and 
equipment  for  multimedia  CME  are  not  common, 
and  where  they  do  exist,  there  is  evidence  of  under- 
utilization. Budget  lines  for  CME  spending  are  often 
not  found,  and  what  budget  figures  are  cited  are 
difficult  to  interpret.  At  many  hospitals,  the  CME 
budget  is  partially  subsidized  from  the  dues  of  the 
attending  staff.  Nevertheless,  finances  are  rarely 
mentioned  as  a serious  problem  by  DME’s. 

In  general,  our  information  on  hospitals  leads  us  to 
believe  that  significant  improvements  in  the  quality 
and  quantity  of  CME  can  be  brought  about  through 
the  accreditation  process  by  more  specificity  and 
better  followup  of  standards.  The  trend  toward 
bylaws  incorporating  a CME  requirement  for 
reappointment  is  a healthy  one  in  that  such  CME 
Standards  are  designed  by  medical  staffs  aware  of 
local  needs  and  resources,  and  they  are  imposed  by 
such  staffs  upon  themselves  and  enforced  through 
peer  judgment.  It  is  apparent,  however,  that  for 
specialists  found  in  small  numbers  in  a community,  or 
for  physicians  who  have  infrequent  hospital  contact, 
other  opportunities  must  be  made  available. 

IV.  CME  in  the  Specialties 

The  CME  activities  of  the  national  specialty 
societies  are  historic  and  ongoing.  Some  twenty-five 
national  specialty  organizations  sponsor  self- 
assessment  programs  for  their  members,  and  seven 
specialty  societies  already  have  mandatory  CME 
programs  in  place  as  a condition  of  membership,  and 
four  others  provide  voluntary  programs.  In  addition, 
all  twenty-two  national  medical  specialty  boards  have 
established  policies  to  provide  recertification,  and 
fourteen  of  these  have  set  the  dates  on  which 
recertification  is  to  begin,  ranging  from  1974  to  1986. 

An  analysis  was  performed  on  CSMS  question- 
naire data  on  the  responses  of  physicians  in  the 
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various  specialties.  The  results  of  the  analysis  for  in- 
dividual specialties,  where  significant,  will  be  shared 
with  the  leaders  of  CSMS  Specialty  Sections  and  of 
state  components  of  national  specialty  societies  at  a 
later  time.  All  the  specialty  groups  reported  more 
total  CME  than  the  AMA  PRA  standard  of  50  hours 
per  year. 

The  growing  commitment  by  specialty  societies  to 
assume  responsibility  for  CME  programming  and 
standard  setting  for  their  members  fills  a clearly 
indicated  need  for  many  physicians.  Moreover,  such 
programming  is  tailored  to  the  specific  needs  and 
interests  of  the  particular  specialties. 

The  CSMS  is  involved  in  specialty  programming  at 
the  state  level  on  at  least  an  annual  basis  through  its 
twenty-four  state  specialty  sections.  In  addition, 
various  CSMS  Committees  plan  scientific  seminars 
and  conferences  both  on  a regular  and  an  ad  hoc 
basis. 

V.  Mandatory  CME  in  Other  States 

Fourteen  of  the  fifty-three  state  and  territorial 
medical  societies  have  adopted  membership  require- 
ments now  in  effect  involving  a minimum  number  of 
CME  hours,  usually  based  on  the  AMA  PRA 
standards.  Of  all  these  states,  only  five  have  had  the 
requirements  in  effect  long  enough  for  the  mandate  to 
mature  and  require  enforcement  action.  CSMS  staff 
has  contacted  all  of  these  state  societies,  and  has 
found  that  the  enforcement  of  such  a condition  of 
membership  is  apparently  a difficult  and  thankless 
undertaking  for  a voluntary  organization. 

Besides  those  states  whose  medical  societies  have 
CME  membership  requirements,  other  states  have 
adopted  legislation  requiring  evidence  of  CME  as  a 
condition  for  the  re-registration  of  medical  licenses. 
There  are  eleven  of  these  states,  and  six  others  where 
the  State  Board  of  Medical  Examiners  is  so 
authorized,  but  has  not  yet  acted.  Standards  are 
usually  similar  to  the  AMA  PRA  or  less  stringent;  the 
penalty  is  loss  of  license. 

Of  those  state  societies  which  have  adopted  CME 
requirements  for  continuing  membership  three  or 
more  years  ago,  Oregon  and  Pennsylvania  were  the 
first,  with  mandates  adopted  in  1970.  In  both  of 
these  states,  enforcement  is  tied  to  an  identical  CME 
requirement  imposed  by  the  risk-management  pro- 
gram of  each  state’s  malpractice  insurance  carrier. 
Failure  to  meet  the  Society’s  requirement  would 
therefore  also  result  in  a physician's  losing  his  mal- 
practice coverage.  Over  forty  doctors  have  thus  been 
expelled  from  the  Oregon  Medical  Association  since 
1970.  No  physician,  however,  has  yet  been  expelled 
from  the  Pennsylvania  Medical  Society,  because  the 
state’s  malpractice  JUA’s  requirement  does  not  fully 
mature  until  the  end  of  1977,  when  150  doctors  may 
face  termination.* 

*Minor  factual  corrections  made  after  adoption. 


73 


The  next  state  to  adopt  a mandatory  CME 
requirement  was  Arizona  in  1971.  Society  enforce- 
ment was  implemented  mostly  by  extensions  granted 
on  an  individual  basis.  To  date,  however,  six  members 
have  been  dropped  from  the  Society’s  rolls  for  non- 
compliance.  Last  year,  the  state  government  made 
mandatory  CME  a part  of  its  licensing  law.  The 
Society  staff  reports  that  complaints  about  the 
requirement  have  dropped  off,  and  the  physicians  are 
now  getting  used  to  the  idea. 

The  Medical  Society  of  New  Jersey’s  requirement 
took  effect  in  1973,  and  at  the  end  of  the  three-year 
reporting  period,  some  4500  of  the  9000  members 
were  not  in  compliance.  The  deadline  was  extended 
for  one  year,  during  which  problems  in  computer 
reporting  from  AMA  were  worked  out.  There  are 
now  some  800  members  still  not  in  compliance  in  spite 
of  many  exemptions  and  extensions  granted.  No 
decision  has  yet  been  made  on  whether  they  will  be 
expelled  or  not.  The  CME  program  is  administered 
by  the  New  Jersey  Academy  of  Medicine,  an  arm  of 
the  state  society,  but  a number  of  state  staffers  are 
also  kept  busy. 

Florida’s  first  cycle  has  also  matured.  Since  about 
half  the  members  would  have  to  have  been  expelled 
for  non-compliance,  an  emergency  meeting  of  the 
Society’s  Council  extended  the  deadline  for  another 
year  by  giving  physicians  the  option  of  reporting  on 
any  combination  of  three  of  the  four  years  from  1974 
to  1977.  Staff  describes  the  program  as  a gigantic 
undertaking  and  an  administrative  monstrosity. 
Attempts  to  computerize  the  program  in  cooperation 
with  AMA  failed,  and  the  cost  of  administering  the 
program  is  likely  to  top  $50,000  this  year.  The  Florida 
program  is  implemented  through  the  component 
county  associations,  and  although  they  have  a one- 
year  reprieve  on  enforcement,  chaos  is  predicted  next 
year  when  the  counties  are  faced  with  the  prospect  of 
expelling  nearly  half  their  members. 

To  date,  the  administration  of  mandatory  CME 
programs  is  still  in  its  early  infancy,  and  serious 
problems  are  yet  to  be  resolved.  In  summary,  many 
state  societies  with  CME  requirements  have  adopted 
them  under  threat  of  legislative  action  affecting 
licensure.  Five  of  these  states  have  had  such  laws 
passed  anyway.  In  the  entire  country,  we  know  of 
only  fifty  physicians  who  have  actually  been  ex- 
pelled from  a state  society  as  a result  of  non-com- 
pliance with  a CME  bylaw,  and  only  two  state 
societies  have  actually  imposed  such  discipline. 
Enforcement  of  a state  society  CME  requirement 
would  appear  to  be  impractical  except  where  cor- 
responding state  laws  are  also  in  force.  Far  from 
preventing  state  interference,  society  bylaws  would 
appear  to  invite  it. 

VI.  Discussion  and  Recommendations 

The  consideration  of  all  these  factors  leads  to  doubt 
that  a state  medical  society  is  the  most  appropriate 
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vehicle  for  a practical  mandatory  CME  membership 
requirement,  although  the  state  medical  society  has  a 
most  vital  role  to  play  in  providing  for  the  promotion 
and  availability  of  high  quality  CME,  both  directly 
and  through  the  accreditation  of  hospitals  and 
individual  programs. 

All  Specialty  Boards  and  many  specialty  societies 
are  already  requiring  CME  standards  tailored  to  their 
own  members’  needs.  A general  society  like  CSMS  is 
probably  not  constituted  to  satisfy  the  varying  needs 
of  its  members,  who  practice  in  all  the  different 
specialties  and  in  all  the  differing  local  circumstances. 
However,  it  is  appropriate  to  involve  the  twenty-four 
CSMS  Medical  Specialty  Sections  to  a much  greater 
degree  in  the  planning  and  evaluation  of  those  CME 
programs  within  their  purview. 

In  addition,  there  has  been  substantial  progress 
achieved  through  the  accreditation  process  over  the 
past  few  years  in  encouraging  hospital  medical  staffs 
to  impose  upon  themselves  meaningful  CME  require- 
ments for  hospital  re-appointment.  Not  only  do  such 
staff  bylaws  enjoy  the  advantage  of  being  self- 
imposed,  but  they  can  be  tailored  to  the  needs  and 
resources  understood  best  by  the  staff  members 
themselves,  and  enforcement  can  be  checked  by 
CSMS  at  the  time  of  renewal  of  accreditation. 

CSMS,  through  these  future  renewals,  can  acceler- 
ate and  consolidate  such  progress.  With  this  end  in 
view,  it  is  recommended  that  the  Committee  on  CME 
review  its  standards  of  accreditation  on  the  basis  of  its 
experience  of  the  past  four  years  and  of  the  present 
study,  and  that  such  changes  be  made  and  promulgat- 
ed to  hospital  staffs  as  will  accelerate  their  self- 
regulation in  this  area. 

Although  physicians  in  the  smaller  specialties  and 
those  whose  hospital  contact  is  infrequent  have 
available  to  them  CME  programs  designed  by  then- 
specialty  organizations,  our  survey  indicates  that  local 
CME  opportunities  are  less  available  to  them.  To 
better  accommodate  their  needs,  it  is  recommended 
that  the  Society  encourage  additional  programs 
designed  in  cooperation  with  the  appropriate  CSMS 
Specialty  Sections  and  with  the  state  components  of 
their  national  specialty  societies. 

The  survey  also  indicates  that  physicians  attending 
at  non-accredited  hospitals  likewise  have  fewer 
Category  I programs  available  to  them.  Therefore,  we 
recommend  that  the  medical  staff  at  such  hospitals  be 
contacted  with  the  purpose  of  promoting  CME 
standards  and  seeking  accreditation  for  their  pro- 
grams. 

Continuing  Medical  Education  is  a concept  that 
few  if  any  would  take  issue  with,  and  the  CSMS 
survey  indicates  that  all  but  a miniscule  fraction  of 
Connecticut  physicians  do,  in  fact,  undertake  far 
more  CME  hours  than  are  presently  required  under 
the  minimum  standards  of  any  state  or  society 
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mandates  now  in  force  outside  Connecticut.  It  would 
be  hard  to  justify  a similar  membership  requirement 
on  the  basis  of  any  widespread  need  for  increased 
levels  of  CME. 

It  is  a natural  and  historic  role  for  the  Society  to 
encourage  the  continuing  medical  education  of  its 
members.  Indeed,  one  section  of  the  Society’s  bylaws 
that  has  escaped  amendment  ever  since  it  was  written 
by  the  founders  in  1792  establishes  the  purposes  for 
the  Society’s  existence:  “To  extend  medical  knowl- 
edge and  advance  medical  science;  to  elevate  the 
standards  of  medical  education.”  (Article  II,  Section 

1.)  The  CSMS  now  has  a major  role  to  play  in 
coordinating  CME  activities  that  we  have  found 
already  existing  at  a rather  high  level. 

The  picture  is  slightly  less  favorable  for  Category  I 
CME,  although  such  opportunities  are  relatively 
abundant  in  our  state,  thanks  to  the  accreditation  of 
72%  of  Connecticut’s  community  hospitals.  These 
hospitals  account  for  some  89%  of  staff  attending  at 
community  hospitals,  some  85%  of  staff  attending  at 
all  hospitals,  and  some  75%  of  the  state’s  active 
physicians. 

Recognizing  the  abundant  offerings  in  a number  of 
presently  accredited  institutions,  a further  service  to 
our  members  would  be  a system  of  communicating 
information  on  scheduled  programs  in  timely  fashion. 
This  could  be  done  through  a Journal  listing  for  those 
programs  with  sufficient  advance  planning.  For  other 
programs,  monthly  CME  bulletins  published  by 
accredited  hospitals  could  be  exchanged  with  those  of 
nearby  hospitals  by  mail. 

The  primary  charge  given  to  the  CSMS  Committee 
on  Continuing  Medical  Education  by  the  House  of 
Delegates  was  to  make  an  informed  recommendation 
on  the  key  issue  of  adopting  a mandatory  CME 
requirement  as  a condition  of  Society  membership. 
Our  recommendation  is  that  this  not  be  done.  To 
impose  such  a mandate  upon  our  members  would 
appear  to  be  counter-productive,  for  it  would 
substitute  a rather  minimal  mandatory  level  of  CME 
for  what  is  now  a maximal  voluntary  level  of  activity 
for  the  great  majority  of  Connecticut  physicians. 
Furthermore,  we  would  be  making  this  bad  trade  at  a 
very  substantial  financial  cost,  not  to  mention  the  cost 
measured  in  divisiveness  and  morale  that  has 
characterized  such  actions  in  other  states. 

We  recommend  that  a report  be  distributed  to  the 
membership  through  CSMS  channels.  In  addition, 
the  CME  survey  profile  on  each  individual  hospital, 
specialty  and  county,  should  be  forwarded  to  the 
hospital  DME  and  to  the  leaders  of  the  respective 
specialty  sections  and  county  associations. 

We  further  recommend  a revamping  of  the  CSMS 
accreditation  program  to  provide  more  frequent  and 


reciprocal  communication  with  accredited  institu- 
tions, with  the  accent  on  maximizing  CME  oppor- 
tunity of  high  quality,  rather  than  on  imposing 
requirements  of  a minimalistic  nature.  Not  to  be 
overlooked  would  be  the  formulation  of  record- 
keeping mechanisms  facilitating  qualification  and 
application  for  the  AMA  PRA  and  specialty  society 
recognition  programs. 

Even  though  most  of  our  members  appear  to 
qualify  for  the  PRA,  and  do  keep  CME  records,  only 
24%  have  in  fact  applied  for  the  award.  In  order  to 
promote  wider  participation  in  this  form  of  recogni- 
tion, we  recommend  that  CSMS  undertake  a program 
in  cooperation  with  the  AMA,  involving  joint 
mailing,  Journal  advertising,  the  use  of  AMA 
computerized  recording  and  reporting,  and  the 
CSMS  recognition  of  PRA  recipients  on  the 
certificate  of  award  itself. 

All  these  recommendations,  although  obviating  the 
substantial  burden  of  implementing  a mandatory 
CME  program,  nevertheless  will  call  for  an  increased 
commitment  from  the  Society  itself,  partly  of  a 
Financial  nature,  but  especially  in  the  participation 
and  support  of  the  Society’s  leaders  and  members. 
Since  our  initial  efforts  as  an  agency  of  CME 
accreditation  appear  to  have  reaped  a bountiful 
harvest  of  CME  awareness  throughout  the  state,  our 
future  and  better-informed  work  in  this  area  is  also 
likely  to  reward  our  commitment  to  fostering  self- 
responsibility in  continuing  medical  education  of  the 
highest  quality,  for  the  benefit  of  our  patients  and  of 
the  practice  of  medicine  in  our  state. 


RECOMMENDATIONS  OF  THE  COMMITTEE 

ON  CME  TO  THE  HOUSE  OF  DELEGATES 

The  Committee  on  Continuing  Medical  Education 
recommends: 

1 . That  a mandatory  continuing  medical  education 
requirement  not  be  instituted  as  a condition  of 
Society  membership; 

2.  That  the  Society  work  to  support  and  strengthen 
hospital  and  specialty  society  CME  require- 
ments and  standards  as  the  most  appropriate 
and  effective  sources  for  CME  incentive;  and 

3.  That  the  Committee  on  CME  work  to  imple- 
ment other  recommendations  in  its  report  in 
keeping  with  its  charge  from  the  Council. 

Respectfully  submitted, 

Vincent  A.  DeLuca,  Jr.,  M.D.,  Chairman 

Report  and  Recommendations  approved  by  CSMS 
House  of  Delegates  11/17177. 
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Quote: 

The  AMA  doesn’t  represent  me 

Unquote. 


May  be  that’s  the  way  you  feel.  Thinking 
the  AMA  does  little  to  represent  your 
interests. 

If  it  be  true  . . . 

Who  did  press  federal  court  action  that 
forced  HEW  to  withdraw  it  Utilization  Re- 
view Regulations? 

Who  did  initiate  suits  against  the 
Maximum  Allowable  Cost  (Drug)  regula- 
tions and  the  Health  Planning  Act  of 
1 974? 


Who  did  develop  guidelines  that 
helped  many  state  societies  press  for 
legislative  reform  of  liability  and  adjudi- 
cation7 

Who  has  continually  fought  to  insure 
that  physicians  will  receive  usual  and 
customary  fees  under  federally  financed 
programs? 

Who  did  provide  the  leadership  to  get 
the  Keogh  Plan  liberalized  to  permit  in- 
creased annual  contributions  for  retire- 
ment to  15  percent  of  earned  income  or 
$7,500,  whichever  is  less? 

The  answer  to  all  these  questions  is: 
your  AMA.  The  fact  is,  the  AMA  works 
hard  — and  effectively  — to  protect  .your 
rights  and  to  represent  your  interests. 
With  your  support,  it  can  be  even  more 
effective. 


In  Memoriam 

BRODY,  BERNARD  S.,  Yale  Medical  School,  1928. 
Dr.  Brody  was  a neurosurgeon  in  the  New  Haven  area 
since  1933.  He  was  on  the  staff  of  Yale-New  Haven 
Hospital,  St.  Raphael’s  Hospital,  the  Veterans’ 
Hospital  in  Rocky  Hill  and,  at  one  time,  was  assistant 
clinical  professor  at  Yale  Medical  School.  He  was  a 
member  of  the  New  Haven  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Brody  died 
October  21,  1977^  at  the  age  of  74. 


GRATZ,  CHARLES  M.,  Faculty  of  Medicine,  Uni- 
versity of  Toronto,  1923.  Dr.  Gratz  was  a surgeon  in 
the  Fairfield  area  since  1944  until  his  retirement  in 
1972.  He  was  the  author  of  several  publications  and 
served  as  a Commander  in  the  U.S.  Navy  in  World 
War  II.  He  was  a member  of  the  Fairfield  County 
Medical  Association  and  the  Connecticut  State  Med- 
ical Society.  Dr.  Gratz  died  in  September  of  1977,  at 
the  age  of  79. 


HARVEY,  CARL  C.,  Cornell  Medical  Schook,  1916. 
Dr.  Harvey  was  a surgeon  in  the  Middlesex  area  since 
1919  until  his  retirement  in  1972.  He  was  for  many 
years  medical  examiner  for  Middletown,  Portland, 
Cromwell,  and  Durham.  From  1917-1919,  he  served 
in  the  U.S.  Army.  He  was  a member  and  past 
president  of  the  Middlesex  County  Medical  Associa- 
tion, a member  of  the  Connecticut  State  Medical 
Society  and  the  American  Medical  Association.  Dr. 
Harvey  died  October  17,  1977,  at  the  age  of  91. 


MARZIALO,  NICHOLAS,  Tufts  Medical  School, 
1948.  Dr.  Marzialo  was  a general  practitioner  in  the 
Hartford  area  since  1950.  He  served  in  the  U.S.  Army 
for  two  years  beginning  in  1 950,  as  a medical  officer  in 
Germany.  He  rejoined  the  Manchester  Memorial 
Hospital  staff  as  an  assistant  in  obstetrics  and 
medicine  in  1954  and  as  an  associate  in  medicine  in 
1962.  He  also  served  as  the  town’s  part-time  health 
director  from  1953  to  1974,  and  was  a member  of  the 
Hartford  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Marzialo  died 
November  2,  1977,  at  the  age  of  54. 


McGOURTY,  ANDREW  F„  New  York  Homeo- 
pathic & Flower  Hospital,  1918.  Dr.  McGourty  was  a 
general  practitioner  in  the  Fairfield  area  since  1918 
until  his  retirement  in  1964.  He  served  on  the  staff  of 
both  the  Stamford  and  St.  Joseph’s  Hospitals  and  was 


a member  of  the  Fairfield  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  McGourty  died 
November  6,  1977,  at  the  age  of  82. 

NANNI,  FERNANDO  P.,  University  of  Lausanne, 
1957.  Dr.  Nanni  was  an  internist  in  the  New  Haven 
area  since  1959.  He  was  a member  of  Waterbury’s 
Board  of  Health  and  a diplomate  of  the  American 
Board  of  Internal  Medicine,  and  a member  of  the 
New  Haven  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Nanni  died 
October  6,  1977,  at  the  age  of  48. 

NORTHROP,  ROBERT  A.,  Jefferson  Medical 
School,  1932.  Dr.  Northrop  was  an  eye,  ear,  nose  and 
throat  specialist  in  the  Fairfield  area  since  1936  until 
his  retirement  in  1976.  He  also  served  on  the  staff  of 
the  Norwalk  Hospital  and  was  a member  of  the  Fair- 
field  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Northrop  died  October  14,  1977,  at 
the  age  of  73. 


NOTICES 

A Symposium  on 

Treatment  of  Head  and  Neck  Lesions 
Sponsored  by 

The  Hospital  of  St.  Raphael 
and 

The  New  Haven  Ear,  Nose  and  Throat 
and  Facial-Plastic  Surgery  Group 

Saturday,  March  4,  1978 
8:30  - 4:30 

Approved  for  AMA  CME 

Contact: 

Mr.  Paul  Taylor 
Hospital  of  St.  Raphael 
1450  Chapel  Street 
New  Haven,  Connecticut  06511 
Tel.:  (203)  789-3507 


Symposium  on 

Combined  Treatment  Modalities  in  Cancer  of  the  Head  and  Neck 
Yale  University  School  of  Medicine 
March  30  and  31,  1978 

A two-day  international  symposium  on  combined  therapy  for 
cancer  in  high  risk  areas  of  the  head  and  neck  will  be  presented 
March  30  and  31,  1978  by  the  Otolaryngology  Section  of  the 
Department  of  Surgery,  Yale  University  School  of  Medicine. 

Surgical  techniques  and  concepts  will  be  presented  by  a guest 
faculty  including  Drs.  Ettore  Bocca,  John  Conley,  Donald  F.N. 
Harrison,  Richard  Jesse,  Max  Som  and  Elliott  Strong. 

The  impact  of  chemotherapy  and  immunotherapy  on  local 
treatment  by  surgery  or  radiation  will  be  discussed  by  Drs. 
Joseph  Bertino,  Paul  Chretien,  James  Fischer,  and  Robert  Wittis. 

For  further  details,  please  contact  Office  of  Graduate  and 
Continuing  Education,  Yale  University  School  of  Medicine,  333 
Cedar  Street,  New  Haven,  CT  06510  (203-432-4582). 
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Everybody  talks 

about  rising 
prescription  costs. 

puREme 

is  doing  something 

about  them. 

Up  to  30%  of  prescriptions  are  not  filled  Purepac  is  readily  available,  and  can  keep 

because  of  their  high  cost.  your  patient’s  prescription  costs  down  as  much 

Many  of  these  unfilled  prescriptions  are  for  as  77.3%. 
elderly  patients  on  limited  budgets  who  re-  Purepac  has  comp|eted  bio-availability 

quire  several  medicat.ons  And  most  of  their  studjesKwherever  required, 
prescriptions  require  constant  refills. 

What  can  be  done?  When  you  write  your  See  how  much  your  patients  can  save  with 

next  prescription,  specify  a Purepac  generic.  Purepac  generics: 

Up  To  77.3%Savings  For  Your  Patient 

QUANTITY  BRAND  NAME  PRICE*  PUREPAC  GENERIC  PRICE*  SAVINGS 

30  Polycillin  $8.70  Ampicillin  $2.40  $6.30 

100  Equanil  © 9.70  Meprobamate  © 2.20  7.50 

100  Darvon  Comp.  © 7.83  Propoxyphene  HC1  © 4.63  3.20 

100  Pavabid  11.73  Papaverine  HC1  T.R.  4.33  7.40 

100  Thorazine  6.03  Chlorpromazine  HCI  3.23  2.80 

100  Librium  © 9.50  Chlordiazepoxide  HCI  © 4.60  4.90 

"Prices  selected  from  newspaper  ads. 

The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


Bio-availability  data  and  generic 
reference  chart  are  yours  upon  request 


Elizabeth,  NJ  07207 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


PHYSICIAN  PLACEMENT  SERVICE 


OPPORTUNITIES  FOR  PRACTICE 


The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  160  St.  Ronan  Street,  New  Haven,  Connecticut  0651 1 (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in  two 
consecutive  issues  of  Connecticut  Medicine. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Multiple  Specialty  Group  planning  new  building,  Enfield,  CT. 
Needs  Radiologist,  Hematology-Oncology,  Pediatrician,  Neurol- 
ogy, Family  Practitioners.  If  interested,  please  contact  Julio  N. 
Coelho,  M.D.,  203-749-8384  or  write  535  Hazard  Ave.,  Enfield,  CT 
06082. 


Family  Practice:  Long  established  practice  of  solo  physician  with 
fully  equipped  office  available  immediately  in  Town  of  East 
Hampton.  Contact  CSMS. 

Associate  Director  of  FP  residency  program  in  an  established 
univ. -affiliated  FP  program  in  a New  England  univ.  town.  Assoc, 
with  a 378  bed  JCAH  accredited  community  hospital.  Administra- 
tive and  teaching  responsibilities  for  three  years,  18-resident 
program  and  related  clinical  supervision.  Board  certification  in  FP 
desired,  other  specialties  will  be  considered.  Some  actual  practice 
experience  preferred,  previous  academic  experience  in  medical 
school  or  residency  program  desired.  Salary  commensurate  with 
ability  and  experience.  Liberal  fringe  benefit  program.  Wide  variety 
of  winter  and  summer  recreational  facilities  available.  Cultural 
facilities  excellent.  Central  Connecticut  location.  Please  submit 
CV  to  CSMS. 


Pediatrics:  Two  board  certified  pediatricians  in  Middletown, 
looking  for  replacement  for  third  man.  Excellent  local  hospital  with 
house  staff.  Contact  Kenneth  Robbins,  M.D.,  760  Saybrook  Road, 
Middletown,  CT.  06457. 


Pediatrics:  Chairman,  Pediatric  Department  at  407  bed  community 
hospital,  Fairfield  County,  affiliated  with  Yale  Medical  School. 
Twenty  board  certified  pediatricians  on  staff.  Clinical  experience 
particularly  in  the  care  of  children  and  adolescents.  Administrative 
background  necessary,  plus  an  interest  in  developing  a new 
adolescent  unit.  Applicants  should  include  CV;  send  to  Chairman, 
Pediatric  Search  Committee,  Norwalk  Hospital,  24  Stevens, 
Norwalk,  CT  06856. 


Pediatrics:  Solo  Pediatric  and  Allergy  practice  available  January 
1978,  Hamden,  CT.  Suburb  of  New  Haven  with  courtesy  privileges 
at  Yale-New  Haven  and  St.  Raphael’s  Hospitals.  Call  203-288- 
6441. 


Psychiatry:  Part-time  Psychiatrist  needed.  Write  or  call  Steven  L. 
Taube,  M.D.,  Division  of  Psychiatry,  Waterbury  Hospital,  64 
Robbins  St.,  Hartford,  CT  06720.  203-573-6109. 


Two  Board  Certified  Radiologists:  Progressive  85  bed  acute  care 
general  hospital  in  cosmopolitan,  semirural  area  approximately  75 
miles  from  NY  seeks  one  full-time  Director  and  one  full-time 
Associate,  to  replace  a shared,  multispecialty  contractual  group. 
Excellent  salary  and  fringe  benefit  programs  commensurate  with 
experience.  Director — 5 years  of  hospital-based  professional  and 
administrative  experience.  Both  Radiologists  should  have  practiced 
in  a broad  range  of  diagnostic  radiology.  Preference  will  be  given  to 
Radiologists  who  have  capabilities  in  nuclear  medicine,  tomog- 
raphy, and/or  special  procedures.  Department  utilization  is 
currently  at  an  annual  level  of  16,000  diagnostic  examinations  and 
1,000  examinations  in  a new  and  growing  nuclear  medicine 
department.  All  services  have  a high  level  of  out-patient  activity. 
Contact  Saul  H.  Slone,  Administrator,  New  Milford  Hospital,  21 
Elm  St.,  New  Milford,  CT  06776. 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
ANESTHESIOLOGY 

Jan.  ’78.  Age  45.  Conn,  license.  Nat’l  bds.,  cert.  Presently  in 
practice.  M.D.  from  NY  Univ.,  int.  from  Bronx  Mun.  Hosp.,  and 
res.  at  Center,  Bronx.  Wishes  grp.  practice.  Contact  CSMS  - M.W. 


DERMATOLOGY 

July  ’78.  Age  28.  FLEX,  elig.  M.D.  from  Med.  Coll,  of  VA,  int.  at 
Mt.  Auburn,  (Harvard),  res.  at  Temple  Med.  Center,  (skin  & 
cancer).  Wishes  solo,  grp.,  or  assoc,  practice.  Richard  J.  Herschaft, 
M.D.,  777  N.  24th  St.,  Philadelphia,  PA  19130. 

July  ’78.  Age  29.  Nat’l.  bds.  M.D.  from  Louisville.  Int.  at  Nassau 
Cty.  Med.  Ctr.,  presently  doing  res.  program  at  Un.  Hosp.- 
Cleveland-Case  Western  Reserve  Sch.  of  Med.  Wishes  grp.  or 
assoc,  practice,  but  will  consider  an  HMO  organization.  Contact 
CSMS  - A.D.K. 


INTERNAL  MEDICINE 

Infectious  Disease:  July  ’78.  Age  32.  Nat’l.  bds.,  cert.  M.D.  from 
Univ.  of  IL.  Int.,  res.  and  fellowship  all  at  Univ.  of  Michigan.  Grp. 
practice  in  large  community.  Interested  in  practicing  IM/Inf.  Dis. 
and  teaching  in  those  areas  if  possible.  Jack  Ebright,  M.D.,  1210 
Grand  Crescent,  Ann  Arbor,  MI  48103. 

July  ’78.  Age.  33.  FLEX,  elig.  July  ’78.  M.D.  at  Bologna,  Italy.  Int. 
and  res.  at  Jewish  Hosp.  and  Med.  Ctr.,  Brooklyn.  Interested  in 
primary  care  as  a general  internist.  Wishes  solo,  grp.  or  assoc, 
practice.  Gerald  Einaugler,  M.D.,  2270  Ocean  Ave.,  Brooklyn,  NY 
11229. 

Early  ’78.  Age  35.  Conn,  license  pending.  FLEX.  M.D.  at  Univ. 
Santo  Tomas.  Int.  at  Watts  Hosp.,  NC  and  St.  Clare  Hosp.,  NY. 
Wishes  solo  practice.  Contact  CSMS  - R.C.E. 

Hematology/Oncology:  July  ’78.  Age  31.  Nat’l.  bds.,  cert.  M.D.  at 
Georgetown.  Int.  and  res.-Med.-Presby.  Un.  Hosp.,  Univ.  of  Pgh. 
Fellowship,  Ohio  State  (H/O).  Wishes  grp.  practice  in  iarge  or 
medium  community.  John  J.  Halpin,  M.D.,  1089  Elmore  Ave., 
Columbus,  O 43224. 

Pulmonary:  July  ’78.  Age  29.  Nat’l.  bds.,  cert.  M.D.  from  Univ.  of 
NC.  Int.,  Jr.  and  Sr.  res.  and  fellowship  in  Pulmonary  all  at  Univ. 
of  NC.  Willing  to  combine  the  practice  of  IM  with  subspecialty 
practice.  Wishes  grp.,  assoc,  or  institutional  practice  in  large  or 
medium  community.  Steven  H.  Kaufman,  M.D.,  Box  109,  Polks 
Landing,  Chapel  Hill,  NC  27514. 
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GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $300.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Covers  you  for  your  specialty. 


SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 


AYR  INSURANCE  AGENY 

ALLENBY  H.  AYR 
ALISON  AYR 

160  St  Ronan  Street,  New  Haven,  Connecticut  065  I I 
I El  EPHONE  787-5947 


Commercial  Insurance  Company 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
INTERNAL  MEDICINE 

July  ’78.  Age  29.  ABIM  eligible  after  completing  residency,  seeks 
grp.  practice  opportunity  or  assoc,  with  one  other  doctor  in  CT. 
Contact  CSMS-R.S.Y. 

OBSTETRICS-GYNECOLOGY 

Early  ’78.  Age  45.  Conn,  license.  Nat’l.  bds.,  cert.  M.D.  from  NY 
Med.  Coll.  Int.  at  Wilford  Hall  USAF  Med.  Ctr.,  TX.  Res.  at 
Hartford  Hosp.  Presently  in  practice.  Wishes  grp.  or  assoc, 
practice.  Contact  CSMS-F.E.H. 

Available  immediately.  Age  35.  Presently  in  practice.  Nat’l.  bds., 
elig.  Solo,  assoc,  or  industrial  practice  in  large  or  med.  community. 
Fa-Tsair  Shieh,  M.D.,  808  Massanutten  Ave.,  l.uray,  VA.  22835. 

July  ’78.  Age  28.  Nat’l.  bds.  M.D.  from  Univ.  of  PA.  Int.  and  res.  at 
Hosp.  of  Univ.  of  PA.  Would  like  to  join  a group  of  at  least  two, 
and  preferably  three  Ob/Gyn’s.  Louis  J.  Freedman,  M.D.,  210 
Locust  St.,  Apt.  12A,  Philadelphia,  PA  19106. 

July  ’78.  Age  33.  Conn,  license.  Elig.  M.D.  and  int.  all  in  India. 
Res.  in  England  and  NY.  Wishes  grp.  or  assoc,  practice  in  medium 
community.  N.  K.  Gupta,  M.D.,  1650  Selwyn  Ave.,  Apt.  8-B, 
Bronx,  NY  10457. 

July  ’78.  Age  29.  Elig.  June  '78.  M.D.  from  Pakistan.  Int.  at 
Greater  Baltimore  Med.  Ctr.,  res.  at  Downstate  and  Bronx 
Lebanon  Hosp.  Will  consider  all  types  of  practice.  Akbar  Omar, 
M.D.,  85  Riverdale  Ave.,  #A-642,  Yonkers,  NY  10701. 

Available  now.  Age  32.  Nat’l.  bds.,  elig.  M.D.  from  NJ  Coll,  of 
Med.  Int.  and  res.  at  UConn  at  New  Britain  Gen.  Hosp.  Wishes 
grp.  or  assoc,  practice.  Richard  Malafy,  M.D.,  Lake  Rd.,  Newport, 
VT  05855. 


OPHTHALMOLOGY 

Jan.  ’78.  Age  30.  Elig.  Presently  in  practice.  M.D.  from  Dalhousie 
Univ.  Int.  and  res.  at  Victoria  Gen.  Hosp.  Fellowship  at  Barnes 
Hosp.,  MO.  Wishes  solo,  grp.  or  assoc,  practice  desired.  Contact 
CSMS  - M.J.G. 

July  ’78.  Age  28.  Nat’l.  bds.,  elig.  M.D.  from  Univ  of  Vermont.  Int. 
at  Marion  Co.  Gen.  Hosp.,  IN.  Res.  at  Univ.  Hosp.  of  Cleveland. 
Fellowship  at  Mt.  Sinai  Hosp.,  NY.  Pursuing  glaucoma  fellowship. 
Grp.  or  assoc,  practice  desired.  Contact  CSMS  - A.P.M. 

Ophth.-I.M.:  March  ’78.  Age  44.  FLEX.  Cert,  and  elig.  Presently  in 
practice  in  GA.  M.D.  from  Bern  Med.  Sch.,  Switzerland.  Post 
graduate  education  at  Buffalo’s  Gen.,  Children’s  and  Veterans’ 
Hospitals.  Will  consider  all  types  of  practice.  Contact  CSMS  - 
P.H.S. 


ORTHOPEDICS 

Available  now.  Age  32.  FLEX,  elig.  Surgical  Int.  at  Worcester  City 
Hosp.,  Surgical  res.  at  Sisters  Hosp.,  NY  and  orth.  res.  at  Univ. 
Mass.  Grp.  or  assoc,  practice  along  coast,  but  will  consider  any 
area.  B.N.  Lakshmikanth,  M.D.,  1 Einhorn  Rd.,  Worcester,  MA 
01609. 


OTOLARYNGOLOGY 

Available  immediately.  Conn,  license.  Elig.  M.D.  from  Scotland. 
Surgery  int.  Ottawa  Gen.  res.  in  Otol.  at  St.  Luke’s  Hosp.,  NY. 
Clinical  and  research  fellowship  at  St.  Luke’s.  Assoc,  or  univ. 
type  practice.  With  reference  to  type  of  practice,  open  to  discus- 
sion and  community  need.  Contact  CSMS  - F.H.P.D. 


PATHOLOGY 

Nuclear  Medicine:  Available  immediately.  Age  30.  FLEX,  elig.  Bd. 
elig.  in  Anatomical  and  Clinical  Pathology  with  one  year  of  nuclear 
med.  M.D.  and  int.  in  Pakistan.  Res.  programs  at  Buffalo  Gen., 
Elmhurst  Gen.,  NY  in  pathology  and  UConn  in  nuclear  med. 
Contact  CSMS  - S.A. 

Available  now.  Conn,  license.  Cert.  M.D.  from  Queen’s  Kingston, 
Ont.  Will  consider  all  types  of  practice.  Would  consider  part-time. 
Considerable  experience  in  Adult  hematology.  Studying  renal 
pathology  and  nephrology  now.  Would  consider  straight  autopsy 
service.  R.H.  Lee,  M.D.,  P.O.  Box  103,  Hadlock,  WA  98339. 

PEDIATRICS 

Available  now.  Foreign  graduated  22  years  experience.  Conn, 
licensed.  Available  for  grp.  or  instit.  practice.  Daniel  Naum,  M.D., 
42-13,  28  Ave.,  Astoria,  NY  11103. 

Available  now.  Age  38.  Conn,  license.  Nat’l.  bds.,  elig.  M.D.  from 
Univ.  of  the  Philippines.  Int.  from  Bridgeport  Hosp.,  res.  at 
Children’s  Hosp.,  Washington,  D.C.  and  Fordham  Hosp.,  NY. 
Grp.  or  assoc,  or  hospital-based,  full  time  position.  Contact 
CSMS-B.P.T. 

Available  immediately.  Age  29.  Nat’l.  bds.,  cert.,  M.D.  from  St. 
Louis  Univ.  Int.  from  Children’s  Mercy  Hosp.  Grp.  practice 
desired.  Robert  Destro,  M.D.,  215  Hillcrest  Dr.,  DeKalb,  IL  601 15. 

Jan.  ’78.  Age  40.  Cert.  Presently  in  practice.  M.D.  from  India.  Res. 
at  Harlem  Hosp.  in  Staten  Island  Hosp.,  NY.  Institutional  practice 
desired  in  large  or  medium  community.  Contact  CSMS-Ped.- 
S.M.Z.I.,  M.D. 

Available  immediately.  Age  32.  FLEX,  elig.  M.D.  from  Ceylon. 
Int.  at  Staten  Island  Hosp.,  res.  at  Kings  County/ Downstate  Univ. 
Grp.,  assoc,  or  institutional  practice  desired  in  medium  size 
community.  Contact  CSMS-Ped.-W.A.R.,  M.D. 

SURGERY 

Early  ’78.  Age  46.  Conn,  license.  Nat’l.  bds.,  cert.  Presently  in 
practice.  M.D.  from  Univ.  of  Ireland.  Int.  at  St.  John’s  Gen.  Hosp. 
Newfoundland.  Res.  at  St.  Joseph’s,  KY.  Cancer  -fellowship 
completed.  Solo,  grp.  or  assoc,  practice  in  med.  or  sm.  community 
desired.  Justin  MacCarthy,  M.D.,  208  Uncle  John’s  Lane, 
Glasgow,  KY  42141. 

Jan.  ’78.  Age  39.  FLEX,  elig.  M.D.  and  int.  at  Univ.  of  Cape  Town, 
res.  in  England,  Ireland  and  U.S.  also  fellowship.  Will  consider  all 
types  of  practice  in  large  or  medium  community.  Wishes  to  do 
cardiovascular-thoracic  surgery  or  general  surgery  and  thoracic. 
Amritlal  DaJee,  M.D.,  593  Eddy  St.,  Providence,  RI  02902. 

Thoracic  Cardiovascular:  Immediately.  Age  38.  Elig.  Connecticut 
license  by  FLEX.  M.D.  from  Iran.  Int.  and  res.  at  St.  Vincent’s 
Hosp.,  Bridgeport,  also  res.  at  Yale-New  Haven  and  Iran  General. 
Grp.,  assoc,  or  institutional  practice  in  large  or  medium 
community.  Presently  in  practice.  Contact  CSMS-Surgery-G.F.- 
H.,  M.D. 

Immediately.  Age  31.  Elig.  M.D.  from  Dow  Med.  Coll.,  int.  at  Mt. 
Sinai  Hosp.,  Miami,  res.  at  New  Rochelle  Hosp.,  NY.  Wishes 
assoc.,  grp.  or  solo  practice.  Also  experience  in  non-cardiac 
thoracic  surgery  and  pacemaker  insertion.  Darayes  S.  Mobed, 
M.D.,  80  Guion  PL,  #11N,  New  Rochelle,  NY  10801. 


UROLOGY 

Jan.  ’78.  Age  45.  Connecticut  license.  Elig.  Int.  at  Middlesex  Mem. 
Hosp.,  Middletown.  Res.  at  Univ.  of  Toronto.  Presently  in 
practice.  Wishes  solo,  assoc,  or  institutional  practice.  Special 
interest  in  Pediatric  Urology.  Contact  CSMS-Urology-I.A.D.T., 
M.D. 
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Traumatic  Diaphragmatic  Herniation 
with  Abdominal  Wall  Rupture 

A Case  Presentation  and  Review  of  the  Literature 

IBRAHIM  M.  DAOUD,  M.D.,  RAYMOND  A.  CALDARELLI,  M.D., 
HAROLD  F.  KNIGHT,  M.D.  AND  HENRY  MANNIX,  JR.,  M.D. 


ABSTRACT— Massive  injury  to  the  abdominal  wall 
may  result  in  a traumatic  abdominal  wall  rupture  or 
herniation  through  a tear  in  the  diaphragm,  but  the 
simultaneous  occurrence  of  both  injuries  is  extremely 
unusual. 

A 19-year-old  male  was  pinned  against  a wall  by  a 
truck  and  suffered  these  injuries,  as  well  as  others.  His 
early  and  later  management  is  presented  with  a review 
of  the  literature.  There  is  emphasis  on  the  careful 
exploration  of  the  entire  abdominal  cavity  in  these 
patients. 


In  closed  abdominal  injuries,  the  abdominal  wall 
itself  is,  as  a rule,  exposed  only  to  contusion,  and 
perhaps,  minor  ruptures  and  hemorrhages,  which 
require  no  measures.  The  thoracic  wall,  abdominal 
organs,  and  the  pelvis  are  more  vulnerable  than  the 
elastic  abdominal  wall. 

Rupture  of  the  abdominal  wall,  associated  with 
compression  violence  to  the  abdomen,  is  sometimes 
seen  in  autopsy  material,  in  which  event  viscera  may 
lie  directly  below  the  cutis.  Trauma  of  this  type 
usually  leads  to  such  extensive  internal  injuries  that  it 
is  immediately  fatal.1 

An  uncommon  case  is  described  of  abdominal  wall 
rupture  following  a traffic  accident  with  rupture  of 
the  left  diaphragm. 


IBRAHIM  M.  DAOUD,  M.D.,  Courtesy  Staff,  Immediate  Past 
Chief  Surgical  Resident;  RAYMOND  A.  CALDARELLI,  M.D., 
Associate  Visiting  Surgeon;  HAROLD  F.  KNIGHT,  M.D., 
Director,  Thoracic  and  Cardiovascular  Surgery  and  HENRY 
MANNIX,  JR.,  M.D.,  Director,  Department  of  Surgery;  all  of  the 
Saint  Francis  Hospital,  Hartford,  CT.  Dr.  Mannix  is  also 
Associate  Professor  of  Surgery,  University  of  Connecticut  Health 
Center,  Farmington,  CT. 


Case  Report 

The  patient,  a 19-year-old,  white  male,  was  pinned  against  a wall 
when  a truck  backed  into  him.  He  was  brought  to  the  Emergency 
Room  at  Saint  Francis  Hospital  in  shock,  but  he  was  responsive. 
Rapid  exam  revealed  decreased  breath  sounds  on  the  left  and  a 
bulge  in  the  left  flank  with  subcutaneous  emphysema.  Chest  x-ray 
showed  fluid  accumulation  in  the  left  chest.  A chest  tube  was 
inserted  in  the  5th  intercostal  space  in  the  anterior  axillary  line.  A 
Foley  catheter  was  inserted  without  difficulty;  the  urine  was  clear. 
Abdominal  tap  was  positive  for  fresh  blood.  After  rapid  infusion  of 
Ringer’s  lactated  solution,  the  patient’s  vital  signs  stabilized  and  a 
bolus  of  Keflin  and  Gentamycin  was  given  in  the  Emergency 
Room;  then,  IVP  dye  was  injected.  Twenty  minutes  after  such 
resuscitation,  the  patient  was  operated  upon.  A KUB  film  on  the 
operating  table  showed  good  function  of  both  kidneys  with  fracture 
of  the  transverse  processes  of  L2,  L3,  and  L4.  The  patient  was 
explored  through  a long  midline  incision.  The  operative  findings 
are  listed  in  Table  I . ( Figures ! 1 and  2)  The  stomach  rupture  was 

Table  I 

1.  Full-thickness  rupture  of  the  stomach. 

2.  Amputation  proximal  jejunum. 

3.  Subcapular  hematoma  of  the  spleen. 

4.  Multiple  liver  lacerations. 

5.  Avulsion  posterior  attachment  of  left  diaphragm. 

6.  Complete  rupture  of  the  abdominal  wall  musculature,  left 
flank. 

7.  Near  complete  rupture  left  psoas  muscle  without  any  injury 
to  left  ureter. 

8.  Traumatic  amputation  of  the  gastrocolic  ligament. 

9.  Large  seromuscular  tear  mid-left  colon. 

10.  Serosal  tears  jejunum  and  colon. 

11.  Retroperitoneal  hematoma  RUQ,  not  expanding. 

closed  in  two  layers.  A jejunojejunostomy  was  performed  in  two 
layers.  The  spleen  was  removed,  the  liver  lacerations  controlled 
easily  with  few  suture  ligatures  of  2-0  chromic,  and  the 
diaphragmatic  rupture  repaired  using  mattress  sutures.  This 
rupture  was  a complete  avulsion  of  the  posterior  segment  of  the 
diaphragm.  This  was  repaired  by  suturing  this  free  edge  to  the 
parietal  pleura  of  the  lower  rib  cage.  Good  hemostasis  was  obtained 
on  the  left  psoas  muscle  and  the  abdominal  wall  musculature  was 
repaired  after  controlling  the  bleeding.  This  abdominal  wall 
rupture  was  a full  thickness  traumatic  laceration,  including  the 
transversalis  abdominis,  internal  oblique  and  the  external  oblique 
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muscle.  However,  the  skin  was  the  only  part  of  the  abdominal  wall 
that  was  left  intact.  This  ruptured  area  was  bleeding  actively.  Good 
hemostasis  was  obtained  with  chromic  sutures  and  then  it  was 
repaired  with  large  horizontal  mattress,  #1  chromic  suture,  and  the 
majority  of  the  defect  was  corrected.  The  gastrocolic  ligament  was 
debrided  and  the  left  colon  was  exteriorized.  The  serosal  tears  were 
repaired  and  the  retroperitoneal  hematoma,  since  it  was  not 
expanding,  was  not  explored. 

Postoperatively,  the  patient  was  put  on  cephalothin.  tobramycin, 
and  clindamycin.  On  the  second  day  postoperative,  the  urine 
output  dropped.  One  day  later,  the  patient  developed  hematuria 
and  acute  renal  failure.  Urine  myoglobin  was  negative.  The  patient 
was  cystoscoped  on  the  4th  day  postoperatively;  ureteral  obstruc- 
tion was  ruled  out.  Because  of  the  rising  creatinine  ( 1 2.9)  and  BUN 
(137),  an  A-V  shunt  was  inserted  in  the  left  wrist  and  the  patient 
hemodialysed  on  several  occasions.  The  shunt  was  removed  33  days 
after  surgery.  Forty-five  days  after  surgery,  the  patient  spiked  a 


Figure  1 

The  avulsed  segment  of  jejunum  was  found  lying  free  in  the 
peritoneal  cavity. 


Figure  2 

The  completed  repair  of  the  abdominal  wall  rupture  is  demon- 
strated in  this  picture.  The  sutures  can  be  noted  in  the  wound. 


high  temperature  and  complained  of  left  lower  quadrant  pain.  A 
small  abdominal  wall  abscess  was  drained  and  culture  showed  E. 
coli  sensitive  only  to  colistin  and  chloramphenicol.  The  patient  was 
put  on  Chloromycetin  for  five  days,  then  it  was  stopped.  The  patient 
remained  afebrile  for  three  days  and  became  asymptomatic. 

Prior  to  discharge,  his  creatinine  was  1.9,  his  BUN  27,  and  K + 
4.7.  Total  blood  transfusion  was  13  units  of  whole  blood  and  2 
units  of  packed  cells.  The  patient  was  discharged  uneventfully  and 


returned  six  weeks  later  for  colostomy  closure,  performed  without 
any  complication.  On  this  admission,  his  creatinine  was  1.3  and  his 
BUN  18. 


Discussion 

Some  twenty  cases  of  traumatic  subcutaneous 
abdominal  wall  rupture  with  prolapse  of  abdominal 
organs  are  on  record.1  In  most  of  these  cases,  the 
trauma  was  directed  to  the  lower  portion  of  the 
abdomen  with  rupture  of  the  peritoneum  and 
musculature,  and  prolapse  of  intestine  and/  or 
omentum.  In  the  upper  portion  of  the  abdomen, 
rupture  is  less  common.  The  case  reported  here  is  in 
the  midlateral  portion  of  the  abdomen. 

Although  injury  to  the  abdominal  wall  musculature 
in  car  accidents  is  primarily  due  to  direct  violence 
from  the  seat  belts,  it  can  be  seen  sometimes 
secondary  to  a sudden  increase  in  the  intra-abdominal 
pressure,  as  is  the  case  here.  Only  few  such  injuries 
have  been  reported.  These  include:  abdominal  wall 
hematoma,  full-thickness  skin  necrosis,  transection  of 
the  rectus  muscle,  and  delayed  hernia.  Payne,2 
reporting  on  two  cases,  described  acute  injury  to  the 
abdominal  wall  musculature  in  separate  accident 
victims  in  whom  the  muscle  insertion  was  avulsed 
from  the  iliac  crest  by  a lap  seat  belt. 

Traumatic  rupture  of  the  diaphragm  is  an  occult, 
and  often  dangerous,  injury,  which  is  encountered 
with  increasing  frequency  as  a result  of  the  growing 
number  of  automobile  accidents.  It  is  most  often 
produced  by  crushing  or  compression  injuries,  and  it 
is  primarily  an  injury  of  young  males,  who  are 
involved  in  car  accidents. 

Ambroise  Pare3  is  credited  with  reporting  the  first 
case  of  a traumatic  diaphragmatic  hernia  in  1579.  In 
his  report.  Pare  described  an  autopsy  performed  on 
an  artillery  captain,  who  died  of  strangulated 
intestinal  obstruction,  after  incarceration  of  intestine 
through  a traumatic  laceration  of  the  diaphragm.  The 
initial  injury  had  occurred  eight  months  previously. 

In  1853,  Bowditch3  was  the  first  in  this  country  to 
make  a clinical  diagnosis  of  ruptured  diaphragm  and 
to  emphasize  the  signs  of  traumatic  diaphragmatic 
hernia.  Traumatic  diaphragmatic  hernias  may  be 
produced  by  a sudden  increase  of  the  pleuro- 
peritoneal pressure  gradient.  The  explosive  force  tears 
the  diaphragm  usually  on  the  left  side,  as  the  right  side 
is  protected  by  the  liver. 

Successful  reduction  and  repair  of  a diaphragmatic 
stab  wound  was  reported  in  1886  by  Riolfi.4  Walker4 
in  1899  successfully  repaired  a torn  left  diaphragm  in 
a patient  injured  by  a falling  tree.  Review  of  the 
literature'  - 2-  s.  6.  i reveals  that  traumatic  diaphragmatic 
hernias  are  uncommon  (only  about  150  cases 
reported)  and  abdominal  wall  rupture  is  very  rare 
(only  about  20  cases),  and  this  patient  appears  to  be 
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the  first  case  reported  of  the  combination  of 
abdominal  wall  rupture  with  diaphragmatic  injury. 

Summary 

Dyspnea,  cyanosis,  and  restlessness  in  a patient 
with  no  evidence  of  acute  pulmonary  injury  should 
suggest  that  the  diaphragm  is  incompetent  (Ebert).8 
Immediate  corrective  repair  of  the  diaphragm  after  a 
brief  intensive  course  of  resuscitation  will  lead  to 
good  functional  recuperation.  Although  the  incidence 
of  traumatic  rupture  of  the  abdominal  wall  muscula- 
ture is  rare,  it  should  be  kept  in  mind  in  severely 
injured  patients.  Initial  handling  of  the  abdominal 
wall  injury  must  be  directed  at  control  of  bleeding  and 
care  of  associated  injury.  Primary  repair  of  the 
muscular  defect  is  difficult,  because  of  the  extensive 
muscle  damage  and  hematoma  formation.  Hernia  is 
expected  and  delayed  repair  should  be  accomplished, 
if  needed. 
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Gastroduodenal  Ulceration  in  Renal  Transplant  Patients 
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ABSTRACT-— Gastroduodenal  ulceration  has  been  a 
serious  and  often  lethal  complication  following  renal 
transplantation.  Of  200  consecutive  transplant  opera- 
tions at  the  University  of  California  at  San  Francisco, 
there  was  a 12%  gastroduodenal  complication  rate, 
and  of  120  renal  transplant  recipients  at  Hartford 
Hospital,  3%  developed  duodenal  hemorrhage  or 
perforation.  High  dose  corticosteroids  appeared  to  be 
a major  factor  causing  ulceration.  Frequent  antacid 
administration  and  prophylactic  surgery  were  impor- 
tant preventive  measures. 


ROBERT  T.  SCHWEIZER.  M.D.,  Chief,  Transplantation 
Service,  Department  of  Surgery,  Hartford  Hospital,  and  the 
University  of  Connecticut  School  of  Medicine. 

STANLEY  A.  BARTUS,  M.D.,  Senior  Attending  Surgeon, 
Department  of  Surgery,  Hartford  Hospital. 


Address  reprint  requests  to:  Transplantation  Service,  Hartford 
Hospital,  Hartford,  CT  06115  (Dr.  Schweizer). 

Presented  at  the  Annual  Meeting  of  the  Connecticut  Society  of 
American  Board  Surgeons,  Wallingford,  November  21,  1976. 

A portion  of  this  study  was  performed  by  Dr.  Schweizer  while  a 
Fellow  at  the  University  of  California  at  San  Francisco. 


Ulceration  of  the  stomach  and  duodenum  is  a 
serious  complication  in  recipients  of  renal  transplants. 
This  became  evident  in  the  early  reports  from 
pioneering  transplant  centers.  Drs.  Moore  and  Hume 
reported  gastrointestinal  ulcerations  in  14  of  1 19 
patients.1  Seven  of  those  patients  required  surgery, 
and  all  seven  died.  In  the  early  results  from 
Minnesota,  11  of  64  patients  had  gastrointestinal 
complications.2  In  the  Cambridge  experience,  20 
serious  gastrointestinal  complications  were  reported 
in  139  patients;3  9 of  the  16  patients  with  hemorrhage 
died.  The  failure  of  current  management  of  trans- 
plants to  mitigate  the  seriousness  of  this  complication 
is  illustrated  by  a recent  report  from  Los  Angeles 
where  17  of  109  transplant  patients  developed  ulcers 
and  5 patients  died.4 

In  an  attempt  to  reduce  the  incidence  and  severity 
of  this  complication,  many  transplant  centers  now 
employ  intense  antacid  therapy  and  prophylactic 
gastric  surgery.5  6 We  evaluated  the  importance  of 
these  measures  in  a review  of  200  consecutive  renal 
transplant  operations  at  the  University  of  California 
at  San  Francisco.  On  the  basis  of  the  results  of  that 
review  and  from  a study  of  the  reports  from  other 
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transplant  centers,  a protocol  to  prevent  gastroduo- 
denal ulceration  was  developed  and  used  by  the 
Transplantation  Service  at  the  Hartford  Hospital 
over  the  past  six  years. 

Methods  and  Materials 

A retrospective  review  was  made  of  200  consecutive 
renal  transplant  operations  performed  from  1968  to 
1971  at  the  University  of  California  at  San  Francisco. 
The  immunosupression  protocol  has  been  previously 
reported.7  Antacid  therapy  was  administered  as  often 
as  every  hour  during  the  day  when  the  patients  were 
treated  with  large  doses  of  corticosteroids.  The 
antacid  was  usually  administered  every  2 hours  during 
the  night.  Maglidrate  (Riopan  R)  was  the  preferred 
antacid,  but  aluminum  hydroxide  (Amphogel  R)  was 
used  during  periods  of  poor  renal  function.  Prophy- 
lactic surgery,  usually  vagotomy  and  pyloroplasty, 
was  performed  in  patients  who  had  a documented 
duodenal  or  gastric  ulcer  prior  to  receiving  the  kidney 
transplant. 

The  prospective  study  at  the  Hartford  Hospital 
now  consists  of  120  transplant  procedures  performed 
in  113  patients.  The  minimum  follow-up  period  is  3 
months.  Antacid  administration  and  prophylactic 
surgery  were  performed  in  a manner  similar  to  that  of 
the  San  Francisco  program.  The  immunosuppression 
protocol  and  surgical  techniques  have  been  previously 
reported. x They  differed  from  the  San  Francisco 
protocol  only  in  that  intravenous  methylprednisolone 
was  used  more  frequently  than  persistent  high  dose 
prednisone  for  the  treatment  of  rejection  episodes. 
Medications  containing  aspirin  or  alcohol  were 
avoided. 

Results 

There  were  25  patients  in  the  San  Francisco  study 
who  had  upper  gastrointestinal  ulceration  following 
renal  transplantation.  Twelve  patients  developed 
significant  hemorrhage,  receiving  2 units  of  blood  or 
more.  A careful  analysis  of  these  12  patients  revealed 
that  nine  had  received  very  high  dose  corticosteroid 
therapy  for  rejection  episodes.  This  consisted  of  120 
mg  of  prednisone  per  day  plus  three  1 ,000  mg  doses  of 
intravenous  methylprednisolone  on  consecutive  days. 
Two  patients  had  previous  histories  of  ulcer  disease 
which  were  not  known  until  after  transplantation.  In 
all  12  of  these  patients,  there  was  a lack  of  frequent 
antacid  administration  preceding  the  episode  of 
gastrointestinal  bleeding.  The  antacids  were  usually 
withheld  because  of  major  surgery,  such  as  a 
nephrectomy  for  irreversible  rejection.  Seven  of  the  12 
patients  had  slight  or  moderate  hemorrhage  and  were 
successfully  treated  with  vigorous  antacid  therapy  and 
decreased  corticosteroid  administration. 

Five  patients  had  massive  hemorrhage.  Three 
underwent  vagotomy  and  pyloroplasty  and  one  of 
those  patients  died.  One  patient  developed  the 
hemorrhage  while  vacationing  in  a very  remote  area. 


received  no  treatment  and  died.  One  patient  was 
treated  with  frequent  antacid  administration,  blood 
replacement,  and  a discontinuation  of  corticosteroids 
and  survived. 

Of  the  remaining  13  patients,  one  had  a perforation 
of  a gastric  ulcer.  She  was  treated  with  plication  and 
did  well.  Stress  ulcers  developed  in  five  patients  who 
were  in  terminal  situations  from  extensive  sepsis. 
Seven  patients  had  occult  bleeding  or  were  sympto- 
matic with  pain.  These  patients  were  successfully 
treated  with  increased  antacid  administration  and 
usually  decreased  corticosteroid  dosage. 

In  the  Hartford  Hospital  Transplantation  Program 
six  patients  received  prophylactic  gastric  surgery,  five 
had  vagotomy  and  pyloroplasty,  and  one  had 
vagotomy  and  antrectomy  prior  to  receiving  the 
kidney  transplant.  One  of  those  patients  bled  from  a 
duodenal  ulcer  following  transplantation.  This 
patient  had  undergone  vagotomy  and  antrectomy  one 
month  prior  to  the  transplant.  He  began  bleeding 
approximately  two  weeks  after  the  transplant  during 
treatment  for  a rejection  episode.  Surgery  was 
required  to  control  the  hemorrhage.  At  the  time  of 
exploration  there  was  an  ulceration  along  the  superior 
margin  of  the  anastomosis  between  the  duodenum 
and  stomach.  This  appeared  to  be  an  area  recently 
denuded  of  mucosa,  rather  than  a chronic  ulcer. 
Therefore  a plication  was  performed  using  the 
adjacent  stomach  and  duodenum,  and  the  patient  had 
no  further  bleeding.  Corticosteroids  were  also 
discontinued  and  the  transplant  was  removed  after 
rejection. 

There  have  been  three  other  transplant  recipients  at 
Hartford  Hospital  who  had  upper  gastrointestinal 
ulceration.  One  patient  was  a 50-year-old  male  who 
received  a cadaver  kidney  transplant.  He  had  a 
perforation  of  a duodenal  ulcer  on  the  17th  post- 
transplant day.  This  occurred  during  treatment  for  a 
rejection  episode.  The  ulcer  was  treated  with 
plication,  but  two  weeks  later  the  patient  required  a 
gastrectomy  because  of  hemorrhage  from  the  ulcer. 
He  had  an  uneventful  recovery,  but  immunosuppres- 
sion was  discontinued  and  the  transplant  rejected.  He 
is  now  on  regular  hemodialysis  therapy. 

The  second  patient  was  a 52-year-old  male  recipient 
of  a kidney  from  a living  related  donor.  He  had  been 
treated  for  two  rejection  episodes  with  high  dose 
corticosteroids,  and  had  no  significant  upper  gas- 
trointestinal bleeding  when  frequent  antacid  therapy 
was  administered.  Occult  bleeding  was  detected  in 
stool  specimens  at  those  times.  Immunosuppression 
was  later  discontinued  because  of  septicemia  and  the 
transplant  was  removed.  Two  weeks  after  the 
transplant  nephrectomy,  pericarditis  developed,  for 
which  he  was  again  given  high  dose  corticosteroids. 
He  then  hemorrhaged  from  duodenal  ulcers.  The 
patient  was  treated  with  plication  of  the  ulcers. 
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vagotomy  and  pyloroplasty,  and  had  no  further 
bleeding. 

The  third  patient  was  a 46-year-old  female  who 
received  a cadaver  kidney  transplant  and  developed 
bleeding  from  a duodenal  ulcer  while  receiving 
treatment  for  a second  rejection  episode.  Hemorrhage 
from  the  ulcer  became  extensive  following  removal  of 
the  rejected  kidney.  She  was  treated  with  the  H 2 
receptor  antagonist  Cimetidine  R.  and  had  no  further 
bleeding  after  only  four  100  mg  injections  of  this  drug. 
Corticosteroid  therapy  was  discontinued. 

Discussion 

When  the  multiple  factors  known  to  cause 
gastrointestinal  ulceration  are  considered,  it  is  not 
surprising  that  recipients  of  renal  transplants  have 
been  reported  to  have  a high  incidence  of  ulcera- 
tion. M Surgical  and  psychological  stress,  sepsis,  renal 
failure,  hyperparathyroidism  and  high  dose  corticos- 
teroids appear  to  combine  to  create  these  complica- 
tions. 

Patients  with  renal  failure  have  a very  high 
incidence  of  gastroduodenal  ulceration.  Bailey  re- 
ports that  approximately  25%  of  uremic  patients  have 
duodenal  ulcers.9  Acute  renal  failure  patients  treated 
with  early  dialysis  had  a gastrointestinal  bleeding 
incidence  of  15%  in  one  study10  and  another  study  of 
chronic  renal  failure  patients  on  hemodialysis  therapy 
showed  an  upper  gastrointestinal  ulcer  incidence  of 
53%. 11  Improvements  in  hemodialysis  therapy  have 
probably  lowered  the  incidence  of  these  complica- 
tions, but  some  of  the  etiologic  mechanisms  are  still 
present.12  For  example,  many  hemodialysis  patients 
have  elevated  gastric  acid  production  which  is 
probably  secondary  to  elevated  serum  gastrin  levels.13 
This  is  caused  by  a decreased  degradation  of  gastrin 
by  the  diseased  kidneys.14  Gastrin  production  is  also 
stimulated  by  high  parathormone  levels,15  which  are 
due  to  the  high  incidence  of  secondary  hyperparathy- 
roidism in  chronic  renal  failure.16  Urea  also  causes  a 
defect  in  the  gastric  mucosal  barrier.17 

While  most  renal  transplant  recipients  undergo  a 
rapid  reversal  of  the  uremic  state,  they  may  have 
severe  renal  function  impairment  during  rejection 
eipsodes.  This  is  also  the  period  when  corticosteroid 
administration  is  greatest  and  when  gastrointestinal 
ulceration  is  most  common.  Once  stable  renal 
function  of  the  transplant  has  been  established  and 
the  dose  of  corticosteroids  is  lowered  without 
recurrent  rejection  episodes,  peptic  ulcers  have  not 
been  a problem  in  our  experience. 

Although  it  appears  obvious  that  high  dose 
corticosteroids  are  a major  factor  causing  the 
ulceration  in  transplant  patients,  there  is  some 
controversy  over  such  a role  for  corticosteroids.  Conn 
and  Blitzer  have  recently  published  a review  of  this 
problem. Ix  Their  paper  was  entitled  “Nonassociation 
of  Adrenocorticosteroid  Therapy  in  Peptic  Ulcer”, 


but  the  authors  demonstrated  a significant  positive 
association  between  corticosteroid  administration 
and  gastrointestinal  ulceration  when  the  total  dose  of 
corticosteroids  was  considered.  Their  study  also  did 
not  appear  to  include  many  recipients  of  renal 
transplants,  as  the  average  daily  dose  for  most  of  the 
patients  they  reviewed  was  very  low  in  contrast 
to  that  being  taken  by  the  transplant  patient.  Re- 
cipients of  renal  transplants  receive  a dosage  of 
methylprednisolone  that  is  often  in  excess  of  1,000 
mg/day  during  rejection  episodes,  and  they  often 
have  a daily  maintenance  dose  of  prednisone  between 
60  and  100  mg/day  during  the  first  month  following 
transplantation.  By  virtue  of  this  treatment,  we 
believe  that  the  greatest  risk  occurs  when  the 
prednisone  dose  is  greater  than  60  mg/day.  None  of 
our  transplant  patients  had  upper  gastrointestinal 
ulceration  when  the  prednisone  dose  was  less  than  60 
mg/day.  This  includes  a follow-up  of  70  transplant 
patients  between  3 months  and  6 years  post- 
transplant. None  of  the  transplants  are  treated  on  an 
outpatient  basis  if  they  are  taking  more  than  45  mg  of 
prednisone  per  day,  and  none  have  had  gastrointesti- 
nal ulceration  following  discharge  from  the  hospital. 

There  is  also  considerable  experimental  evidence  in 
animals  that  corticosteroids  cause  gastrointestinal 
ulceration.19  Some  evidence  is  also  emerging  which 
points  to  etiologic  mechanisms  in  corticosteroid- 
induced  gastrointestinal  ulceration.  For  example,  a 
study  in  dogs  has  shown  that  with  repeated  injections 
of  hydrocortisone,  high  levels  of  gastrin  were 
produced  and  gastric  acid  output  increased.20  Anoth- 
er recent  study  in  dogs  has  demonstrated  gastrin  cell 
hyperplasia  in  response  to  cortisone  injections,  and 
this  paralleled  increases  in  serum  gastrin  levels.21 

The  frequent  association  of  diminished  antacid 
therapy  and  gastrointestinal  bleeding  in  the  patients 
who  received  transplants  reinforces  the  impression  of 
other  investigators  that  antacids  decrease  the  gas- 
trointestinal ulcer  complication.5- 6 The  value  of 
antacids  in  preventing  stress  ulcers  is  well  substantiat- 
ed in  recent  reports.22- 23  Antacid  administration  was 
reduced  immediately  preceding  a serious  ulcer 
complication  in  each  of  the  four  transplant  recipients 
at  Hartford  Hospital  as  well  as  in  all  12  of  the  patients 
with  ulcer  hemorrhage  in  San  Francisco. 

What  we  do  not  know  in  these  two  reviews  is  how 
many  patients  did  not  receive  frequent  antacid 
therapy  and  yet  experienced  no  gastrointestinal 
complications.  Such  a study  would  provide  a more 
definite  answer  to  the  efficacy  of  the  antacid  therapy. 
However,  this  is  a clinical  experiment  which  we  are 
unwilling  to  perform  because  of  our  conviction  that 
the  patient  on  high  dose  corticosteroid  therapy  is 
more  vulnerable  to  gastrointestinal  ulceration. 

When  we  compare  our  results  of  3.3%  upper 
gastrointestinal  ulceration  incidence  and  no  mortality 
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with  the  early  reports  from  several  transplant  centers, 
we  conclude  that  the  incidence  of  gastrointestinal 
ulceration  in  transplant  patients  can  be  kept  at  a 
minimum.  The  use  of  prophylactic  ulcer  surgery  and 
the  frequent  administration  of  antacids  appear 
important  in  achieving  that  goal.  It  would  also  seem 
very  likely  that  the  administration  of  corticosteroids 
in  high  doses  and  at  frequent  intervals  was  a major 
factor  causing  the  gastrointestinal  ulceration. 

It  is  unfortunate  that  all  of  our  patients  with 
duodenal  ulceration  lost  their  transplants.  However, 
there  was  no  mortality.  This  result  reflects  our  basic 
premise  that  the  main  emphasis  must  remain  on  the 
patient’s  life,  not  on  the  transplanted  kidney.  The 
total  mortality  for  kidney  transplant  procedures  at 
this  center  is  10%,  with  no  mortality  among  recipients 
of  living  related  transplants.  Preventive  measures  and 
aggressive  therapy  for  gastroduodenal  complications 
were  important  factors  in  achieving  the  low  mortality. 
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Calcium  Chloride  and  Severe  Venous  Thrombosis 

of  an  Extremity 

Two  Case  Reports 

M.  FAROUK  YUSUF,  M.D.,  EDWARD  DUNN,  M.D. 

AND  MASSOUD  A.  MARJANI,  M.D. 


ABSTRAC  T— Two  cases  of  severe  venous  thrombo- 
sis of  an  extremity,  associated  with  the  peripheral 
intravenous  administration  of  calcium  chloride  and 
necessitating  fasciotomies  are  presented.  The  possible 
mechanisms  by  which  the  thrombotic  reaction  might 
have  occurred  are  discussed. 

It  is  recommended  that  Ca(l2  be  avoided  for 
peripheral  intravenous  use  particularly  in  the  presence 
of  stasis  or  low  flow  states.  When  extensive  venous 
thrombosis  occurs  under  such  circumstances,  it  can  be 
effectively  treated  by  adequate  fasciotomy. 

Introduction 

We  have  recently  observed  severe  venous  thrombo- 
sis of  an  extremity  in  association  with  the  peripheral 
intravenous  administration  of  CaCl  2 in  two  patients. 
The  possible  mechanism  of  the  extensive  coagulation 
is  discussed.  We  recommend  that  the  highly  ionized 
CaCl 2 be  used  with  caution  should  it  be  given  into 
a peripheral  vein  especially  if  a clotting  disorder, 
subclinical  or  clinical,  or  low  flow  state  is  present  or 
suspected.  We  are  not  postulating  a cause  and  effect 
but  we  wish  only  to  call  attention  to  the  strong 
possibility  of  an  association.  A review  of  the  English 
literature  failed  to  reveal  mention  of  severe  venous 
thrombosis  following  administration  of  CaCl2  into  a 
peripheral  vein. 

Case  S 

B.D.,  Hospital  #00-52-64,  a 30-year-old,  white  female,  gravida  2, 
para  I,  admitted  for  induction  one  week  prior  to  the  expected  date 
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of  delivery  because  of  moderate  preeclampsia.  Following  rupture  of 
membranes,  the  cervix  fully  dilated,  but  the  vertex  still  at  mid 
pelvic  level,  a Pitocin  drip  was  started.  On  initial  examination,  the 
pelvis  was  considered  adequate  for  vaginal  delivery.  After  one  hour 
of  Pitocin,  because  of  failure  to  progress,  a trial  of  forceps  was 
attempted.  This  failed  and  a lower  segment  cesarean  section  was 
done.  Severe  bleeding  from  the  uterocervical  junction  was 
controlled  with  suture  ligatures.  The  cause  of  the  patient’s  failure  to 
deliver  the  baby  vaginallv  was  an  enlargement  of  the  baby’s 
abdomen  due  to  neuroblastoma.  Four  hours  following  this 


Figure  1 

Narrowing  of  the  distal  radial  and  ulnar  arteries  due  to 
compression  from  the  edema. 
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procedure,  the  patient  went  into  shock  and  a vaginal  examination 
revealed  a hematoma  palpable  in  the  left  adnexa.  The  patient  was 
returned  to  the  operating  room  and  ligation  of  both  hypogastric 
arteries  was  carried  out  with  control  of  bleeding.  The  patient  was 
transfused  13  units  of  blood  (8  units  of  packed  cells  and  5 units  of 
whole  blood)  during  the  two  procedures.  Approximately  half  way 
through  the  last  procedure,  it  was  observed  that  the  patient’s  left 
hand  was  swollen  and  blue  and  the  veins  thrombosed.  An 
intravenous  infusion  was  running  into  one  of  the  veins  on  the 
dorsum  of  the  hand.  The  patient  had  received  blood  and  one 
ampule  of  calcium  chloride  injected  as  an  intravenous  push  into  the 
intravenous  tubing.  The  patient  had  a mild  disseminated  intravas- 
cular coagulation  reaction  during  the  procedure.  The  patient 
received  heparin  treatment  for  the  disseminated  intravascular 
coagulation.  Laboratory  results  revealed  Fibrinogen  155  mg.  (Nl. 
200-400  mg/ 100  ml);  PT-30.5  sec.,  (control  12  sec.);  PTT-2.4  sec., 
(control  33  sec.);  clotting  time-5  minutes.  Fibrin  split  products  10- 
20  mg/ 100,  (Nl.  2. 1-7.7  mg/ 100  ml).  Cold  agglutinin  titre  0. 
Because  of  the  progressively  increasing  swelling,  the  hand  became 
painful,  tender  and  cyanotic  and  finger  movements  were  minimal. 
The  radial  pulse  became  unpalpable.  An  arteriogram  showed 
narrowing  of  the  distal  radial  and  ulnar  arteries  due  to  compression 
from  the  edema  (Figure  1).  Volar  (13  cm)  and  dorsal  (10  cm) 
fasciotomies  were  performed  including  incising  the  flexor  retinacu- 
lar  ligament.  At  operation  all  the  veins  noted,  both  deep  and 
superficial,  were  thrombosed.  The  extremity  was  treated  with 
elevation  and  14  days  later  the  skin  incisions  were  closed.  Patient 
recovered  with  full  function  of  the  left  hand  and  she  was  dis- 
charged on  the  15th  day  postcesarean  section. 

Case  II 

A.P.  Hospital  #19-38-41,  a 53-year-old  male  with  severe  ischemic 
heart  disease  was  admitted  with  severe  congestive  heart  failure, 
secondary  to  an  anterior  myocardial  infarction.  The  patient,  while 
receiving  intensive  treatment  with  rotating  tourniquets,  oxygen, 
morphine  sulfate  and  lasix,  suffered  a cardiac  arrest.  During 
cardiopulmonary  resuscitation,  the  patient  was  given  one  ampule 
of  calcium  chloride  (1  gram)  through  the  intravenous  tubing  which 
was  infusing  into  a vein  on  the  dorsum  of  the  right  hand.  About  8 
hours  later,  after  the  patient  was  stabilized,  the  right  hand  was 
observed  to  be  swollen  with  peripheral  cyanosis.  The  patient 
complained  of  pain  in  the  right  hand.  On  examination,  all  visible 
veins  were  thrombosed.  The  radial  pulse  was  minimally  palpable. 
All  finger  movements  were  absent.  Dorsal  (8  cm)  and  volar  ( 1 3 cm) 
fasciotomies  were  performed  including  incising  the  flexor  reti- 
nacular  ligament.  At  operation,  all  the  venous  channels,  deep  and 
superficial,  were  thrombosed  and  palpated  as  thickened  cords.  The 
circulation  of  the  right  hand  improved  and  the  patient  was  able  to 
move  fingers  24  hours  later.  48  hours  later,  the  patient  expired.  The 
hand,  prior  to  the  patient’s  death,  had  a good  color,  finger 
movements  90%  normal,  and  the  radial  pulse  palpable  2+. 

Both  patients  had  a pneumatic  blood  pressure  cuff  on  the  upper 
arm  of  the  involved  extremity. 
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Discussion 

Two  cases  are  presented  in  which  severe  venous 
thrombosis  occurred  in  an  upper  extremity  in 
association  with  the  intravenous  injection  of  calcium 
chloride.  The  other  agents  infused  into  the  same 
intravenous  line  (blood  and  NaHCC^)  in  the  two 
patients  are  not  known  to  be  associated  with  severe 
venous  thrombosis. 

It  is  recognized  that  calcium  is  required  at  all  stages 
of  clotting  except  for  the  contact  phase  involving 
factors  XI  and  XII  and  the  enzymatic  effect  of 
thrombin  on  fibrinogen  and  factor  XIII. 

It  is  felt  that  in  the  presence  of  venous  stasis, 
secondary  to  hypovolemic  shock  as  in  the  first  patient 
or  cardiogenic  shock  as  in  the  second,  there  is  a 
release  of  tissue  thromboplastin  and  that  the  highly 
irritating  form  of  calcium  used  (CaC^)  provoked  the 
massive  thrombosis  in  the  extremity,  the  limit  of 
which  appeared  to  be  related  to  the  presence  of  a 
proximal,  intermittently  occluding  tourniquet  (i.e., 
pneumatic  blood  pressure  cuff). 

Calcium  gluconate  is  a less  irritating  compound 
and  should  be  preferentially  used  in  peripheral  venous 
sites,  with  the  medication  given  slowly  at  a rate  of  0.5 
to  1 ml  per  minute. 
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The  Emergency  Service  Based  Rape  Counseling  Team 
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ABSTRACT — The  victim  of  sexual  assault  is  an 
emergency  in  three  major  ways:  medical,  psychologi- 
cal and  legal.  Most  rape  victims  present  initially  to  an 
emergency  service  for  evaluation  and  treatment,  and  a 
planned  approach  to  intervention  is  essential.  The 
medical  and  social  needs  of  the  victim  are  numerous, 
and  the  need  for  immediate  psychological  support 
and  restoration  of  self-esteem  critical.  A team 


The  victim  of  sexual  assault  (rape)  is  an  emergency 
in  three  major  ways:  medical,  psychological,  and 
legal.  She  (or  he)  has  a substantial  risk  of  having 
physical  injuries,  developing  venereal  disease  or 
pregnancy,  and  developing  secondary  psychiatric 
problems.  She  will  most  likely  be  interviewed  by 
police  and  involved  in  subsequent  court  proceedings, 
both  of  which  are  psychologically  stressful.  The 
victim  of  a sexual  assault  will  usually  present  in  the 
Emergency  Service  for  initial  evaulation  and  medical 
care.  Her  injuries  may  not  be  strikingly  apparent,  but 
are  complex  and  severe,  and  as  challenging  to  treat,  as 
the  multiple  trauma  or  myocardial  infarction  patient. 
The  frequent  lack  of  external  trauma  belies  the 
internal,  psychological,  and  social  disruptions  which 
result  from  the  incident.  Sexual  assault  victims  pose  a 
multifaceted  problem,  and  require  a multidisciplinary 
approach  if  treatment  is  to  be  optimal. 

The  Rape  Counseling  Team  at  the  Yale-New  Haven 
Hospital  was  developed  in  July,  1974,  as  a response  to 
the  identified  deficiency  in  delivery  of  comprehensive 
health  care  to  the  victim  of  sexual  assault.  As  the 
problems  of  these  patients  were  examined  closely,  it 
became  apparent  that  their  needs  were  far  greater 
than  merely  the  prevention  of  pregnancy  and  venereal 
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approach  with  trained  counselors  to  coordinate  the 
diverse  services  required  has  proven  effective  in 
providing  rape  victim  care.  The  structure,  functions, 
and  treatment  protocols  of  an  emergency  service 
based  rape  counseling  team  are  presented.  Utilization 
of  the  team  has  increased  by  600%  in  two  and  one-half 
years,  attesting  to  public  acceptance  and  need  for  such 
a service. 


disease.  The  services  of  at  least  five  departments 
within  the  hospital,  as  well  as  those  of  various 
community  agencies  were  frequently  required.  The 
“Team”  was  developed  to  coordinate  these  diverse 
services  to  provide  care  in  the  most  efficient  and 
effective  means  possible. 

The  Team 

The  composition  of  a Rape  Counseling  Team 
should  vary  according  to  the  services  and  personnel 
which  an  individual  institution  has  available.  The 
single  most  important  member  of  the  Y-NHH  R.C.T. 
is  the  counselor.  She  sees  every  sexual  assault  victim 
and  coordinates  subsequent  evaluation  and  treat- 
ment. While  she  is  usually  a registered  nurse,  she  may 
be  a social  worker,  psychologist,  or  other  member  of 
the  health  care  team.  Not  all  counselors  are  female. 
Male  counselors  are  available  to  assist  in  care  of  the 
male  victim  of  sexual  assault  and  to  help  meet  the 
needs  of  significant  male  figures  in  the  victim’s  life. 
The  common  denominator  of  all  counselors  is  a 
sensitive  and  compassionate  concern  for  the  patient’s 
physical  and  mental  wellbeing  and  a commitment  to 
work  with  her  as  long  as  necessary.  Counselors  are 
selected  after  a careful  screening  process  and  receive 
standardized  orientation  lectures  and  reading  mate- 
rial to  familiarize  them  with  the  problems  they  will 
encounter.  They  are  then  involved  in  monthly  case 
review  sessions  and  assist  a senior  counselor  in  her 
work  with  rape  victims.  Only  after  such  a period  of 
“apprenticeship”  is  the  new  team  member  able  to 
function  independently. 
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The  counselor  is  on-call  24  hours  a day  to  interview 
each  patient,  evaluate  her  psychological  stability,  and 
assess  the  need  for  various  medical  consultations. 
Since  the  patient  has  recently  experienced  a tempo- 
rary and  traumatic  loss  of  control  over  her  own  self 
and  her  environment,  a crucial  role  of  the  counselor  is 
to  assist  the  patient  in  regaining  “control.”  The 
counselor  enables  the  patient  to  regain  a sense  of  self- 
esteem and  of  control  in  all  aspects  of  her  care  unless 
medical  needs  demand  immediate  attention. 

The  patient  is  made  aware  of  all  medical  and  legal 
procedures  which  may  be  forthcoming  and  is  fully 
supported  throughout  these  events  by  the  counselor. 

When  law  enforcement  officials  are  present,  the 
counselor  assists  the  patient  through  interviewing  and 
identification  procedures.  Specimens  are  obtained  for 
legal  purposes  and  are  processed  by  the  State 
Laboratory  in  Hartford  for  use  as  evidence  in  court. 

The  counselor  may  be  asked  to  testify  in  court; 
therefore,  recordkeeping  is  also  an  extremely  impor- 
tant responsibility.  Special  hospital  forms  have  been 
developed  for  documentation  of  findings  in  sexual 
assault  cases.  The  relationship  between  the  counselor 
and  the  patient  is  an  extremely  therapeutic  one  and 
may  continue  for  several  weeks  or  months.  Some 
patients  require  little  or  no  follow-up,  while  others 
demand  full  utilization  of  all  resources  and  consul- 
tants. 

Physicians  working  with  the  team  are  members  of 
the  Departments  of  Obstetrics  and  Gynecology, 
Psychiatry,  Surgery,  Medicine  and  Pediatrics.  They 
are  confronted  with  a variety  of  concerns:  the 
possibility  of  pregnancy  and  venereal  disease,  the  care 
of  injuries,  and  the  possible  exacerbation  of  underly- 
ing medical  problems.  Patients  often  suffer  acute  and 
long-term  psychiatric  problems  following  the  sexual 
assault  experience,  and  the  availability  of  psychiatric 
services  is  crucial. 

Some  patients  come  from  disrupted  families  or 
other  difficult  social  circumstances  and  do  not  desire 
to  return  home  unless  provided  with  assistance  in 
altering  these  conditions.  Social  workers  are  available 
to  assist  the  patient  and  her  family  and  to  provide 
referrals  to  appropriate  community  agencies  (Family 
Service,  Visiting  Nurse  Association,  Planned  Parent- 
hood League,  Housing  Authority,  etc.).  Members  of 
the  clergy  with  special  skills  in  crisis  intervention  may 
be  helpful  to  the  patient  and  other  significant  persons 
in  the  patient’s  life  and  are  available  on  a full-time 
basis. 

The  team  and  its  members  are  not  self-sufficient 
and  must  maintain  liaisons  with  a wide  variety  of 
other  agencies.  They  collaborate  with  local  and  state 
police  to  provide  the  patient  with  access  to  law 
enforcement  groups,  and  with  the  State’s  Attorney  to 
clarify  and  interpret  legal  issues  and  statutes. 
Psychiatric  therapy,  both  brief  and  long  term,  is 


provided  through  a liaison  program  with  the  brief 
treatment  unit  at  the  New  Haven  Connecticut  Mental 
Health  Center.  Since  some  patients  may  reside 
outside  the  primary  service  area  of  the  hospital, 
referral  to  a program  closer  to  their  home  is  desirable. 
There  are  numerous  rape  crisis  centers  evolving 
throughout  the  New  England  region  and  liaisons  are 
maintained  with  many  of  these  for  referral  purposes. 

Functions  of  the  R.C.T. 

The  major  functions  of  the  Team  are:  patient  care, 
education,  research,  and  consultation.  Comprehen- 
sive patient  care  is  the  prime  function  and  includes  the 
provision  of  counseling  and  psychological  support  to 
victims.  Documentation  of  the  patient’s  medical  and 
psychological  condition  is  important,  and  record- 
keeping is  thus  viewed  as  a critical  aspect  of  the  care. 
Such  records  are  frequently  required  for  subsequent 
legal  purposes  and  should  be  as  accurate  and  as 
detailed  as  possible.  Follow-up  is  also  important,  and 
patients  are  contacted  a few  days,  and  again  several 
weeks,  after  the  initial  episode  to  determine  whether 
additional  counseling  or  other  services  are  needed. 
Follow-up  counseling  may  continue  for  several  weeks 
or  months  before  the  patient  is  fully  restored  to  her 
preassault  lifestyle. 

The  educational  program  of  the  Team  has  two 
target  groups:  the  public  and  the  team  itself.  Team 
education  includes  the  training  of  new  counselors,  the 
continuing  education  of  active  counselors  and 
consultants  at  a monthly  case  review  conference,  and 
periodic  updating  of  counselors  with  new  information 
primarily  provided  by  the  Team  Coordinator  and  an 
Advisory  Board.  Such  new  material  may  include 
changes  in  venereal  disease  treatment  guidelines, 
improved  methods  of  pregnancy  prevention  and 
changes  in  recordkeeping  requirements. 

The  Coordinator  of  the  Team  must  be  an  individual 
who  has  extensive  knowledge  and  experience  in 
leadership,  administration  and  counseling  techniques. 
The  success  of  the  Team  is  directly  related  to  a highly 
structured  framework  within  which  all  policies, 
programs  and  functions  can  be  clearly  defined.  The 
Advisory  Board  is  composed  of  a psychiatrist, 
obstetrician/gynecologist.  Director  of  Ambulatory 
Nursing,  Medical  Director  of  Emergency  Services, 
and  a representative  from  the  hospital  administration. 
The  Team  Coordinator  and  members  of  the  board 
provide  guidance  and  feedback  to  the  Team  as  often 
as  necessary  to  maintain  knowledge  and  performance 
at  an  optimal  level.  The  basic  philosophy  of  care  and 
specific  treatment  protocols  are  maintained  in  a 
procedures  manual,  used  by  all  counselors  and 
updated  frequently. 

Public  education  includes  provision  of  inservice 
education  programs  for  hospital  staff  and  the 
extended  medical  community  (physicians,  hospital 
administrators,  visiting  nurses,  etc.),  law  enforcement 
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agents,  and  staff  and  students  at  local  educational 
institutions.  Lectures  and  discussions  with  civic 
groups  and  other  public  agencies  are  another 
important  means  by  which  public  awareness  of  the 
problems  of  the  sexual  assault  victim  may  be 
heightened.  It  is  only  through  widespread  public 
education  that  the  stigma  of  guilt  and  embarrassment 
can  be  removed  from  the  rape  victim.  Increased 
public  awareness  of  services  provided  by  the  Team 
has  brought  about  a dramatic  increase  in  the  number 
of  cases  seen  by  the  Team  each  month. 

Research  is  conducted  into  methods  of  improved 
patient  care,  developing  sexual  assault  patterns  and 
profiles,  and  improved  educational  techniques. 
Research  also  helps  to  identify  problems  related  to 
sexual  assault,  such  as  the  “battered  women  syn- 
drome.” The  one  clear  difference  between  the  sexual 
assault  victim  and  the  battered  woman  is  the  lack  of 
sexual  violation  in  the  latter.  The  loss  of  self-esteem, 
the  temporary  loss  of  control  over  one’s  own  body 
and  life,  and  the  demeaning  and  abuse  of  a woman  by 
a man  are  findings  common  to  both  battered  women 
and  sexual  assault  cases. 

Consultation  is  provided  not  only  to  patients,  but 
also  to  health  care  agencies  and  institutions  to  assist 
them  in  establishing  their  own  programs.  Consulta- 
tion with  law  enforcement  agencies  is  aimed  at 
developing  an  improved  understanding  of  the 
problems  of  sexual  assault  victims  and  the  need  for 
early  psychological  support  and  sensitive  interven- 
tion. Team  members  frequently  consult  with  the 
administration  and  teachers  of  local  educational 
institutions  to  create  a heightened  awareness  of  the 
complexity  of  sexual  assault  victim  care,  the  services 
offered  by  the  Team,  and  to  assist  the  institutions  in 
establishing  their  own  initial  treatment  programs 
where  feasible. 

Medical  Care 

Medical  care  of  the  sexual  assault  victim  begins  the 
moment  the  counselor  meets  the  patient.  In  an  ideal 
situation,  treatment  begins  even  earlier  through  the 
sensitive  intervention  and  provision  of  psychological 
support  from  the  first  person  to  encounter  the  patient 
after  the  assault,  often  a law  enforcement  agent  or 
Emergency  Medical  Technician.  The  counselor 
obtains  a thorough  history  of  the  event,  the  present 
and  past  medical  condition  of  the  patient,  and  makes 
an  initial  determination  of  the  probable  need  for 
consultation  from  specialists,  (e.g.  surgeon,  internist, 
etc.).  When  the  counselor  has  explained  the  process  of 
the  physical  examination  and  the  patient  has  begun  to 
regain  a sense  of  control  and  self-esteem,  the 
physician  is  introduced  to  the  patient  and  will  also 
obtain  a brief  present  and  past  medical  history.  He  or 
she  will  then  conduct  a brief,  but  thorough  examina- 
tion looking  for  signs  of  injury  or  exacerbated 
underlying  medical  conditions.  A complete  internal 


and  external  examination  of  the  perineum  is  done 
whenever  possible  and  appropriate  specimens  and 
cultures  are  obtained  for  legal  and  medical  purposes. 
Fingernail  scrapings,  perineal  hair  specimens,  and 
other  evidence  which  may  be  of  assistance  to  the 
prosecution  are  obtained  and  labelled.  Cultures  of  the 
vagina  and  cervix  for  gonorrhea  and  syphilis,  a wet 
mount  for  examination  for  sperm,  and  a urinalysis  are 
obtained,  as  well  as  a VDRL  and  urinary  chorionic 
gonadotropin  (UCG)  test. 

Prophylactic  treatment  is  directed  toward  the 
prevention  of  pregnancy  and  venereal  disease. 
Pregnancy  prophylaxis  is  offered  routinely  with  oral 
diethylstilbesterol  (DES),  25  mg.  BID,  or  50  mg.  QD, 
for  4-5  days.  While  some  investigators  have  noted  a 
minimal  increase  in  the  risk  of  ectopic  pregnancy  with 
DES  therapy,  this  is  far  outweighed  by  the  high 
success  rate  of  the  treatment.  The  number  of 
pregnancies  occurring  following  DES  treatment  is 
exceedingly  low  (approximately  0.36%).  Venereal 
disease  prophylaxis  follows  the  guidelines  of  the 
Center  for  Disease  Control.  Procaine  Penicillin  G,  4.8 
million  units  IM  is  given  in  divided  doses  in  different 
sites  and  accompanied  by  1 gram  of  Probenecid 
orally.  (See  Table  I). 


Table  1 

PROPHYLACTIC  MEASURES 

1)  Procaine  Penicillin  G 4.8  million  units  IM  (divided  doses, 
different  sites),  preceded  by  Probenecid  1 gm.,  P.O. 

ALTERNATE  THERAPY 

2)  Ampicillin:  3.5  gm.,  P.O.;  preceded  by  Probenecid  1 gm.,  P.O. 

3)  Tetracycline  HCL:  1.5  to  2.0  gm.  at  once  then  500  mg.  Q1D  x 4 
days  (9.5-10.0  gm.  total) 

4)  Spectinomycin:  2 mg.  IM  x 1. 

5)  OTHER 

Streptomycin:  4 gm.  IM  x I 
Kanamycin:  2 gm.  IM  x 1 

The  treatment  of  choice  in  cases  of  pharyngeal 
exposure  remains  penicillin  in  the  recommended 
doses,  while  secondary  therapy  is  tetracycline  HCL. 
Pharyngeal  exposure  in  a penicillin  sensitive  preg- 
nant female  is  treated  with  erythromycin  in  the 
recommended  doses,  although  there  has  been  noted 
a 30%  failure  rate  using  this  therapy.  Prophylaxis  in 
children  over  45  kg.  (100  lbs.)  is  the  same  as  for 
adults.  For  smaller  children  penicillin  remains  the 
drug  of  choice  given  as  Procaine  Penicillin  G,  100,000 
units  IM/kg.  body  weight  and  preceded  by  Pro- 
benecid 25  mg./ kg.  body  weight.  No  child  under  6 
years  of  age  should  receive  tetracycline  therapy  be- 
cause of  the  effect  on  developing  dentition.  Ery- 
thromycin 40  mg. /kg.  body  weight/day  in  4 divided 
doses  for  7 days  may  be  used  if  necessary. 

Of  the  168  cases  treated  by  this  regimen  over  the 
past  2/2  years,  there  have  been  no  cases  of  pregnancy 
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or  venereal  disease  related  to  the  sexual  assault 
incident  of  which  the  Team  is  aware. 

Impact  of  the  R.C.T. 

It  is  exceedingly  difficult  to  evaluate  the  effective- 
ness of  the  Rape  Counseling  Team.  Conducting  a 
standard  “outcome  evaluation”  is  difficult  because 
most  patients  do  not  want  to  discuss  the  event  once 
they  have  stabilized  their  personal  lives  and  learned  to 
live  with  the  memory  of  the  assault.  In  addition,  many 
of  the  ways  the  counselors  and  the  team  assist  the 
patient  are  intangible:  sensitive  treatment  and 

counseling,  coordination  of  services,  detailed  case 
documentation,  and  short  and  long-term  follow-up. 
None  of  these  are  easily  quantified.  One  can, 
therefore,  only  speculate  on  the  effectiveness  of  the 
team  based  on  increased  utilization  of  team  services 
and  comments  made  by  patients.  Approximately  60% 
of  the  patients  are  followed  for  6 weeks  or  longer,  and 
the  majority  of  these  express  great  appreciation  for 
the  efforts  of  the  counselor  and  the  Team. 

Utilization  of  Team  services  has  increased  dramati- 
cally over  the  2/2  year  period,  indicating  the 
effectiveness  of  the  public  education  campaign,  and 
an  increased  awareness  by  the  public  of  the  existence 
of  the  problem  of  sexual  assault  and  the  availability  of 
the  Team.  In  1974,  the  average  number  of  cases 
treated  per  month  by  the  Team  was  2.4;  in  the  first 
month  of  1977,  a total  of  13  cases  were  treated. 
Patients  present  from  many  adjacent  communities  or 
are  referred  from  other  hospitals  or  educational 
institutions,  and  many  have  heard  of  the  Rape 
Counseling  Team  either  before  the  assault  occurred. 


or  were  told  of  the  existence  of  the  Team  by  the 
police,  counselors,  or  friends  after  the  assault. 

In  spite  of  the  apparent  effectiveness  of  the  Team, 
there  is  a great  need  to  further  evaluate  the  quality 
and  appropriateness  of  services  provided  and  the 
effectiveness  of  the  interventions.  A considerable 
amount  of  research,  both  social-psychological  and 
medical,  needs  to  be  conducted  to  determine  how  well 
the  team  is  meeting  the  needs  of  the  patient  and  which 
needs  remain  unmet. 


Summary 

The  victim  of  a sexual  assault  is  an  emergency  and 
the  initial  treatment  of  the  patient  should  ideally  take 
place  in  an  emergency  service.  This  requires  the 
establishment  of  an  emergency  service  based  Rape 
Counseling  Team.  Although  the  exact  composition 
may  vary  from  one  institution  to  another,  the 
principles  of  sensitive  treatment,  multidisciplinary 
approaches,  detailed  documentation,  and  careful 
follow-up  remain  central.  Each  emergency  service 
should  develop  its  own  protocol  for  treating  and 
following  such  patients,  or  develop  liaisons  with 
another  institution  for  referral  of  such  cases. 

The  Rape  Counseling  Team  is  an  important  part  of 
an  active  emergency  service  and  can  make  the 
difference  between  a victim  spending  the  rest  of  her 
life  feeling  embarrassed,  guilty,  and  with  little  self- 
esteem, and  her  being  able  to  cope  successfully  with 
the  psychological  and  physical  trauma  of  the  assault 
and  regain  her  self-respect  and  confidence. 


Time  and  the  Patient 

The  average  patient  visiting  a doctor’s  office 
spends  15  minutes  with  the  doctor,  almost  50%  of 
patients  get  a drug  prescription  and  half  of  the 
problems  are  judged  “not  serious,”  a news  survey 
indicates. 

The  National  Center  for  Health  Statistics,  a unit 
of  HEW,  said  the  length  of  the  patient’s  visit  varies 
with  the  specialty — from  1 1.9  minutes  with  a derma- 
tologist to  46.9  minutes  with  a psychiatrist. 

General  and  family  physicians  account  for  two 
out  of  every  five  visits  to  a doctor’s  office,  and  12.6 
minutes  are  spent  with  a patient.  But  for  the  13  most 
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visited  specialists,  the  average  face-to-face  en- 
counter between  doctor  and  patient  is  a “relatively 
brief’  15  minutes.  This  does  not  include  waiting 
time  or  time  spent  with  a nurse  or  other  health 
worker. 

The  annual  survey  of  health  services  provided  in 
doctors’  offices,  said  to  be  the  only  national  study  of 
its  kind,  is  being  used  increasingly  by  the  medical 
profession,  according  to  one  of  the  authors.  Medi- 
cal schools,  including  Harvard,  use  it  to  shape  their 
curriculum,  he  said.  Young  doctors  just  starting 
practices  use  the  information  to  gauge  the  time 
they  devote  to  various  medical  conditions. 
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Computerized  Tomography  in  the  Evaluation  of 

Orbital  Masses 

Computerized  Tomographic  Case  of  the  Month 
JANE  BARRY,  M.D.  AND  STEPHEN  L.G.  ROTHMAN,  M.D. 


A fifteen-year-old  female  was  referred  to  a 
neurosurgeon  with  a history  of  increasingly  severe 
pain  in  her  left  eye.  She  had  no  other  complaints. 
Physical  examination  revealed  a hemangioma  of  the 
left  eyelid  and  a palpable  left  orbital  mass.  The 
remainder  of  the  physical  examination  was  normal. 
The  eyelid  hemangioma  and  the  orbital  mass,  which 
was  felt  to  represent  an  orbital  hemangioma,  had  been 
present  since  birth  and  were  associated  with  congeni- 
tal blindness  in  that  eye.  No  other  family  members 
were  known  to  have  similar  lesions. 

Because  of  the  increasing  pain,  her  ophthalmologist 
was  concerned  about  the  possibility  of  bony  destruc- 
tion or  intracranial  extension  of  the  mass.  A CT  scan 
was  performed.  (Figure  1). 


Figure  I 


The  scan  demonstrates  a soft  tissue  mass  arising 
from  the  area  of  the  medial  rectus  muscle  behind  the 
globe  of  the  eye  and  adjacent  to,  but  not  involving, 
the  optic  nerve.  There  is  no  bony  erosion  and  no  mass 
extending  into  the  nasal  cavity  or  maxillary  sinus.  No 
intracranial  abnormality  is  present. 

Because  of  the  absence  of  intracranial  extension,  it 
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was  decided  to  attempt  conservative  treatment  and 
the  patient’s  pain  is  moderately  controlled  on  systemic 
acetazolamide  and  topical  eye  drops  which  contain 
dexamethasone  and  antibiotics. 

Discussion 

Hemangioma  is  the  most  common  intraorbital 
tumor.  The  majority  occur  in  infants  and  children. 
Typically  the  hemangioma  is  in  the  extraocular 
muscles  but  it  may  extend  to  conjunctiva  or  eyelid. 
The  vascular  supply  is  usually  from  the  ophthalmic 
artery  although  there  may  be  some  supply  from 
branches  of  the  external  carotid.  Angiography  usually 
deomonstrates  slow  flow  and  the  tumor  mass  itself  is 
often  poorly  visualized  or  not  seen  at  all.  However, 
some  hemangiomas  demonstrate  amorphous  vascular 
spaces  within  the  tumor. 

Other  vascular  tumors,  including  hemangioen- 
dotheliomas and  hemangiopericytomas  are  much  less 
frequent. 

Von  Hippel  Lindau’s  syndrome  is  characterized  by 
hemangioblastomas  of  the  cerebellum  and  angiomas 
of  the  retina.  Hemangiomas  may  occur  in  the  spinal 
cord  or,  rarely,  in  the  cerebral  hemispheres.  There  is 
often  a family  history  of  similar  lesions  and  there  are 
often  associated  tumors  or  cysts  of  the  viscera 
especially  kidney,  liver,  spleen  and  adrenals.  In  this 
syndrome  the  vascular  lesion  is  usually  not  orbital  but 
retinal,  and  is  often  bilateral.  In  this  patient  CT 
demonstrated  an  orbital  lesion  characteristic  of 
congenital  hemangioma  with  no  evidence  of  intra- 
cranial abnormality.  In  the  last  two  years  CT  has 
become  the  primary  radiographic  technique  for  the 
evaluation  of  intraorbital  masses.  It  allows  differenti- 
ation between  orbital  tumors,  thyroid  ophthalmop- 
athy and  orbital  pseudotumors,  the  most  common 
causes  of  exophthalmos.  It  is  possible  to  identify 
routinely  the  medial,  lateral,  and  superior  rectus 
muscles  as  well  as  the  optic  nerve,  orbital  fat  and  lens 
of  the  eye. 
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CURRENT  DRUG  INFORMATION 

Moses  Chow,  Pharm.  D.,  Consulting  Editor 


The  Use  of  Lactulose  in  Portal-Systemic  Encephalopathy 

SAMUEL  JAMES  MATTHEWS,  PHARM. D. 


Lactulose  (Cephulac R),  a synthetic  disaccharide, 
has  been  shown  to  be  effective  in  the  treatment  of 
acute  and  chronic  portal-systemic  encephalopathy.1-3 
On  oral  administration,  lactulose  is  unchanged  in  the 
small  intestine,  but  it  is  metabolized  in  the  colon  by 
intestinal  organisms  to  lactic,  acetic,  and  formic  acids, 
and  carbon  dioxide.  Although  these  products  lower 
the  pH  of  the  colonic  contents  and  induce  an  osmotic 
diarrhea,  the  drug  does  not  induce  systemic  acidosis. 

Mechanism  of  Action 

Ammonia,  which  is  generated  by  the  bacterial 
breakdown  of  protein  in  the  gastrointestinal  tract,  is 
felt  to  be  the  major  cerebral  toxin  responsible  for  the 
symptoms  of  hepatic  encephalopathy  and  coma. 
Thus,  current  therapy  for  hepatic  encephalopathy  is 
aimed  at  reducing  the  amount  of  ammonia  available 
for  absorption,  a goal  that  is  achieved  by  the 
reduction  of  dietary  protein,  the  control  of  bleeding, 
purgation,  administration  of  gut  sterilizing  antibiotics 
and  lactulose. 

By  lowering  the  pH  of  the  gut,  lactulose  causes 
most  of  the  ammonia  in  the  gut  to  exist  in  the  ionized 
form  of  NH  4 +.  Ammonium  ion,  unlike  ammonia, 
cannot  be  absorbed  and  is  excreted  in  the  feces. 
Moreover,  since  the  pH  is  lower  in  the  gut  than  in  the 
serum,  a transfer  of  ammonia  may  occur  from  the 
blood  into  the  gut.4  These  effects  explain  the 
reduction  of  blood  ammonia  levels  observed  with  the 
administration  of  lactulose.56 

Efficacy 

Lactulose  may  be  of  value  in  the  treatment  of  the 
symptoms  of  acute  and  chronic  portal-systemic 
encephalopathy.1-57  With  its  use  an  overall  improve- 
ment in  up  to  75%  of  patients  has  been  noted  as 
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indicated  by  the  disappearance  or  reduction  in 
asterixis,  the  normalization  of  the  electroencephalo- 
graph, and  the  lessening  of  the  extent  of  mental 
confusion.8  Definitive  improvement  in  symptoms  of 
portal-systemic  encephalopathy  with  lactulose  treat- 
ment usually  occurs  within  one  to  three  days,  but 
maximum  effect  may  be  delayed  for  as  long  as  10  to 
14  days. 

When  a patient  is  stabilized  on  lactulose  the  dietary 
intake  of  protein  can  often  be  increased  and  neomycin 
withdrawn.3' 5 7 Lactulose  therapy  does  not  impair 
liver  function  tests  and  does  not  adversely  effect  the 
course  of  the  underlying  disease.  Not  all  patients 
respond  to  lactulose  and  must  then  be  treated  with 
neomycin. 

In  general,  in  the  treatment  of  chronic  portal- 
systemic  encephalopathy,  lactulose  and  neomycin 
appear  to  be  of  equal  efficacy.7  Some  authors  have 
found  the  combined  use  of  lactulose  and  neomycin  to 
be  superior  to  either  alone.9  The  mechanism  for 
increased  efficacy  is  not  clear  and  the  combination,  at 
first  glance,  appears  to  be  irrational.  If  oral  lactulose 
requires  metabolic  breakdown  by  gut  flora  to  exert  its 
effect,  the  addition  of  neomycin  may  eliminate  these 
organisms.9  Further  data  on  the  combined  use  of 
these  agents  is  needed. 

Dosage 

Lactulose  is  available  as  a syrup  (Cephulac  R ) 
manufactured  by  Merrell-National  at  a concentration 
of  67  gm%.  The  usual  dosage  is  90-150  ml  daily  in 
three  equal  doses  given  with  meals.  The  dose  must  be 
individualized  to  promote  2 to  3 soft  bowel  move- 
ments daily.  In  order  to  be  efficacious,  it  is  necessary 
to  maintain  the  stool  pH  at  about  5.5  or  lower,  since 
the  inability  to  maintain  the  pH  in  this  range  often 
results  in  failure  with  lactulose.5  Diarrhea  or  the  two 
to  three  soft  stools  daily  may  occur  without  a change 
in  stool  pH.  The  pH  may  be  tested  with  pH  paper. 
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Lactulose  has  also  been  administered  rectally  with 
good  results  and,  in  fact,  clinical  response  may  even 
be  more  rapid  by  this  route  than  by  oral  administra- 
tion.2 One  method  is  to  dilute  300  ml  of  lactulose 
syrup  with  700  ml  of  water  and  administer  the 
solution  through  a rectal  tube  with  an  occluding 
balloon.2  The  rectum  is  drained  after  twenty  to  thirty 
minutes,  and  the  procedure  repeated  every  two  hours 
(up  to  three  doses).  Some  patients  may  not  retain  the 
enemas  for  long  periods  even  with  an  occluding 
balloon. 

Adverse  Effects 

Adverse  effects  of  lactulose  usually  are  mild  and 
tend  to  lessen  with  continued  use.  Diarrhea  is  dose- 
related  and  should  not  be  allowed  to  continue  owing 
to  the  large  loss  of  fluid  and  electrolytes,  which  in 
itself,  may  lead  to  hepatic  coma.  Occasional  flatulence 
and  mild  abdominal  cramping  may  occur  but 
generally  subside  after  several  days  of  treatment. 
Rarely,  a patient  may  complain  of  the  sweet  taste  of 
lactulose.  The  flavor  may  be  disguised  in  fruit  juices 
or  food.  A number  of  diabetic  patients  have  been 
safely  treated  with  lactulose.10  However,  care  should 
be  taken  in  diabetic  patients  due  to  the  presence  of 
lactose  and  galactose  in  the  preparation.  Also, 
lactulose  should  not  be  administered  to  patients  who 
require  the  restriction  of  galactose  in  the  diet.  Unlike 
neomycin,  lactulose  has  not  been  shown  to  cause 
deafness,"  steatorrhea,  moniliasis,  or  staphylococcal 
enterocolitis. 

Conclusion 

Lactulose*  has  been  shown  to  be  efficacious  in  the 
treatment  of  portal-systemic  encephalopathy  and 


appears  to  be  interchangeable  with  neomycin  in 
patients  with  chronic  portal-systemic  encephalopathy. 
Since  it  is  less  toxic  than  neomycin,  its  use  as 
maintenance  therapy  may  be  superior. 

*Cephulac  (Merrell-National) 
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AMA  expands  accreditation 
for  allied  professionals 

Board  representation  of  professionals  outside  the 
American  Medical  Association  will  be  included  in 
the  AMA’s  committee  which  evaluates  and  accredits 
allied  health  education  programs. 

Final  accreditation  authority  for  allied  health  pro- 
fessionals has  been  assigned  to  the  Committee  on 
Allied  Health  Education  and  Accreditation  of  the 
AMA’s  Council  on  Medical  Education. 

Two  thirds  of  the  new  accreditation  committee 
will  represent  allied  health  professionals,  employers. 


educators,  and  the  public.  In  the  past  only  AMA 
members,  all  medical  doctors,  served  in  the  accredi- 
tation program. 

The  committee  includes  five  allied  health  profes- 
sionals, two  hospital  administrators,  one  junior 
college  president,  and  three  physicians.  Public  rep- 
resentatives and  two  members  of  the  AMA  Council 
will  be  added. 

The  AMA  also  has  revised  accreditation  stan- 
dards for  some  of  the  allied  health  professions— med- 
ical record  technicians,  cytotechnologists,  specialists 
in  blood  bank  technology,  and  radiation  therapy 
technologists. 
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THE  IRONY  OF  HAVING 

THE  BEST 


It  might  be  said  that  medical  advances  are  now 
coming  back  to  haunt  us  — and  in  a rather  strange 
way. 

Health  care  professionals  have  devoted  years  to 
improving  their  knowledge  and  skills  to  the  point 
where,  collectively,  America's  doctors,  hospitals 
and  medical  technology  rank  with  the  world's  best. 

Often  overlooked,  however,  is  the  fact  that  ad- 
vancements cost  money. 

And  we  must  also  add  the 
practical  knowledge  that 
this  medical  success  may 
have  brought  about  a cer- 
tain public  complacency, 
a feeling  that  "if  I get 
sick,  they'll  fix  me  up  in 
no  time  and  my  health 
insurance  will  cover  it." 

That  attitude  also  adds 
to  costs. 

Then  we  must  consider 
the  fact  that  there  are  non- 
medical costs  attached  to 
health  care  — labor,  food, 
administration  — and  the 
biggest  economic  factor 
of  them  all,  inflation. 

Each  of  these  items  has 
a dollar  sign  attached  to  it,  and  have  combined  to 
produce  the  admittedly  higher  costs  associated 
with  human  healing,  maintenance  and  longevity. 

Physicians,  hospitals,  patients  or  Blue  Cross  & 
Blue  Shield  alone  have  not  been  able  to  alter  this 
rise,  so  the  message  becomes  quite  clear:  we  must 
begin  immediately  to  work  together.  For  it  appears 


quite  obvious  that  only  a collective  effort  can 
have  any  chance  for  success. 

Blue  Cross  & Blue  Shield  has  been  telling  its 
subscribers  (as  well  as  the  public  in  general)  how 
they  can  take  better  care  of  themselves.  We  have 
been  asking  them  to  question  costs,  to  speak  with 
their  doctors  about  alternatives  like  ambulatory 
care,  and  to  look  upon  us  as  a source  of  health 
care  financing,  backing  up 
and  supporting  their  ef- 
forts and  those  of  their 
physicians. 

But  we  need  your  help, 
too.  We  ask  you  to  take  a 
hard  look  at  costs.  Not 
just  your  professional  fees, 
but  total  costs.  (We  think 
you  might  be  astonished  at 
how  fast  surgery,  with 
attendant  inpatient  costs, 
can  pyramid  into  an  astro- 
nomical "bottom  line.") 

Please  remember  there 
are  alternatives  to  inpa- 
tient care.  Blue  Cross  & 
Blue  Shield  provides  bene- 
fits for  outpatient  surgery 
and  diagnostic  services, 
Pre-Admission  Testing,  and  Coordinated  Home 
Care  to  cut  down  on  inpatient  days.  These  are 
just  a few  of  the  available  alternatives. 

Trying  to  stop  this  upward  price  spiral  is  a 
tremendous  task,  but  if  everyone  works  together, 
perhaps  we  can  begin  to  at  least  slow  down  in- 
creasing costs. 


ALL  OF  US  HELPING  EACH  OF  US 


Blue  Cross 
Blue  Shield 

of  Connecticut 


DNA  Repair  and  Human  Disease 

The  Case  of  Xeroderma  Pigmentosum 
BARRY  M.  KACINSKI,  B.S. 


Oculocutaneous  xeroderma  pigmentosum  (XP)  has 
been  recognized  as  a discrete  disease  entity  for  over  a 
century  while  its  more  severe,  neuro-oculocutaneous 
form — the  DeSanctis-Cacchione  Syndrome  (DSC)— 
has  been  known  for  nearly  half  that  time.  XP  and 
DSC  are  rare  diseases;  and  one  might  expect  that  the 
elucidation  of  the  details  of  their  molecular  pathology 
would  be  of  limited  interest  to  clinicians.  Since, 
however,  it  has  become  apparent  that  the  molecular 
processes  involved  in  DNA  repair  (which  is  abnormal 
in  XP  and  DSC  patients)  are  probably  also  involved 
in  such  important  phenomena  as  mutagenesis  and  the 
generation  of  the  diversity  of  antibodies  in  the 
immune  response,  DNA  repair  can  now  be  regarded 
as  a clinically  relevant  process;  and  through  a study  of 
XP  and  DSC,  not  only  does  one  gain  an  understand- 
ing of  DNA  repair  in  man  but  also  the  opportunity  to 
correlate  defects  in  DNA  repair  with  overt  clinical 
manifestations.1' 2 

XP  and  DSC  begin  early  in  life  with  an  acute  sun- 
sensitivity.  By  early  childhood,  the  afflicted  individual 
is  extensively  freckled  on  sun-exposed  areas  of  the 
body — a freckling  which  increases  with  age  and 
becomes  complicated  with  other  non-malignant 
degenerative  changes  so  that  the  XP  adolescent  often 
manifests  frank  poikilodermia.*  Malignant  degenera- 
tive changes  begin  early  in  childhood  and  progress 
relentlessly  with  age  until  the  individual — often  before 
the  age  of  20— suffers  from  an  invasive,  malignant 
lesion  which  would  prove  fatal  if  left  untreated. 
Modern  aggressive  therapy  including  radiation, 
chemotherapy,  surgery,  and  careful  dermatologic 
examination  to  diagnose  malignant  and  pre- 
malignant  lesions  may  now  allow  survival  into  the 

BARRY  M.  KACINSKI,  B.S.:  Medical  Scientist  (M.D./Ph.D.) 
Training  Program,  Yale  University  School  of  Medicine  and  Yale 
Graduate  School. 

♦Poikilodermia  is  a compound  skin  disorder  characterized  by  a 
variety  of  cutaneous  abnormalities  including  atrophic  changes, 
telangiectasiae,  hyper-  and  hypopigmentation,  etc. 


fourth  decade.  Genetic  counseling  and  new  techniques 
of  pre-natal  diagnosis  by  amniocentesis  also  make 
preventative  therapy  possible.  Thus,  two  patients 
(identical  twins  and  siblings  of  a known  XP 
individual)  have  been  raised  in  an  essentially 
ultraviolet  (UV)  light-free  environment  since  birth, 
and  as  of  age  13  had  yet  to  show  any  signs  of 
malignancy.1  The  success  of  such  preventative  therapy 
is,  however,  a direct  consequence  of  the  molecular 
pathology  of  XP,  which  I shall  now  review. 

Nearly  30  years  ago,  DNA  was  demonstrated  to  be 
the  agent  of  transmission  of  heritable  traits  between 
different  strains  of  S.  pneumoniae  while  nearly  25 
years  ago,  it  was  demonstrated  that  DNA  bore  the 
genetic  information  of  the  coliphage  T2.  In  1953, 
Watson  and  Crick  proposed  the  now-familiar, 
double-helical  structure  for  DNA  and  postulated  that 
each  strand  of  the  helix  served  as  the  template  for  the 
synthesis  of  a complementary  strand  during  replica- 
tion of  a double-helical  DNA  molecule.  (Figure  1). 
During  the  1960s,  the  basic  enzymology  of  DNA 
synthesis  was  elucidated  in  E.  coli\  and  its  role  as  the 
template  for  the  synthesis  of  messenger  RNA  (which 
in  turn  directs  protein  synthesis)  was  studied 
intensively.  During  this  period,  the  processes  involved 
in  the  repair  of  UV  and  chemically-damaged  bacterial 
DNA  were  also  investigated.3  The  results  of  this 
bacterial  research  provided  a framework  for  the 
incipient  investigations  on  mammalian  DNA  repair; 
and  by  combining  data  from  bacterial  and  mammal- 
ian cell  experiments,  reasonable  hypotheses  could  be 
put  forth  to  explain  the  molecular  pathology  of  XP 
and  DSC  as  well  as  its  relationship  to  clinical 
abnormalities.1- 3 Before  we  consider  these  hy- 
potheses, it  is  worthwhile  to  review  briefly  the  type  of 
damage  done  to  DNA  by  UV  light  and  the 
biochemistry  of  its  repair. 

Irradiation  of  DNA  with  UV  light  of  a wavelength 
below  300  nm  results  in  a photochemical  reaction  in 
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DNA  Structure 
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which  adjacent  pyrimidine  bases  are  linked  by  a 
cyclobutane  ring  to  produce  a pyrimidine  dimer. 
(Figure  2).  Such  dimers,  formed  by  the  combination 
of  two  identical  or  nearly-identical  molecules,  differ 
significantly  from  the  pyrimidine  residues  from  which 
they  are  derived  both  physically  and  chemically  and 


UV-Induced  DNA  Damage 
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lead  to  significant  perturbations  in  the  double-helical 
structure  of  a DNA  molecule.  .(Figure  3).  They  also 
interfere  with  the  biological  function  of  DNA  since 
they  serve  as  blocks  to  the  enzymes  involved  in  the 
replication  of  DNA  and  its  transcription  into 
messenger  RNA.  Although  interference  with  mes- 
senger RNA  synthesis  could  be  expected  to  have 
serious  metabolic  consequences,  blockade  of  DNA 
replication  would  stop  cell  multiplication  if  the  cells 
could  not  repair  the  damaged  DNA.  There  are  several 
ways  in  which  this  might  be  accomplished.  First,  the 
pyrimidine  dimer  might  simply  be  converted  back  to 
the  original  pair  of  unlinked  pyrimidine  bases. 
Alternatively,  the  pyrimidine  dimer  could  be  removed 
and  a correct  sequence  of  DNA  synthesized  in  its 
place.  Lastly,  the  DNA-synthesizing  exzymes  might 
be  able  to  skip  over  a pyrimidine  dimer  to  leave  a gap. 
This  gap  might  at  some  later  time  be  sealed  with  a 
correct  or  possibly  an  incorrect  series  of  nucleotides. 
All  three  of  these  hypothetical  mechanisms  have 
been  postulated  to  exist  in  both  bacterial  and 
mammalian  cells  and  will  be  discussed  below.1,1 


Formation  of  Pyrimidine  Dimers 
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The  first  mechanism  to  be  discussed  is  excision 
repair.  (Figure  4).  As  its  name  suggests,  it  involves  the 
removal  of  a pyrimidine  dimer  from  a DNA  double 
helix  and  replacement  of  the  dimer  with  two,  unlinked 
pyrimidine  bases.  In  E.  coli,  this  process  involves  four 
steps:  incision,  excision,  insertion,  and  ligation. 

In  incision,  a single  strand  of  a DNA  double  helix  is 
broken  near  a pyrimidine  dimer  by  a pyrimidine 
dimer-specific  endonuclease  (Figure  5)  to  yield  a 
double  helix  with  one  nicked  strand. 

Excision,  mediated  by  an  exonuclease  (Figure  5), 
involves  attack  of  the  DNA  strand  at  the  “nick”  with 
degradation  of  the  nicked  strand  up  to  and  perhaps  a 
bit  past  the  site  of  the  pyrimidine  dimer.  One  now  has 
a DNA  double  helix  with  a gap  in  one  of  its  strands. 

In  the  Insertion  step,  this  gap  is  filled  in  by  a DNA 
polymerase  to  yield  a “nicked”  double  helix. 

In  Ligation,  a DNA  ligase  seals  this  “nick”  to 
form  a completely-repaired,  DNA  double  helix.1,3 
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Although  the  ability  to  repair  UV-damaged  DNA 
was  demonstrated  in  mammalian  cell  cultures  in  the 
1960s,  no  connection  was  made  between  this  process 
and  human  disease  until  1968  when  Cleaver  showed 
that  certain  XP  cell  lines  were  capable  of  much  less 
repair  DNA  synthesis  after  exposure  to  UV  light  than 
normal  cells.  He  postulated  that  this  deficit  in  repair 
might  be  due  to  lack  of  a pyrimidine  dimer-specific, 
incision  endonuclease.  This  hypothesis  soon  received 
support  from  other  studies  which  showed  that  XP  cell 
lines  were  less  proficient  in  excision  of  UV-induced, 
pyrimidine  dimers  than  were  normal  cells  and  also 
were  less  capable  of  repair  of  damage  done  to  their 
DNA  by  various  alkylating  agents.1  4 


Additional  information  on  the  biochemistry  and 
genetics  of  the  excision-repair  defects  found  in  XP 
came  from  studies  utilizing  the  technique  of  somatic 
cell  hybridization.  Briefly,  the  process  involves  the 
mixing  of  cells  from  various  XP  cell  lines  with  each 
other  or  with  normal  cells  in  the  presence  of  a virus 
which  promotes  the  fusion  of  several  cells  to  form 
heterokaryons  (cells  with  nuclei  from  different  cells 
and  with  a cytoplasm  which  is  a mixture  of  the  cells 
from  which  the  heterokaryons  were  formed).  Such 
studies  allow  one  to  determine  whether  or  not 
different  cell  lines  can  complement  each  other’s 
defects  and  hence  whether  or  not  they  are  mutant  in 
the  same  gene.  Such  studies  allowed  the  discovery 
that  the  substances  necessary  to  correct  the  defects  in 
XP  cells  were  freely  diffusable  in  cytoplasm  and  also 
able  to  act  on  nuclei  unable  to  code  for  their  synthesis. 
It  also  permitted  the  determination  that  there  are  at 
least  four  or  five  genes  controlling  excision  repair  in 
man.1-5 
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Other  techniques  which  have  contributed  to  the 
understanding  of  the  molecular  pathology  of  XP 
include  the  measurement  of  host-cell  reactivation  of 
UV-irradiated  virus  and  a UV-endonuclease  assay  for 
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the  presence  of  unrepaired  pyrimidine  dimers  in 
DNA.  The  former  method  relies  on  the  observation 
that  UV-repair  capability  can  be  quantitated  in  terms 
of  the  amount  of  infectivity  which  can  be  restored  by 
a given  cell  line  to  a virus  whose  infectivity  has  been 
decreased  by  UV  irradiation.  This  method  allowed  an 
independent  discovery  of  four  or  five  types  of  XP  cell 
lines  as  distinguished  by  their  differences  in  ability  to 
reactivate  UV-irradiated  virus;6  it  also  contributed  to 
the  discovery  of  human  photoreactivation  repair.  The 
second  method  relies  on  the  ability  of  a pyrimidine 
dimer-specific,  incision  endonuclease  to  detect  unre- 
paired pyrimidine  dimers  and  to  “nick”  the  DNA 
molecules  which  contain  them.  Paterson  and  co- 
workers used  this  approach  to  assay  for  unrepaired 
pyrimidine  dimers  from  cell  extracts  after  different 
amounts  of  incubation  after  UV-irradiation.  Their 
results  correlated  well  with  those  obtained  by  host-cell 
reactivation  studies,  but  also  yielded  some  interesting 
information  on  repair  kinetics.  They  showed  that  UV 
repair  involves  two  kinetically-distinct  processes:  a 
fast  process  which  appears  to  repair  approximately 
70%  of  pyrimidine  dimers,  and  a slower  one  which 
deals  with  the  remaining  30%.  Among  other  possibili- 
ties, this  slower  process  might  be  some  sort  of  post- 
replication repair  of  DNA. 

The  first  evidence  for  a DNA  repair  process 
different  from  excision  repair  and  photoreactivation 
came  from  studies  in  E.  coli  which  showed  that 
excision-deficient  E.  coli  strains,  to  which  one  to  two 
pyrimidine  dimers/genome  should  be  lethal,  could 
survive  dose  of  UV  light  producing  up  to  50 
dimers/ genome.  These  observations,  combined  with 
others  which  showed  that  one  to  two  pyrimidine 
dimers/ genome  were  lethal  for  strains  deficient  in 
both  excision  repair  and  genetic  recombination 
capabilities  led  Rupp  and  Howard-Flanders  to  search 
for  a DNA  repair  process  dependent  on  genetic 
recombination  mechanisms  but  independent  of 
excision  repair,  a process  now  known  as  post- 
replication repair.8 

In  their  original  work,  they  examined  the  molecular 
weight  distribution  of  DNA  extracted  from  cells  with 
normal  recombination  abilities  but  which  lack  the 
pyrimidine  dimer-specific,  incision  endonuclease 
necessary  to  initiate  excision  repair.  After  UV- 
irradiation,  DNA  replication  proceeded  in  such  a 
manner  that  the  newly-synthesized  strand  of  DNA  of 
each  of  the  new,  daughter,  double  helices  had  many 
“gaps”  when  compared  to  the  newly-synthesized 
DNA  of  unirradiated  cells.  These  gaps  were  eventual- 
ly filled  and  sealed,  but  only  after  long  periods  of 
post-irradiation  incubation.  Rupp  and  Howard- 
Flanders  explained  their  results  in  terms  of  a model  in 
which  the  DNA  polymerase  simply  skips  over  regions 
of  pyrimidine  dimers  during  replication  of  a UV- 
damaged,  DNA  double  helix.  Thus,  the  new  strands 


which  are  being  synthesized  complementary  to  the 
strands  of  the  damaged  helix  are  discontinuous  or 
have  “gaps.”  In  E.  coli , these  “gaps”  either  may  be 
repaired  by  a process  in  which  an  “error-prone”  repair 
system  fills  in  the  gaps  with  incorrect  nucleotides;9  or 
repair  may  proceed  by  a poorly  understood  process 
involving  genetic  recombination. 

Both  recombination-dependent  and  independent 
forms  of  post-replication  repair  have  been  reported  in 
mammalian  cell  systems;  and,  not  surprisingly,  it  has 
been  found  that  one  or  two  genetically  distinct  groups 
of  XP  patients  (the  so-called  “XP  variants”)  have 
abnormalities  in  post-replication  repair.10  Thus, 
abnormalities  in  post-replication  repair  can  lead  to 
clinical  XP. 

The  third  means  by  which  UV-damaged  DNA  can 
be  repaired  is  photoreactivation  of  pyrimidine  dimers. 
By  far,  this  is  the  oldest-known  form  of  DNA  repair 
and  the  simplest  to  understand.  In  E.  coli  and  human 
cells,  a photoreactivation  enzyme  is  capable  of 
cleaving  pyrimidine  dimers  back  to  the  original  pair 
of  pyrimidine  bases  by  a process  requiring  near-UV 
light.  Sutherland  found  deficiencies  in  photoreactiva- 
tion repair  in  all  of  the  XP  cell  lines  that  she  studied 
and  thus  demonstrated  a possible  etiological  role  for 
abnormalities  in  photoreactivation  repair  in  XP.111 

Having  now  discussed  the  basic  biochemistry  of 
DNA  repair,  we  can  proceed  to  examine  some  of  the 
theories  which  attempt  to  correlate  the  molecular 
pathology  of  XP  with  its  clinical  symptoms  or  which 
attempt  to  explain  the  relationship  between  DNA 
damage  and  mutagenesis. 

The  relationship  of  DNA  damage  and  DNA  repair 
to  mutagenesis  is  poorly  understood,  even  in  bacteria, 
but  some  generalizations  can  be  made.  First,  lack  of 
excision  repair  capabilities  in  E.  coli  is  associated  with 
enhanced  mutagenesis  after  exposure  to  UV  light  or 
certain  chemicals.  It  has  been  postulated  that  in  such 
excision-deficient  mutants,  more  damaged  DNA  is 
repaired  by  post-replication  repair  mechanisms  than 
in  strains  with  normal  excision  repair.  Since  post- 
replication repair  is  more  likely  to  lead  to  alterations 
in  base  sequence  (i.e.  mutations)  and  is  hence  more 
“error  prone”  than  excision  repair,  such  excision- 
deficient  strains  would  commit  more  repair  errors 
during  the  repair  of  a given  amount  of  damaged  DNA 
than  would  strains  with  normal  excision  repair.  Also, 
there  are  probably  certain  abnormalities  in  the  post- 
replication mechanisms  which  enhance  their  “error- 
prone”  tendencies  so  that  an  enhanced  mutagenesis 
can  be  observed  even  in  the  presence  of  normal 
excision  repair.  In  man,  the  situation  of  excision- 
deficient  XP  and  DSC  patients  may  resemble  that  of 
excision-deficient  mutants  of  E.  coli  while  the 
problems  of  XP  variants  may  be  analogous  to  those 
seen  in  some  strains  of  E.  coli  with  abnormalities  in 
post-replication  repair. 
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Table  1 

XERODERMA  PIGMENTOSUM  AND  THE  DeSANCTIS-CACCHIONE  SYNDROME 


SYMPTOMS 


1.  Possible  cutaneous  manifestations 

Acute  sun-sensitivity  in  infancy  (characterized  by  prolonged 

erythema  and  bulla  after  minimal  sun  exposure) 

Extensive  freckling  on  sun-exposed  areas  by  early  childhood 

Xerosis  and  scaling 

Atrophy  of  cutaneous  structures 

Neoplasms: 

(Benign) 

Actinic  keratoses 
Angiomata 
Fibromata 
Keratoacanthomata 

(Malignant) 

Melanomas 

Basal  and  squamous  cell  carcinomas 
Sarcomas 

2.  Possible  ocular  manifestations 

Lids: 

Blepharitis 

Erythema 

Pigmentation 

Keratoses 

Atrophy  leading  to: 

Ectropion 
Entropion 
Loss  of  lower  lid 

Conjunctiva: 

Conjunctivitis  with  photophobia,  lacrimation,  and  edema 

Pigmentation 

Telangiectasiae 

Dryness 

Symblepharon 

Inflammatory  nodules 

In  essence,  most  mechanisms  which  attempt  to 
relate  the  molecular  defects  of  XP  and  DSC  with  their 
clinical  symptoms  rely  on  a hypothesis  similar  to  that 
outlined  above  in  which  abnormalities  in  the  repair  of 
damaged  DNA  enhance  the  mutagenicity  of  such 
agents  as  UV  light  and  chemical  carcinogens. 
Increased  mutagenesis  then  leads  to  the  cellular 
abnormalities  observed  in  the  oculocutaneous  form  of 
XP.  It  is  more  difficult  to  explain  the  neurological 
symptoms  associated  with  XP  and  DSC;  for  while  the 
etiological  agent  for  DNA  damage  in  the  skin  and 
eyes  is  obvious  (i.e.  sunlight),  the  nature  of  the  DNA 
damaging  agent  or  process  in  the  nervous  system  is 
far  less  clear.  This  DNA  damage  in  the  nervous  sys- 
tem is,  however,  most  probably  of  the  type  normally 
dealt  with  by  excision  repair  (for  the  XP  variants— 
which  have  normal  excision  repair  capabilities — re- 
ported in  the  literature  have  shown  few,  if  any,  neu- 
rological abnormalities);  and  it  is  the  accumulation 
of  such  damage  to  the  cells  of  the  nervous  system  in 
XP  and  DSC  individuals  which  then  leads  to  pro- 
gressive loss  of  normal  nervous  system  structure  and 
function. 

Burnet  has  proposed  a hypothesis  quite  different 
from  the  above.  Building  upon  his  previous  theories 


Neoplasms: 

Intraepithelial  epitheliomata 
Squamous  cell  carcinomata 

Cornea: 

Exposure  keratitis  with  edema,  cellular  invasion,  and 

vascularization 

Dryness 

Opacification 

Ulceration  and  scarring 

Iris: 

Iritis 

Synechiae 

Neoplasms 

3.  Possible  neurological  manifestations 

Higher  cortical  dysfunction: 

Progressive  mental  deterioration 
Low  intelligence 
Emotional  lability 

Basal  ganglia  and  cerebellar  involvement 
Choreoathetosis 
Ataxia 

Extrapyramidal  and  pyramidal  abnormalities 
Spasticity 

Extensor  plantar  (Babinski)  response 
Achilles  tendon  shortening 
Sensorineural  deafness 

Lower  motor  neuron  involvement 
Hypo-  or  areflexia 
Neuropathic  EMG 
Abnormal  muscle  biopsy 

4.  Miscellaneous  occasional  findings 

Gonadal  hypoplasia 
Stunted  growth 

on  the  clonal  origin  of  such  skin  lesions  as  freckles,  he 
proposed  in  etiology  for  XP  in  which  the  primary 
defect  is  an  intrinsic  increase  in  mutagenesis  which 
need  not  be  related  to  defects  in  excision  repair.  In 
this  way,  he  attempted  to  explain  the  existence  of 
excision-proficient  XP  patients  (the  XP  variants)  who 
nevertheless  manifest  typical  XP  symptoms.  Such 
patients,  he  proposed,  are  mutant  in  a single  gene 
leading  to  the  production  of  an  abnormal  “mutator” 
enzyme,  while  excision-deficient  XP  patients  have  this 
mutator  enzyme  in  addition  to  their  defects  in 
excision  repair.  The  presence  of  this  mutator  enzyme 
makes  XP  cells  extremely  “error-prone”  in  DNA 
synthesis  and  repair  so  that  a given  dose  of  UV  is  104 
to  106  times  more  carcinogenic  for  them  for  normal 
cells.  This  enzyme  also  is  postulated  to  lead  to 
abnormalities  during  the  development  of  the  nervous 
system.12  This  hypothesis  is  not  unreasonable  if  one 
were  only  to  take  into  account  the  data  on  human 
excision  repair.  It  does  not,  however,  deal  with  the 
associations  which  have  been  found  between  defects 
in  post-replication  repair  and  photoreactivation  with 
XP.  A hypothesis  which  could  take  this  newer  data 
into  account  might  be  as  follows: 

All  of  the  XP  cell  lines  examined  by  Sutherland 
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showed  deficits  in  photoreactivation  in  addition  to 
their  other  DNA  repair  defects.11  Photoreactivation 
is,  however,  by  far  the  most  “error-free”  of  the  three 
forms  of  DNA  repair  as  it  does  not  provide  any 
mechanism  by  which  nucleotide  base  sequences  could 
be  altered.  It  would,  then,  be  reasonable  to  expect 
that  deficiencies  in  photoreactivation  capabilities 
might  lead  to  increased  mutagenesis  since  a greater 
proportion  of  pyrimidine  dimers  will  need  to  be 
repaired  by  more  “error-prone”  repair  processes. 
Although  a deficiency  in  photoreactivation  capability 
might  not  be  clinically  obvious  in  a patient  with 
normal  excision  and  post-replication  repair,  a 
photoreactivation  deficit  combined  with  a deficit  or 
abnormality  in  excision  or  post-replication  repair 
could  lead  to  clinical  XP.  Thus,  in  refinement  of 
Burnet’s  hypothesis,  one  could  propose  that  the 
increased  mutagenesis  characteristic  of  XP  is  a direct 
result  of  a decreased  cellular  capacity  to  carry  out 
DNA  repair  by  the  relatively  “error-free”  processes  of 
excision  and  photo-reactivation  and  a compensatory 
increase  in  the  amount  of  DNA  damage  which  must 
be  repaired  by  more  “error-prone”  processes.  Further- 
more, if  Sutherland’s  observations  hold  true  for  all 
cases  of  XP,  a deficit  in  cellular  capabilities  to  carry 
out  photoreactivation  of  pyrimidine  dimers  may  be  a 
necessary  precondition  for  XP  and  DSC,  for  only  in 
the  absence  of  photoreactivation  may  a sufficient 
amount  of  unrepaired  pyrimidine  dimers  accumulate, 
be  repaired  by  “error-prone”  processes,  and  produce 
an  increase  in  rate  and  number  of  mutations  which  is 
clinically  apparent. 

Such  a model  would  predict  the  existence  of 
individuals  with  near-normal  oculocutaneous  pheno- 
type, normal  photoreactivation,  but  abnormalities  in 
post-replication  or  excision  repair.  Those  individuals 
with  a sole  deficiency  in  excision  repair,  however,  still 
might  show  neurological  abnormalities  since  photo- 
reactivation would  not  be  expected  to  play  any  role  in 
the  nervous  system  (for  the  nervous  system  is  not 
normally  accessible  to  light).  One  might  also  expect 
that  isolated  deficits  in  photoreactivation  which  occur 
in  the  presence  of  normal  excision  and  post- 
replication repair  should  confer  a near-normal 
phenotype.  These  “near-normal”  phenotypes  might, 
however,  still  include  some  aspects  of  XP  such  as  sun- 
sensitivity  or  prolific  freckling,  but  the  symptoms 
probably  would  be  much  milder  than  in  a XP  or  DSC 


patient.  This  model  not  only  fits  the  present 
knowledge  about  XP  and  DSC  rather  well,  but  also 
makes  predictions  about  other  disease  entities  which 
might  be  found  to  be  associated  with  abnormalities 
in  DNA  repair. 

Unfortunately,  basic  research  can  tell  us  little  more 
about  XP  and  DSC  at  this  time.  DNA  repair  is, 
however,  a subject  of  intensive  investigation  which 
should  lead  us  to  a better  understanding  not  only  of 
XP  and  DSC  but  also  of  the  basic  mechanisms 
involved  in  such  fundamental  processes  as  mutagene- 
sis, carcinogenesis  and  genetic  recombination. 
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Homosexuality  from  a Contemporary  Perspective 

SAMUEL  P.  HUNT,  M.D. 


ABSTRACT— This  article  attempts  to  discuss  briefly 
in  non-technical  terms  contemporary  studies  of 
homosexuality.  It  is  written  for  physicians,  their 
patients  and  for  other  professional  and  lay  persons 
who  need  to  consider  the  subject.  There  is  as  yet  no 
evidence  that  genes  or  hormones  determine  sexual 
orientation  in  human  beings.  Psychological  investiga- 
tions give  evidence  that,  for  the  individuals  studied, 
homosexuality  is  an  attempted  solution  to  psycholog- 
ical conflict.  For  some  the  solution  is  successful,  but 
for  others  it  is  not.  There  is  no  justification  for 
discrimination  against  homosexuals. 


Homosexuality,  or  the  fear  of  it,  has  aroused  much 
public  controversy  and  confusion  in  recent  years. 
There  is  a large  body  of  well  documented  information 
that  may  add  to  an  understanding  of  this  complex 
subject.  A brief  review  of  these  studies  may  answer 
some  of  the  questions  about  homosexuality. 

Investigations  in  biology,  anthropology  and  psy- 
choanalytic psychology,  and  statistical  research,  have 
not  demonstrated  a single  “cause”  for  homosexuality. 
Many  people  believe  that  sexual  orientation  in  human 
beings  is  programmed  by  the  genes,  and  derived 
directly  from  animal  biology,  but  there  is  overwhelm- 
ing evidence  that  complex  psychological  factors 
determine  its  development.  A brief  description  of  fetal 
sex  development  and  its  hormone  system,  and  a few 
words  about  recent  biological  observations  on  sexual 
differentiation  may  clarify  the  question  of  genetic 
predisposition  in  homosexuality.  A description  of 
background  psychological  factors  and  the  kinds  of 
conflict  involved  in  homosexuality  will  follow. 

Biological  Factors 

Until  the  appearance  of  ovaries  or  testes,  the  fetus 
has  no  sex.  When  the  sex  chromosomes  from  the 
parents  program  a male,  testes  grow  in  the  abdomen 
and  put  out  male  hormone  (androgen)  about  six 
weeks  after  conception.  Androgen  stimulates  the 
growth  of  the  penis  and  scrotum  from  neutral 
rudimentary  structures.  When  the  parental  chromo- 
somes program  a female,  ovaries  develop  and  begin  to 
send  female  hormone  (estrogen)  into  the  fetal  blood 
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stream  about  twelve  weeks  after  conception.  The 
estrogen  stimulates  the  growth  of  vulva  (labia  and 
clitoris),  uterus,  fallopian  tubes  and  vagina  from  the 
same  neutral  rudimentary  structures.  Androgen  and 
estrogen  have  very  similar  chemistry.  They  are  both 
secreted  by  ovaries  and  testes,  but  the  proportions  are 
normally  very  different.  The  predominant  hormone 
decides  which  sexual  organs  will  develop,  according 
to  the  genetic  sex  of  the  embryo.1 

A large  number  of  extensive  and  careful  scientific 
studies  of  individuals  with  various  sex  hormone 
disturbances  from  infancy  to  maturity  have  recently 
been  reported  from  Johns  Hopkins  Hospital.  Some  of 
the  studies  involved  patients  of  both  sexes  whose  sex 
hormone  system  produced  insufficient  androgen  or 
too  much  androgen  during  fetal  development,  or  after 
the  children  were  born.  Others  involved  adults  of  both 
sexes  who  received  androgen  or  estrogen  over  long 
periods  of  time  for  medical  reasons.  These  researches 
showed  that  the  subjective  sense  of  gender  is 
conclusively  established  by  social  experience  and 
indoctrination  after  the  child  is  born  and  before  the 
age  of  three.  Individual  case  reports  gave  impressive 
illustration  of  how  social  conditioning  in  early 
childhood  overpowers  the  strongest  biological  tend- 
encies. None  of  the  individuals  in  any  of  these  in- 
vestigations became  homosexual,  regardless  of  his 
or  her  hormone  balance.2  3 

Biologists  do  not  support  the  assumption  that 
human  homosexuality  is  genetically  related  to  the 
random  homosexual  mounting  behavior  occasionally 
observed  in  other  mammals  or  to  the  organic  bisexual 
potential  in  some  lower  forms.4  They  point  out  that 
gratuitous  comparisons  between  human  beings  and 
lower  animals  fail  to  acknowledge  the  unique  capacity 
of  the  human  brain  for  mental  imagery,  complex 
emotion  and  symbolic  language.5  Hormones  decide 
behavior  in  other  species  to  a large  extent.  They  do 
not  decide  behavior  in  human  beings,  although  there 
is  some  evidence  that  they  can  influence  it  by  affecting 
the  growing  structure  of  the  embryonic  brain.  For 
instance,  some  children  show  more  interest  in  playing 
with  dolls  than  other  children  do.  Recent  researches 
demonstrate  that  an  increase  in  androgen  secretion  in 
the  fetus  tends  to  forestall  this  infant-care  behavior, 
and  a decrease  in  prenatal  androgen  tends  to  promote 
it.6 

Developmental  Factors 

The  childhood  sources  for  adult  personality  and 
character  were  largely  unknown  until  psychoanalytic 
research  on  the  development  of  infants,  children,  and 
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adolescents  in  the  last  seventy-five  years  began  to 
clarify  the  problems.  Human  beings  are  born  with  an 
unfinished  central  nervous  system.  Embryological 
maturation  of  the  brain  continues  well  into  childhood 
years.7  The  world  is  gigantic  in  relation  to  the  child’s 
small  size,  and  incomprehensible  in  relation  to  its 
store  of  knowledge.  The  slow  development  of 
psychological  functions  exposes  the  child  to  a long 
period  of  relative  helplessness — helplessness  to  deal 
either  with  the  intensity  of  its  own  emotions  when  the 
child  is  subjected  to  personal  conflict,  or  with  the 
strains  involved  in  family  conflict  and  external  threats 
to  its  security. 

Many  adults  do  not  accept  the  fact  that  traumatic 
childhood  experience  or  chronic  anxieties  significant- 
ly affect  adult  emotional  and  intellectual  life  because 
they  do  not  remember  them  or  recognize  any 
connection.  Ordinarily,  memories  of  childhood  events 
are  incomplete  and  selective,  and  the  emotional  con- 
nections between  present  and  past  are  rarely  explicit. 
It  is  to  be  expected  that  memory  not  only  tends  to 
screen  the  truth  of  what  actually  happened,  it  most 
often  alters  the  subjective  feelings  and  perceptions 
experience  evoked.  It  is  the  child’s  emotional  reac- 
tion to  events  and  circumstance — their  impact  on  its 
internal  psychic  life — rather  than  the  events  them- 
selves, that  can  add  unexpected  or  inappropriate 
intensity  and  direction  to  adult  feeling  and  motiva- 
tion. Over  the  years  children  gradually  rearrange  the 
facts  of  how  some  things  came  about  and  what  they 
felt  about  them.  For  instance,  experimental  fantasies 
of  belonging  to  the  opposite  sex  are  so  common  in 
children  that  they  are  considered  normal,  but  they 
could  become  a source  of  homosexual  orientation.  If 
the  child  believes  that  belonging  to  the  opposite  sex 
offers  hope  of  a solution  to  personal  or  family  con- 
flicts, transient  fantasies  could  become  invested  with 
such  persistent  longings  that  they  influence  later 
sexual  orientation.  When  they  are  in  conflict  with 
reality,  wishful  fantasies  and  their  connections  with 
events  may  be  walled  off  from  conscious  memory  and 
awareness  by  the  repression  and  denial  which  defend 
the  child  against  anxiety,  yet  still  have  powerful 
affects  on  adult  life.  The  psychological  concept  of 
“defense  against  anxiety”  is  crucial  to  the  understand- 
ing of  amnesia,  neurotic  symptoms  and  traits  of 
character. 

So  it  is  easy  to  believe  that  homosexuality  is  purely 
genetic  in  origin  and  that  social  disapproval  is  the 
only  source  of  anxiety  for  homosexuals.  In  statistical 
investigations,  the  incidence  of  grossly  disturbed 
relationships  with  both  parents,  especially  the  parent 
of  the  same  sex,  in  the  background  of  homosexual 
persons  is  very  high/-9  One  careful  recent  study 
involved  104  male  homosexuals  and  61  female 
homosexuals  who  volunteered  from  an  organization 
of  homosexuals  and  were  not  patients,  and  84 


unmarried  heterosexual  controls.8  Forty-six  percent 
of  these  165  individuals  and  less  than  twelve  percent 
of  the  controls  gave  a history  of  loss  of  one  parent  by 
death  or  divorce  before  the  age  of  14.  Eighty-four 
percent  of  the  165  homosexuals  and  eighteen  percent 
of  the  controls  had  fathers  who  were  emotionally 
aloof,  often  absent,  consistently  hostile  or  preoccu- 
pied with  matters  other  than  their  children.  Of  course, 
such  background  histories  do  not  exclude  other 
factors  and  they  are  not  confined  to  people  who 
become  homosexual.  The  influence  of  the  father’s 
work  habits  and  employment  patterns  on  family  life, 
and  the  specific  effects  of  early  deficits  in  fathering  are 
often  overlooked  in  considering  the  complex  etiology 
of  many  emotional  problems  faced  by  young  people 
today.  Conflicts  with  the  mother  or,  for  instance, 
premature  or  excessive  separations  from  the  mother 
are  a recurrent  theme  in  the  early  life  histories  of 
homosexually-inclined  persons  of  either  sex.  But 
consistent  caretaking  and  interest  from  the  father 
from  the  first  year  on  are  also  vital  to  the  child’s 
development.  Deficits  in  the  responsiveness  of  fathers 
may  further  erode  the  confidence,  the  developing 
sense  of  femininity  and  the  self-respect  of  girls,  and 
prompt  some  of  them  to  turn  to  other  women  later  in 
their  search  for  emotional  satisfaction.  Boys  often 
experience  deficits  in  fathering  as  a deep  emotional 
loss  and  may  react  with  equal  confusion.  Those  who 
lack  an  admired  father  with  whom  to  identify,  or 
whose  fathers  are  too  punitive  or  aloof,  or  who  are 
raised  mainly  by  their  mothers  or  in  the  company  of 
girls,  tend  to  seek  consoling  intimacy  with  other  males 
in  adolescence.  This  solidarity  with  other  boys  helps 
to  free  them  from  their  old  desire  for  mothering,10  and 
facilitates  repair  of  their  damaged  sense  of  masculini- 
ty and  self-esteem.1 1 Deficits  in  fathering  when  drastic 
enough  can  also  motivate  a lasting  search  for 
masculine  affection  which  may  override  an  interest  in 
the  opposite  sex  already  made  uncertain  by  earlier 
conflicts  with  the  mother. 

Adolescence 

Ancient  Greece  is  often  cited  to  show  that 
homosexuality  is  no  more  than  an  “alternative  life- 
style.” Greek  homosexuality,  as  in  tribal  societies,  was 
part  of  social  ritual  designed  to  help  with  the 
transition  from  adolescence  to  adulthood.12' 13  In  our 
own  culture,  homosexual  “crushes”  are  a common 
manifestation  of  this  transitional  period  and  rarely 
signify  adult  homosexuality.  Adolescence  is  the 
critical  passage  from  childhood  to  maturity  during 
which  largely  unconscious  final  decisions  about 
sexual  orientation  and  preference  are  made.  It  covers 
a period  of  more  or  less  profound  and  invisible 
psychological  reorganization,  usually  lasting  beyond 
the  teens.  Hormonal  changes,  which  now  begin  as 
early  as  the  age  of  10,  greatly  intensify  both  self- 
assertive  and  sexual  drives.  Under  the  influence  of 


106 


CONNECTICUT  MEDICINE,  FEBRUARY,  1978 


these  internal  psychic  changes,  personality  character- 
istics thought  well  established  in  early  years  may 
shift.14 

Among  the  developmental  assignments  of  adoles- 
cence are  the  consolidation  of  a firmly  felt  gender- 
identity  established  cognatively  in  early  childhood 
years,  gradual  separation  from  the  parents,  an 
increasing  capacity  for  sensitive  feeling  and  intellectu- 
al work,  and  the  development  of  a mature  heterosexu- 
ality which  includes  altruistic  concern  for  others. 
Often  these  goals  are  sought  with  flexibility,  good 
humor  and  steadfast  interest.  Many  children  pass 
through  adolescence  with  minimal  disturbance  when 
they  have  the  help  of  parents  who  trust  their  own 
instincts  and  retain  confidence  in  the  benevolent  uses 
of  parental  authority.15  For  others,  adolescence 
reactivates  old  conflicts  or  engenders  new  ones. 
Overdependence  on  the  parents  and  fears  to  leave  the 
familiar  ground  of  childhood  conflict  with  the  urge 
for  independence.  The  contradictory  wish  for  self- 
reliance  on  the  one  hand,  and  yearnings  to  return  to 
the  idealized  privileges  and  protection  emotionally 
associated  with  the  parents  on  the  other,  may 
contribute  a major  component  to  the  conflicts  about 
sexual  orientation  in  adolescence.  Adolescent  anxiety 
can  vary  greatly  and  induce  a variety  of  disturbances 
from  mild  to  severe.  The  milder  symptoms  include 
transient  failures  of  self-confidence,  under- 
achievement at  school,  temporary  flight  from  the 
opposite  sex,  increased  emotional  ambivalence,  and 
worries  about  body  changes  and  eventual  sexual 
orientation.  The  more  serious  symptoms  include 
violent  ambivalence  of  feeling,  withdrawal  into 
extreme  passivity  or  negativism,  abandonment  of 
intellectual  competition  with  peers,  panic,  delinquen- 
cy and  depression.  Professional  consultation  may 
help  to  differentiate  transitory  conflicts,  with  their 
sometimes  dramatic  symptoms,  from  deeper  disturb- 
ances needing  assistance.  Fears  and  doubts  about 
growing  up,  especially  when  combined  with  the  easy 
social  accessibility  of  passive  gratifications,  can  tempt 
adolescents  to  abandon  efforts  to  achieve  higher  levels 
of  personality  and  intellectual  development.  For 
instance,  as  with  the  use  of  drugs,  premature  fixation 
on  one  personal  relationship,  or  compulsive  promis- 
cuity or  too  early  sexual  intercourse  may  be  less 
expressions  of  independence  and  maturity  than  they 
are  symptoms  of  regressive  conflict.  They  can 
seriously  interfere  with  the  difficult  psychological 
tasks  of  adolescence,  especially  if  condoned  or 
supported  by  parents  who  have  relinquished  their 
supervisory  role.16  Even  though  adolescence  is  a 
period  of  experiment  with  different  forms  of  human 
relationships,  most  adolescents  want  behavioral 
restrictions  and  are  grateful  for  guidance  from 
respected  adults.  Some  girls  want  to  retain  their 
chastity  until  they  feel  more  secure  or  have 


established  a really  meaningful  relationship,  and  will 
resist  group  demands  for  obligatory  homosexual  or 
heterosexual  freedom  if  given  support  and  encourage- 
ment.17 It  is  not  the  spontaneous  homosexual 
investigations  of  adolescence  that  decide  final 
homosexual  orientation.  Except  when  they  represent 
acquiesence  to  the  aggressive  social  pressure  or 
seduction  of  polarized  homosexual  groups,  these 
experimental  activities  are  generally,  instead,  part  of 
adolescents’  need  for  emotional  intimacy  and  reassur- 
ance about  their  physical  and  sexual  adequacy.  It  is 
important  that  this  necessary  affirmation  come  from 
contemporaries  of  the  same  sex,  especially  if  it  was 
lacking  in  the  relationship  with  the  parents.  While 
children  and  adolescents  do  identify  with  specific 
character  traits  they  admire  in  teachers  and  other 
adults  in  authority,  there  is  no  evidence  that  teachers 
serve  as  sexual  role  models  for  them  to  imitate.  If 
vulnerable  adolescents  are  permitted  a “moratorium” 
from  peer  and  family  pressure,  and  from  crusading 
special  interest  groups  long  enough  to  find  them- 
selves, the  normal  bisexual  conflicts  of  this  develop- 
mental stage  are  usually  resolved  in  favor  of  hetero- 
sexuality. 

Homosexual  Conflicts 

Obviously,  insight  into  the  kinds  of  psychic  conflict 
that  may  trouble  persons  who  are  homosexually 
inclined  has  been  gained  from  those  willing  to  talk 
frankly  in  an  atmosphere  of  collaboration.  These 
conflicts  are  not  confined  to  persons  who  become 
homosexual.  It  was  the  particular  constellation  of 
multiple  psychological  factors  that  made  the  differ- 
ence between  heterosexuality  and  homosexuality  in 
these  persons.  It  was  their  relative  emotional  inten- 
sity and  their  connections  with  historical  events  and 
to  other  significant  persons  in  the  first  two  decades 
of  life.  Conflicts  in  human  relations  have  to  be  re- 
constructed from  fragmented  data  accumulated  over 
long  periods  of  time  and  they  are  too  numerous, 
illogical  and  individual  to  be  summarized  easily. 
Some  simplified  examples  may  provide  a glimpse  of 
a few  of  them.  In  all  psychological  studies  that  go 
beneath  the  surface  homosexuality  as  an  attempted 
solution  to  conflicts  involving  competition  is  a re- 
current theme.  Many  homosexuals  become  aware 
that  they  have  been  afraid  of  competition  for  the  af- 
fection of  the  opposite  sex  ever  since  they  were  small 
children  and  retreated  to  homosexuality  be  default. 
Others  fear  their  emotional  ambivalence  toward  the 
opposite  sex  and  take  flight  from  it.  Some  base  their 
sexual  aversion  on  anxious  or  disappointing  experi- 
ence with  the  opposite  sex  in  earlier  years.  Some 
lacked  an  admired  adult  of  the  same  sex  with  whom 
they  could  identify  in  childhood.  Like  heterosexual 
relationships,  the  homosexual  relationship  itself  can 
engender  anxiety.  For  instance,  a person  may  forego 
competition  and  assume  an  attitude  of  sexual  sub- 
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mission  as  the  only  way  to  hold  the  loyalty  of  the 
partner.  At  the  same  time,  these  feelings  of  obliga- 
tory submission  may  be  perceived  as  a loss  of  “man- 
liness” in  men  and  “femininity”  in  women.  Specific 
problems  in  sexual  attraction  between  women  are 
less  well  understood  than  those  between  men,18  and 
conclusions  about  their  psychosexual  development 
are  now  being  reconsidered.19  Women  are  usually 
less  disturbed  by  homosexual  feeling,  and  so  are  less 
likely  to  seek  professional  counsel.  Just  as  with  men, 
symptoms  like  depression  and  alcoholism  may  inter- 
vene when  the  woman’s  efforts  at  a homosexual  solu- 
tion are  threatened  or  when  they  fail. 

Bisexual  feeling  and  character  traits  are  common  to 
all  people.  But  in  the  cases  studied,  overt  bisexuality 
has  been  found  to  be  a manifestation  of  strong 
ambivalence  toward  persons  of  both  sexes.  At  the 
same  time  it  represents  an  attempt  to  solve  in  action 
conflicts  aroused  by  this  accentuated  ambivalence. 
Moreover,  the  oscillating  attraction  to  partners  of 
both  sexes  may  have  special  meaning  to  the 
individuals  which  is  scarcely  sexual  at  all.20  Some  of 
its  sources  derive  from  the  individual  past  history. 
There  is  ample  evidence  that  the  intense  and 
ambivalent  sexual  attachments  which  individual 
young  children  may  develop  toward  adults  of  the 
same  and  opposite  sex — most  often  the  two  parents — 
provide  a bisexual  foundation  upon  which  some  of 
their  mature  sexuality  is  built. 

There  are  homosexual  and  bisexual  persons  who 
cannot  accept  their  homosexuality.  They  have  not 
been  able  to  find  a satisfactory  solution  to  their 
conflicts  because  the  price  of  compromise  and 
repression  is  too  high.  For  them  psychological  insight 
can  often  provide  powerful  aid  in  their  efforts  to  open 
up  new  paths  to  alternative  and  better  solutions. 

Conclusion 

Modern  studies  in  biology  indicate  that  genes  and 
hormones  are  not  destiny  when  it  comes  to  sexual 
orientation,  although  it  is  possible  that  refinements  in 
behavioral  research  may  eventually  reveal  a biochemi- 
cal component  for  homosexuality  in  certain  individu- 
als.21 The  accumulation  of  available  evidence  that 
meets  appropriate  scientific  criteria  for  validity  all 
shows  that,  in  the  individuals  studied,  homosexual 
orientation  is  an  attempted  solution  to  longstanding 
and  diverse  psychic  conflicts  in  which  certain  themes 
stand  out.  It  is  established  sometimes  before  the  age 
of  five  or  six,  always  before  the  end  of  adolescence.  It 
is  associated  on  a deeper  level  with  inhibitions  of 
heterosexuality  which  have  unconscious  roots  in  the 
past."  I8-20'22-23' 24  25  Conscious  and  unconscious 
conflicts  are  an  inevitable  feature  of  the  human 
condition.  From  this  perspective,  homosexuality 
cannot  be  considered  an  “unnatural  state”  or  ’’illness.” 
Impaired  social  judgement  and  behavior  are  not 
intrinsically  involved,  and  there  is  no  justification  for 
discrimination  against  homosexuals.  Much  is  already 
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known  about  the  origins  of  homosexuality  and  its 
relation  to  heterosexuality,  and  there  is  still  much  to 
learn.  The  greatest  promise  of  further  understanding 
of  this  complex  subject  lies  in  continued,  in-depth, 
socio-psychological  studies  of  the  family  and  of  in- 
dividuals of  diverse  sexual  orientation,  not  all  of 
whom  are  patients. 
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Atypical  Physique  and  the  Appraisal  of  Persons 
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How  a person  with  a negative  attribute,  such  as  a 
disability  or  disfigurement,  is  regarded  is  largely 
determined  by  the  broader  judgments  or  inferences 
that  are  drawn,  a phenomenon  known  as  “spread”  in 
rehabilitation  psychology.  What  makes  the  inferential 
process  so  problematic  and  fraught  with  consequen- 
ces is  that  it  generally  involves  cognitive  processes 
that  are  irrational  as  well  as  rational.  And  yet,  how  a 
disability  is  perceived  to  spread  to  other  inferred 
characteristics  of  the  person  significantly  defines  its 
very  nature  and  undergirds  attitudes  that  become 
widely  generalized.  Beliefs  reflect  the  inferential  or 
spread  process  and  are  tenaciously  held  because  they 
seem  so  necessarily  true.  The  spread  process  is  so 
insidious  that  it  contributes  heavily  to  perpetuating 
myths  that  undermine  the  situation  of  people  with 
handicapping  conditions. 

The  factors  that  1 shall  discuss  apply  both  to  the 
self,  i.e.,  to  the  insider  or  client,  as  well  as  to  the 
person  regarding  him  or  her,  i.e.,  the  outsider  or 
observer.  Those  that  incline  a person  to  think  in 
negative  terms  about  persons  with  disabilities  will  be 
presented  first.  Those  that  pull  in  positive  directions 
will  then  be  discussed  and  how  they  can  be  used  to 
conteract  negative  spread  will  be  considered; 

Factors  Predisposing  toward  Negative  Appraisal 

The  first  factor,  called  “ like-sign  similarity  of 
traits,”  has  important  consequences  for  the  direction 
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that  spread  as  an  inferential  process  takes.  Dating 
from  the  time  of  the  early  Gestalt  psychologists 
(Wertheimer,  1923;  Koffka,  1935),  the  similarity 
between  objects  or  entities  has  been  recognized  as  a 
main  factor  leading  to  their  being  perceived  as 
belonging  together,  i.e.,  as  a unit.  Since  the  spread 
phenomenon  involves  the  bringing  together  of 
different  personal  characteristics,  we  can  expect  that 
the  factor  of  similarity  plays  an  important  role  here 
too. 

One  salient  quality  that  makes  traits  similar  is  their 
negative  or  positive  value.  That  the  traits  of  a person 
tend  to  be  perceived  as  predominantly  positive  or 
negative  was  shown  in  Asch’s  (1946)  classical 
experiments  on  impression  formation  in  which 
subjects  were  asked  to  select  traits  from  a list  of 
adjectives  to  describe  a particular  person.  Heider 
offers  the  generalization  that  “a  state  of  harmony  or 
balance  exists  if  entities  which  belong  together  are  all 
positive,  or  if  they  are  all  negative”  (1958,  p.  258). 
Since  a disability  is  a negatively  evaluated  condition, 
and  since  causes  and  effects  are  linked  together,  the 
perceived  cause  of  disability  as  well  as  its  perceived 
effects  are  readily  subject  to  a negative  train  of 
thought. 

More  than  that,  the  negative  cause  to  which 
disability  is  attributed  is  often  invested  with  a moral 
imputation  of  punishment  for  sin.  Psychologists  and 
philosophers  have  pointed  out  that  harmony  is 
brought  about  when  “what  ought  to  be”  fits  with 
“what  is.”  Therefore,  if  the  fact  of  disability  is  a fact  of 
life,  aligning  the  “ought”  and  the  “is”  is  effected  by  the 
notion  that  the  disability  is  deserved.  Thus,  a second 
factor  influencing  the  perceived  nature  of  disability  in 
the  spread  process  is  the  implicit  dictum  that  just  as 
rewards  must  be  deserved,  so  must  suffering  be 
deserved,  a dictum  that  accords  with  a sense  of  justice. 

A third  factor  concerns  the  different  and  the 
strange  in  eliciting  negative  reactions.  Heider’s 
balance  theory  posits  an  interdependence  between 
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two  kinds  of  relationships  between  people,  namely, 
the  sentiment  relation  (i.e.,  like-dislike)  and  the  unit 
relationship  (i.e.,  the  relationship  of  belonging 
together).  We  have  seen  that  similarity  is  one  of  the 
unit-forming  factors  that  brings  things  together. 
There  also  are  other  factors.  For  example,  two  people 
may,  through  interaction,  be  grouped  together,  as 
when  they  are  seen  talking  together.  The  idea  is  that 
the  sentiment  and  unit  relations  induce  each  other. 
Thus,  if  a person  views  someone  as  similar  to  himself, 
a force  to  like  that  person  will  be  generated.  There  is 
ample  research  to  demonstrate  the  validity  of  this 
assertion. 

But  what  about  the  opposite  of  similarity,  namely, 
the  effect  of  dissimilarity  on  liking?  Insofar  as  a 
resistance  against  grouping  unlike  entities  together 
exists,  Heider’s  theory  would  predict  a negative 
affective  reaction  to  the  different  and  strange.  Hebb’s 
theory  (1946)  leads  to  the  same  prediction,  but  on 
different  grounds,  namely,  that  fear  is  aroused  when 
something  strange  evokes  responses  that  are  incom- 
patible with  habitual  modes  of  response  to  the  thing  it 
resembles.  Xenophobia,  or  fear  of  foreigners,  is  a case 
in  point.  The  evidence  that  similarity  induces  liking, 
however,  is  considerably  more  consistent  than  that 
dissimilarity  induces  disliking. 

Still  another  factor  in  the  appraisal  process  is  a 
“negativity  bias,”  that  is,  the  tendency  for  people  to 
weight  negative  aspects  of  something  more  heavily 
than  positive  aspects  (Kanouse  & Hanson,  1971).  The 
following  experiment  bears  directly  on  this  point 
(Feldman,  1966).  Subjects  rated  each  of  25  traits  on  a 
9-point  bad-good  scale,  given  the  context  “he  is  a 
[trait]  man.”  Each  subject  also  rated  two  trait 
combinations  in  the  same  context.  The  results  were 
clear.  The  most  powerful  traits  were  negative.  Ratings 
of  people  described  by  positive  and  negative  traits 
were  more  negative  than  would  be  predicted  by 
simply  averaging  the  scale  values  assigned  to  the  traits 
when  used  singly.  That  negative  information  generally 
carries  more  weight  than  positive  has  also  been 
demonstrated  in  other  areas,  such  as  risk  taking 
(Kogan  & Wallach,  1967). 

As  an  example  of  a factor  that  may  be  considered 
more  as  a property  of  the  perceiver  than  of  the  object 
perceived,  I have  chosen  the  concept  of  comparative 
evaluation.  In  comparative  evaluation,  a scale  of 
better  and  worse  in  terms  of  a standard  (often  a norm) 
is  used  along  which  something  is  evaluated.  Examples 
are  judgments  that  a person  is  above  or  below  the 
average  in  intelligence,  beauty,  physique,  or  some 
other  characteristic.  Not  all  evaluations  involve  scalar 
or  comparative  judgments.  Those  that  do  not  are 
called  intrinsic  or  asset  evaluation. 

Dembo  (1953),  a pioneer  in  the  field  of  rehabilita- 
tion psychology,  has  linked  the  idea  of  spread  and 
comparative  evaluation  by  hypothesizing  that  when 


the  evaluator  is  in  a comparative  frame  of  mind  and 
views  disability  as  below  the  standard  of  normalcy, 
then  other  characteristics  of  the  person  that  are  not 
the  primary  focus  of  the  evaluator’s  attention  will  also 
be  regarded  as  below  normal.  The  process  is 
conceived  as  follows:  In  comparing  a person  with  a 
standard,  one  is  interested  only  in  a particular 
characteristic  (e.g.,  physique,  intelligence).  Because 
this  characteristic  dominates  the  field  of  concern,  it 
acquires  considerable  potency.  Other  characteristics, 
being  vague,  shift  into  “below”  or  “above”  the 
standard  position  by  virture  of  the  cognitive-affective 
set  established  by  the  initial  comparative  evaluation. 
In  a diffuse  way,  the  one  being  judged  may  even  be 
regarded  as  inferior  as  a person.  There  is  some 
empirical  evidence  that  the  extent  to  which  a person  is 
comparative-minded  is  related  to  his  or  her  inclina- 
tion to  show  spread  in  appraising  persons  (Butts  & 
Shontz,  1962). 

Factors  Predisposing  toward  Positive  Appraisal 

The  five  factors  presented  above  sample  those  that 
predispose  toward  negative  appraisal  of  persons  with 
handicapping  conditions.  There  are  others,  but  these 
serve  to  show  how  formidable  the  negative  forces  are. 
Fortunately,  there  are  other  factors  that  counteract 
these  forces  and  lend  their  weight  on  the  positive  side. 
Among  the  most  important  is  the  context  in  which  the 
fact  of  disability  is  placed.  It  is  to  this  problem  that  I 
wish  now  to  turn. 

There  is  a considerable  amount  of  evidence  that  the 
context  in  which  a negative  physical  attribute  is 
placed  significantly  influences  how  people,  as  well  as 
the  self,  react.  For  example,  attitudes  toward 
blindness  and  physical  handicap  as  conditions  are 
more  negative  than  are  attitudes  toward  blind  people 
and  physically  handicapped  people,  respectively 
(Whiteman  & Lukoff,  1965).  The  difference  can  be 
understood  by  the  far-reaching  proposition  that  it  is 
the  positive  context  of  a person  that  constrains  the 
negative  spread.  And  if  the  human  context  is 
extended  still  further  by  presenting  the  person  with  a 
handicap  as  engaged  in  valued  activities,  then 
attitudes  are  even  more  favorable  (Jaffe,  1967).  These 
results  are  related  to  Asch’s  studies  of  the  mid-1 940’s 
(1946)  that  stressed  the  importance  of  context  in 
determining  whether  a specific  characteristic  would 
assume  a central  or  more  peripheral  role  in  forming 
impressions  of  a person. 

Because  the  context  in  which  a handicapping 
condition  is  apprehended  has  such  a vital  impact  on 
the  appraisal  of  persons,  I should  like  to  address 
myself  to  what  has  been  designated  as  the  coping 
versus  succumbing  frameworks  (Wright,  I960,  1975). 
The  conceptual  features  of  these  two  frameworks  are 
detailed  in  Chart  1.  It  is  proposed  that  the  way  in 
which  problems  as  problems  are  perceived  and 
reacted  to,  their  very  nature,  is  strongly  influenced  by 
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Chart  1 

CHARACTERISTICS  OF  THE  COPING-SUCCUMBING  FRAMEWORKS 


Coping 

1.  The  emphasis  is  on  what  the  person  can  do. 

2.  Areas  of  life  in  which  the  person  can  participate  are  seen  as 
worthwhile. 

3.  The  person  is  perceived  as  playing  an  active  role  in  molding  his 
or  her  life  constructively. 

4.  The  accomplishments  of  the  person  are  appreciated  in  terms  of 
their  benefits  to  the  person  and  others  (asset  or  intrinsic 
evaluation),  and  not  primarily  devaluated  because  they  fall 
short  of  some  irrelevant  standard.* 

5.  The  negative  aspects  of  the  person's  life,  such  as  the  pain  that  is 
suffered  or  difficulties  that  exist,  are  felt  to  be  manageable. 
They  are  also  seen  as  limited  because  satisfactory  aspects  of  the 
person’s  life  are  recognized. 

6.  Managing  difficulties,  in  one  sense,  means  alleviating  or 
overcoming  them  through: 

a.  the  application  of  medical  procedures. 

b.  the  use  of  prostheses  and  other  aids. 

c.  learning  new  skills. 

d.  environmental  accommodations. 

7.  Managing  difficulties  also  means  living  on  satisfactory  terms 
with  one’s  limitations  (although  the  disability  may  be  regarded 
as  a nuisance  and  sometimes  a burden).  Above  all  this  means 
viewing  the  disability  as  nondevaluating. 

8.  The  fact  that  individuals  with  disabilities  can  live  a meaningful 
life  is  indicated  by  their  participation  in  valued  activities  and  by 
their  sharing  in  the  satisfactions  of  living. 


Succumbing 

1.  The  emphasis  is  on  what  the  person  can’t  do. 

2.  Little  weight  is  given  to  the  areas  of  life  in  which  the  person  can 
participate. 

3.  The  person  is  seen  as  passive,  as  beaten  down  by  difficulties. 

4.  The  person’s  accomplishments  are  minimized  by  highlighting 
their  shortcomings  (comparative  evaluation,  usually  measured 
in  terms  of  “normal”  standards).* 

5.  The  negative  aspects  of  the  person’s  life,  such  as  the  pain  that  is 
suffered  or  difficulties  that  exist,  are  kept  in  the  focus  of 
attention.  They  are  emphasized  and  exaggerated  and  even 
seen  to  usurp  all  of  life  (spread). 

6.  The  disability  represents  such  an  unadjustable  state  that  one 
must  try  to  hide  and  deny  it.  Some  kind  of  adjustment  is 
possible  only  by  acting  as  if  the  disability  does  not  exist. 
Resignation  is  the  only  other  alternative. 

7.  Prevention  and  cure  are  the  only  valid  solutions. 

8.  The  person  with  a disability  is  pitied  and  his  or  her  life  is 
essentially  devaluated. 


*The  coping  framework  does  not  preclude  instances  where  the  nature  of  the  situation  requires  that  people  be  compared  with  each 
other  on  a given  dimension  (as  in  competitive  activities  such  as  sports,  merit  examinations,  etc.),  but  it  does  preclude  instances 
where  comparative  evaluation  is  actually  irrelevant  to  the  intrinsic  requirements  of  the  situation. 


these  two  vastly  different  orientations.  Briefly,  the 
succumbing  framework  highlights  the  difficulties  and 
tragedy  of  being  handicapped  in  terms  of  its 
devastating  impact,  not  in  terms  of  its  challenge  for 
meaningful  adaptations.  Emphasis  is  on  what  the 
person  can’t  do,  what  is  denied  the  person,  the 
problems  that  beat  the  person  down.  Such  a state  is 
experienced  as  pitiful. 

The  coping  framework,  on  the  other  hand,  orients 
the  evaluator,  whether  it  be  the  insider  or  outsider,  to 
scan  problems  in  search  of  solutions  and  satisfactions. 
Persons  with  disabilities  are  seen  as  playing  an  active 
role  in  attempting  to  mold  their  lives  constructively, 
not  as  being  passively  devastated  by  difficulties.  The 
problem  of  managing  difficulties  has  a double  focus. 
One  is  geared  toward  amelioration  in  terms  of 
environmental  change,  i.e.,  changing  those  alterable 
conditions  that  add  to  the  person’s  handicap,  such  as 
architectural  barriers,  discriminatory  practices,  lack 
of  employment  opportunities,  and  inadequate  hous- 
ing and  transportation.  The  second  focus  is  directed 
to  change  in  the  person  through  medical  procedures 
that  reduce  the  disability,  through  education  and 
training  that  lead  to  new  skills,  and  through  value 
restructuring  that  facilitates  acceptance  of  the 
physical  condition  as  nondevaluating. 


It  should  not  be  inferred  that  the  coping  framework 
precludes  attention  to  the  suffering  ushered  in  by  a 
handicapping  condition.  Coping  implies  coping  with 
problems,  not  remaining  untouched  by  them.  The 
difference  is  that  within  the  coping  framework  the 
suffering  is  seen  as  limited  rather  than  as  so 
encompassing  in  extent  and  time  that  little  remains 
but  despair. 

Applications  to  Fund-Raising  and 
Health  Care  Messages 

The  significance  of  context  in  general  and  the 
difference  between  the  coping  and  succumbing 
frameworks  in  particular  pose  several  dilemmas.  One 
has  to  do  with  fund-raising  campaigns  that  typically 
portray  the  effects  of  disability  within  the  succumbing 
framework.  In  such  appeals,  little  attempt  is  made  to 
show  how  life  can  be  lived  meaningfully  with  the 
disability,  for  the  emphasis  is  on  its  negative  impact, 
presumably  because  of  the  suppositions  that  that 
indeed  is  the  reality  and  that  facing  that  reality  will 
arouse  the  public’s  conscience,  fear  or  guilt,  and 
motivate  giving.  It  can  be  argued  that  whether  or  not 
generosity  is  more  apt  to  be  aroused  in  this  way,  it  is 
likely  that  such  appeals  contribute  heavily  to  negative 
social-psychological  spread  effects,  further  adding  to 
the  difficulties  of  those  who  have  to  live  with  a 
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disability  and  ill  preparing  the  rest  of  the  public  for 
the  eventual  reality  of  also  having  to  meet  the 
challenge  of  disability. 

The  second  dilemma  concerns  educating  the  public 
in  health  matters.  Again,  the  succumbing  approach  is 
often  employed  by  stressing  the  dire  consequences  of 
neglect  in  regard  to  annual  check-ups,  recommended 
shots,  nutritional  matters,  etc.  The  presumption  is 
that  most  people  need  to  be  frightened  into  acting 
sensibly.  But  again,  a main  issue  concerns  the  effect  of 
such  appeals  on  the  person  who  must  live  with  the 
condition  so  devastatingly  portrayed  in  the  attempt 
to  get  others  to  take  necessary  precautions  to  avoid 
such  a fate.  It  is  noteworthy  that  educational  materi- 
als presented  for  the  benefit  of  clients  with  disabili- 
ties are  far  more  likely  to  be  cast  within  the  coping 
framework  than  are  materials  directed  toward  the 
public  at  large  (Wright,  1974). 

Fortunately,  in  regard  to  both  fund-raising  and 
health  practices,  evidence  is  accumulating  that 
altruism  in  the  one  case  and  acting  sensibly  healthwise 
in  the  other  can  be  prompted  without  at  the  same  time 
imbedding  the  appeals  within  a succumbing  frame- 
work. For  example,  the  effectiveness  of  providing 
subjects  with  clear  instructions  as  to  how  to  proceed 
with  health  care  and  facilitating  the  accessibility  of 
those  procedures  has  been  demonstrated  (Higbee, 
1969;  Leventhal  et  al.,  1965,  1967).  Recent  years  have 
seen  increased  concern  in  the  scientific  community 
with  prosocial  behavior,  i.e.,  the  readiness  to  act 
responsibly  and  altruistically  (Bryan  & Waldek,  1970; 
Leventhal,  1970;  Macaulay  & Berkowitz,  1970).  We 
can  therefore  expect  that  much  needed  research  in  the 
areas  of  fund-raising  and  health  care  messages  will 
be  forthcoming. 

Measuring  Attitudes— The  Problem  of  Equating 
Person  with  Physical  Condition 

A third  dilemma  associated  with  the  context 
problem  has  to  do  with  determining  attitudes  toward 
persons  with  disabilities.  Typically,  a single  character- 
istic by  which  a group  is  identified  is  isolated  in  order 
to  elicit  reactions  to  statements  about  that  group. 
Thus,  we  speak  of  attitudes  toward  “the  deaf,”  “the 
mentally  retarded,”  etc.  In  so  doing,  the  group  is 
represented  by  a label,  a label  whose  power  to  impose 
its  positive  or  negative  sign  on  the  direction  of 
thinking  is  maximized  by  the  very  fact  that  the  per- 
sons within  that  labeled  category  are  homogenized, 
stripped  of  differentiating  personal  or  situational 
characteristics.  The  respondent,  in  fact,  is  denied  the 
opportunity  to  indicate  that  his  or  her  response  to  an 
item  depends  on  the  circumstances  or  depends  on 
other  facets  about  the  person.  Thus,  the  most  widely 
used  measure  of  attitudes  toward  persons  with 
disabilities  (Yuker  et  al.,  1966)  requests  respondents 
to  express  their  agreement  or  disagreement  with  such 
items  as:  “It  would  be  best  if  a disabled  person  would 


marry  another  disabled  person.”  “People  who  are 
disabled  should  not  have  to  pay  income  taxes.”  But 
the  respondent  cannot  opt  for  “it  depends.”  A second 
sophisticated  and  increasingly  used  set  of  attitudes 
scales  includes  one  scale  designated  “Opinions  about 
Cosmetic  Conditions”  (Siller  et  al.,  1967).  Respond- 
ents are  asked  to  check  the  extent  to  which  they  agree 
or  disagree  with  such  items  as  the  following:  “People 
with  buck  teeth  do  look  somewhat  amusing.”  “I  must 
admit  that  when  I meet  a person  who  is  very  ugly,  I 
expect  him  to  have  an  unpleasant  personality.”  “I 
think  I would  be  upset  at  the  idea  of  spending  an 
evening  with  someone  whose  face  was  badly  scarred.” 

The  problem  is  that  the  very  task  of  responding  to 
such  items  is  a snare  and  a delusion,  for  a person  is 
not  equivalent  to  an  impairment.  Is  it  not  significant 
that  attitude  questionnaires  are  commonly  designated 
by  the  handicapping  condition  alone  (e.g.,  “Attitudes 
toward  Blindness”),  as  if  attitudes  toward  the 
condition  are  equivalent  to  attitudes  toward  people 
with  the  condition?  Whereas  such  attitude  responses 
may  be  valid  indicators  of  attitudes  toward  strangers 
with  the  specified  condition,  are  they  not  questionable 
with  reference  to  people  with  whom  one  is  familiar 
through  acquaintanceship  or  reputation? 

It  is  the  very  fact  of  paucity  of  context  that  typifies 
the  stranger’s  viewpoint  and  that  allows  the  negative 
sign  character  of  a handicapping  condition  to  assume 
unusual  potency.  The  unfortunate  consequence  is  that 
results  of  studies  of  attitudes  towards  the  disabled  in 
fact  are  studies  of  attitudes  towards  disability  as  an 
abstraction  and  are  unwittingly  generalized  to  more 
highly  differentiated  interpersonal  relationships  and 
circumstances.  The  research  enterprise  in  the  field  of 
psychosocial  aspects  of  disability  thus  becomes 
largely  a social  psychology  of  stranger  relationships. 

Recommendations 

A main  conclusion  is  that  the  helping  professions 
must  be  constantly  alert  to  the  overriding  impact  of 
context.  More  specifically,  it  is  important  to  place  a 
handicapping  condition,  wherever  possible,  within  a 
context  that  will  arouse  positive  inclinations  toward 
the  person  or  group  to  which  it  refers.  Still  more 
specifically,  any  communication  or  situation  that 
stresses  and  presents  the  disabling  aspects  of  function- 
ing within  the  coping  framework  can  be  expected  to 
counter  the  gratuitous  spread  of  disabling  effects. 
Public  media  can  help  by  presenting  all  sorts  of 
people  with  all  sorts  of  handicapping  conditions 
fulfilling  all  sorts  of  nonstereotyped,  valued  roles  in 
environments  designed  to  accommodate  what  the 
person  can  do.  Fund-raising  and  health  care  appeals 
can  help  by  presenting  the  problem  within  a coping 
rather  than  a succumbing  framework.  At  the  very 
least,  a person  ought  not  be  made  semantically 
equivalent  to  a disability  by  such  terminological 
references  as  “the  C.P.’s,”  “the  quads,”  etc.,  especially 
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where  the  label  lacks  an  interpretative  context  that  is 
positive.  Labels  that  might  stigmatize  ought  to  be 
avoided  unless  specifically  justified  by  serious  at- 
tention to  the  issue  of  what  is  to  be  gained  and  lost 
by  the  label. 

Other  approaches  to  improving  attitudes  toward 
persons  with  atypical  physique  concentrate  on 
political  and  economic  values  that  encourage  the 
separation  of  people  into  lower  status  groups.  The 
effort,  then,  is  directed  toward  altering  those  values 
and  those  political  and  economic  structures  that  are 
found  wanting.  Legislation  may  be  implemented,  for 
example,  to  protect  the  civil  and  human  rights  of  the 
disadvantaged.  Sometimes,  even,  the  very  economic 
basis  of  society  is  challenged,  as  when  employment 
and  inflation  rates  are  high  at  the  expense  of  the 
disadvantaged.  In  these  instances,  negative  spread 
effects  are  attacked  indirectly  by  emphasis  on  human 
dignity,  injustice,  and  societal  change. 

Despite  continuing  efforts  to  enhance  human 
potential,  however,  the  probability  remains  that 
negative  spread  will  continue  to  exist  as  a social- 
psychological  obstacle,  although  hopefully  less 
pervasively  so.  This  follows  because  not  all  conditions 
underlying  the  phenomena  of  negative  spread  can  be 
eliminated  by  changing  beliefs,  or  values,  or  economic 
conditions.  Where  a negative  characteristic  is  viewed 
as  a central,  personal  characteristic  and  where  the 
context  in  which  it  appears  is  sparse,  negative  spread 
effects  can  be  expected. 

Health  professionals,  therefore,  have  a clear 
responsibility  to  help  combat  irrational,  devaluating 
forces  in  themselves  and  others.  One  way  they  can  do 
this  bears  directly  on  their  day-to-day  work.  By 
heeding  the  by-word  Assume  Abilities  with  every 
patient,  not  only  are  hidden  resources  sought  and 
discovered,  but  a positive  context  is  thereby  created 
that  will  help  check  negative  spread  and,  more  than 
that,  will  foster  the  vital  attitude  of  genuine  respect 
for  the  essential  personhood  of  the  patient. 
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How  Connecticut  Pediatricians  View  Polluted  Air 

DOROTHY  NOYES  KANE,  M.P.H.,  M.U.S.,  PH.D. 


Background 

In  partial  fulfillment  of  the  requirements  in  a 
doctoral  (PhD)  program,  an  attempt  was  made  to 
determine  by  a series  of  personal  interviews  how  a 
sample  of  40  practicing  pediatricians  in  the  State  of 
Connecticut  view  the  air  pollution  problem.  (This  is 
just  under  10  percent  of  the  total  number  of 
pediatricians  in  the  State  and  about  12  percent  of 
those  in  clinical  practice — as  opposed  to  full-time 
university-  or  institution-based  pediatricians.)  Three 
months  and  3,000  miles  were  involved  in  completing 
interviews  of  from  20  to  60  minutes  each  with  20  men 
and  women  in  active  practice  in  a “Dirty  Air”  and  20 
in  a “Clean  Air”  area.*  The  objective  of  these 
interviews  was  to  determine  the  physicians’  know  l- 
edge and  beliefs  about  air  pollution,  their  attitude 
toward  recent  evidence,  and  action  (if  any)  taken  on 
behalf  of  patients.  And  from  this  information  to 
assess  professional  concern  about  polluted  air. 

Names  of  pediatricians  were  taken  in  alphabetical 
order  from  the  Yellow  pages  of  telephone  directories 
for  nine  different  cities  and  towns  selected  by 
Connecticut’s  Department  of  Environmental  Protec- 
tion and  checked  against  the  State  Health  Depart- 
ment’s list  of  licensed  pediatricians.  To  obtain  20 
interviews  in  each  area,  32  requests  were  sent  in  the 
Dirty  Air  area  and  31  in  the  Clean  Air  area.  Twelve 
clinicians  in  the  first  and  1 1 in  the  second  area  asked 
to  be  excused — pleading  either  time  pressures  or 
ignorance  about  air  pollution.**  Average  age  of  the 
combined  groups:  49.5  years  (53.5  years  in  the  Dirty 
Air  and  45.8  years  in  the  Clean  Air  area).  Except  as 
noted,  neither  age,  location,  nor  type  of  practice  (solo, 
group,  partnership,  or  prepaid  practice  plan)  seemed 
to  influence  response. 

Knowledge  and  Its  Source 

In  responding  to  the  question,  “Do  you  believe  any 
of  the  conditions  you  treat  are  caused  or  aggravated 


DOROTHY  NOYES  KANE,  MPH,  MUS,  PhD,  Consultant  to 
pediatric/ environmental  groups;  author  of  Doubleday  book.  Your 
Child:  Step  by  Step  Toward  Maturity  and  numerous  articles  in 
professional  and  business  publications;  formerly  Director,  Envi- 
ronmental Studies  Center,  Southern  Connecticut  State  College. 

*In  Connecticut,  two  pollutants  comprise  the  index  of  pollution: 
SC>2  and  particulates.  In  the  Dirty  Air  area,  the  SO2  concentra- 
tion is  approximately  twice  that  in  the  Clean  Air  area,  and  that  of 
particulates  about  25  percent  higher. 

**If  there  is  a bias  in  the  sample,  this  would  suggest  it  is  in  the 
direction  of  higher  knowledge  of,  or  concern,  with  air  pollution. 


by  air  pollution?”,  a heavy  preponderance  (72.5 
percent)  of  the  40  interviewees  felt  that  allergy  or 
respiratory  tract  illnesses  (RT1)  or  both  are  aggravat- 
ed (to  some  degree  at  least)  by  polluted  community  or 
indoor  air.  More  in  the  Clean  Air  area  (80  percent) 
believed  this  in  contrast  to  65  percent  in  the  Dirty  Air 
area. 

Roughly  half  of  all  the  interviewees  learned  about 
air  pollution  at  medical  school  (in  connection  with 
industrial  medicine  problems)  or  during  professional 
training  (as  with  an  allergist)  or  as  a result  of  personal 
experience  (in  World  War  II)  or  early  residential 
exposure.  More  learned  about  polluted  air  through 
the  lay  press  than  professional  journals  (17.5  vs.  7.5 
percent). 

Attitude  Toward  Recent  Evidence 

To  determine  attitude  toward  research  studies, 
these  exhibits  were  shown:  (1)  a U.S.  Environmental 
Protection  Agency  (EPA)  report  concerning  lower 
RTI  in  several  New  York  City  communities;  (2)  an 
international  geoscience  publication  dealing  with 
airborne  mutagens;  (3)  a Lancet  article  on  the 
dangers  to  infants  of  smoking  in  the  home;  and 
(4)  the  AMA’s  Physician’s  Guide  to  Air  Pollution.  In 
general,  the  interviewees  reacted  reasonably  positively 
to  information  shown  them,  most  of  the  material 
being  completely  unfamiliar  to  them.  A few  ques- 
tioned methodology  with  respect  to  the  research 
described  in  these  investigations  and  most  wanted 
more  time  for  a fuller  perusal  of  the  data.  There  was 
considerable  areal  disparity  concerning  the  relevance 
of  EPA’s  New  York  City  findings.  Dirty  Air  MDs 
were  divided  equally  between  minimal  and  some 
relevance  to  their  practice.  By  contrast,  in  the  Clean 
Air  area  85  percent  believed  this  had  minimal 
relevance  and  15  percent  some  relevance.  Considera- 
ble disparity  with  respect  to  views  about  mutagens 
also  surfaced.  In  the  Dirty  Air  area  35  percent  and  in 
the  Clean  Air  area  75  percent  considered  it  a 
possibility  that  these  are  airborne.  As  to  smoking  in 
the  home,  60  percent  of  all  pediatricians  found  that 
the  Lancet  report  either  “made  good  sense”  or  was 
“very  interesting”  or  was  “something  with  which  they 
could  agree  wholeheartedly.”  The  balance  took  the 
opposite  view  or  had  no  clinical  judgment.  The  AM  A 
Guide  offer  was  accepted  by  90  percent. 

Action  Taken 

On  a societal  level  little  has  been  done  by 
pediatricians  about  community  air  quality,  although 
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1 1 interviewees  took  positive  steps  at  the  local  level. 
Examples:  serving  on  land  and  environmental 

planning  and  tree  planting  committees,  testifying 
before  municipal  authorities  regarding  lead  poison- 
ing, importuning  for  “No  Smoking”  regulations  in 
restaurants,  and  contributing  to  Lung  Associations. 
(Organizationally,  pediatricians  receive  little  support 
for  such  efforts,  as  evidenced  by  the  failure  of  the 
Connecticut  Chapter  of  the  American  Academy  of 
Pediatrics  to  follow  the  lead  of  some  dozen  State 
Chapters  in  setting  up  a Commfttee  on  Environmen- 
tal Hazards.) 

More  action  has  been  taken  in  respect  to  indoor 
pollution  in  the  form  of  advice  to  parents  (45  percent 
in  the  Dirty  Air  and  65  percent  in  the  Clean  Air  area). 
A heavy  proportion  (70  percent)  of  all  pediatricians 
routinely  (or  “when  appropriate” — for  asthmatics 
and  children  with  chronic  respiratory  conditions) 
recommend  eliminating  smoking  in  the  home.  Other 
medical  recommendations:  proper  ventilation  for 
heating  and  cooking  equipment,  precautions  against 
polluted  dust  and/or  allergenic  or  irritant  particu- 
lates, and  aerosol  use. 

How  Concerned  Are  Connecticut  Pediatricians? 

Four  major  parameters  and  eight  accessory 
factors — admittedly  very  crude  measurements — were 
used  to  assess  concern  in  terms  of  either  negative  or 
positive  response.  Knowledge,  attitude,  and  behavior 
represent  three  of  these  major  parameters,  with  two 
factors  measured  under  knowledge,  and  three  each 
under  attitude  and  behavior.*  The  fourth  major 


* Under  knowledge,  two  factors:  whether  air  pollution  is  a 
causative  or  aggravating  influence,  and  whether  effects  are 
understated  or  exaggerated.  Under  attitude,  reaction  to  each  of 
three  exhibits.  And  three  types  of  behavior:  community  action, 
advice  about  tobacco  smoking,  and  other  steps  re  indoor  air. 

**Typical  of  negative  spontaneous  observations:  “Unless  1 see  a 
wheezing  child  dragged  in  off  the  street  during  an  inversion,  I 
wouldn’t  believe  it”;  “I’m  more  impressed  by  the  germ  theory.” 
Typical  of  positive  observations:  “I  don’t  trust  ‘lots  of  the  figures’ 
about  no  cause  for  worry”;  “I  see  more  and  more  emphysema 
among  children  and  childhood  bronchitis  becoming  both  more 
severe  and  more  chronic — something’s  causing  this.” 


parameter  is  spontaneous  (unsolicited)  observa- 
tions,** made  not  in  response  to  any  question  in 
particular  but  offered  spontaneously  during  the 
interview. 

While  few  of  the  individual  pediatricians  are  wholly 
consistent  in  their  negative  or  positive  ratings, 
nevertheless  it  is  possible  to  allot  most  of  them  by 
composite  rating  to  one  or  another  group.  Over  half 
were  judged  to  have  a positive  concern,  less  than  a 
third  a negative  concern,  and  one-eighth  a mixed 
reaction. 

Commentary 

The  two  extreme  groups  might  be  further  charac- 
terized by  their  archetypal  views  reminiscent  of 
epidemiological  or  public  health  philosophies.  The 
concerned  group  with  strong  positive  feelings  (57.5 
percent)  are  “Mind-the-Iceberg”  types.  A MTl’er  is 
one  who,  on  seeing  the  tip  of  the  iceberg,  is  sensitive 
to  and  concerned  about  the  dangers  that  may  lurk 
below,  especially  to  developing  young  organisms.  He 
rates  high  on  at  least  three,  if  not  all  four,  of  the 
measures  of  concern. 

The  unconcerned  pediatricians  with  negative 
feelings  (30  percent)  are  akin  to  “Count-the-Bodies” 
type  people.  A CTB’er  stands  at  the  opposite  end  of 
the  pole  philosophically  from  the  MTI’er.  He 
demands  incontrovertible  proof  of  damage  before 
taking  a position.  He  reacts  negatively  to  at  least  three 
out  of  four  of  the  measures  of  concern. 

Those  with  mixed  concern  (12.5  percent)  have 
beliefs  similar  to  the  MTI’ers,  but  their  attitude  is  a bit 
more  skeptical,  and  they  have  taken  little  or  no  action 
at  the  community  level. 

This  division  reflects  the  wider  division  in  the 
scientific  community  related  to  a broad  range  of 
environmental  problems,  and  thus  there  is  little 
surprise  in  the  classification.  However,  what  is 
probably  more  significant  for  the  majority  of 
pediatricians  concerned  with  air  pollution  is  that  there 
is  so  little  in  their  literature  (as  a thorough  search  over 
a 25-year  period  from  1950  to  1974  revealed)  or  in 
their  organization  to  support  their  interest. 
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Statement  on  Recommendations  of  the  Consensus 
Development  Panel  on  Breast  Cancer  Screening 


The  National  Cancer  Institute  has  received  the  final 
conclusions  and  recommendations  of  a 16-member 
panel  that  examined  the  issues  and  state  of  the  art  of 
breast  cancer  screening.  The  Panel,  which  met 
September  14,  15  and  16,  1977,  at  Bethesda,  Md., 
consisted  of  clinicians,  scientists  and  lay  people.  It 
was  chaired  by  Samuel  Thier,  M.D.,  professor  and 
chairman  of  the  Department  of  Internal  Medicine, 
Yale  University. 

Much  of  the  discussion  centered  on  the  use  of 
mammography  in  routine  breast  cancer  screening. 

The  Panel  concluded  that  scientific  evidence  of  the 
benefit  of  X-ray  mammography  was  provided  in  a 
study  by  the  Health  Insurance  Plan  (HIP)  of  Greater 
New  York,  conducted  in  the  1960s.  They  agreed  that 
benefit,  as  measured  by  mortality,  was  established  for 
women  age  50  and  over  and  that  this  benefit  was 
provided  through  combined  use  of  physical  examina- 
tion and  mammography.  No  scientific  evidence  is 
available  to  determine  the  individual  contribution  of 
each  method.  No  similar  evidence  of  benefit  to 
women  under  50  could  be  established. 

Throughout  the  proceedings  the  Panel  was  careful 
to  emphasize  the  difference  between  the  use  of 
mammography  as  a screening  tool  and  as  a diagnostic 
technique.  The  value  of  mammography  as  used  in 
diagnosis  for  evaluating  symptoms  or  clinical  signs  of 
breast  cancer,  such  as  the  presence  of  a lump, 
swelling,  discharge,  dimpling,  thickening  or  other 
abnormality  in  the  breast,  has  not  been  questioned. 

Panel  members  acknowledged  that  mammography 
has  improved  markedly  in  recent  years,  detecting 
smaller  and  presumably  earlier  cancers,  and  that 
radiation  dosage  from  the  procedure  has  been 
reduced  greatly.  Nonetheless,  they  accepted  the 
presumed  risk  of  exposure  to  radiation  from 
mammography  that  was  outlined  in  a report  submit- 
ted in  March  1977,  by  Dr.  Arthur  C.  Upton,  then 
head  of  an  ad  hoc  working  group  studying  the  risk  of 
radiation  exposure.  That  report  stated  that  current 
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evidence  strongly  suggest  a direct  linear  relationship 
between  the  amount  of  radiation  exposure  and  the 
risk  of  developing  cancer.  It  placed  the  presumptive 
increased  risk  from  exposure  to  the  breast  at  less  than 
1 percent  per  rad.  This  implies  that  a mammogram 
using  current  low-dose  techniques  would  increase  a 
woman’s  presumed  lifetime  risk  of  breast  cancer  from 
an  average  natural  level  of  about  7 percent  to  a level 
of  less  than  7.07  percent  following  mammography. 

The  National  Cancer  Institute  has  accepted  these 
findings  and,  based  upon  the  Panel’s  recommenda- 
tions, has  instructed  directors  of  the  27  Breast  Cancer 
Detection  Demonstration  Projects  to  restrict  the 
routine  use  of  mammography  in  annual  screening  to 
women  50  years  of  age  and  older.  Women  ages  40 
through  49  will  be  offered  mammography  in  screening 
only  if  they  have  a prior  history  of  breast  cancer  or  if 
their  mother  or  sister(s)  have  had  breast  cancer.  The 
use  of  mammography  for  women  age  35  through  39 
will  be  restricted  to  those  with  a history  of  breast 
cancer.  Except  for  women  ages  35  through  39,  these 
guidelines  are  identical  to  those  under  which  the 
BCDDP  has  operated  since  May  1977. 

The  projects,  initiated  in  1973,  are  cosponsored  by 
the  NCI  and  the  American  Cancer  Society.  They  have 
enrolled  280,000  women  ages  35  through  74  in  a 
voluntary  screening  program.  Medical  history, 
physical  examination.  X-ray  mammography,  thermo- 
graphy and  the  teaching  of  breast  self-examination 
are  used  to  demonstrate  methods  for  the  early 
detection  of  breast  cancer. 

The  consensus  group  concluded  that  although  there 
is  no  known  harmful  effect  from  thermography,  there 
are  no  scientific  data  supporting  its  value  as  a routine 
breast  cancer  screening  technique  under  present 
conditions  of  general  use.  They  strongly  suggested 
that  research  be  carried  out  to  improve  thermo- 
graphic techniques  and  to  determine  its  role  in 
screening.  It  was  recommended  that  thermography 
be  discontinued  as  part  of  the  routine  BCDDP 
screening  process  except  in  those  centers  where 
proficiency  is  available  to  justify  further  clinical  in- 
vestigation under  appropriate  research  design. 
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The  NCI  will  discuss  the  use  of  thermography  with 
each  project  director  to  determine  which  centers 
might  provide  valuable  information  by  continuing  its 
use.  Until  these  determinations  are  made,  all  centers 
will  continue  to  offer  thermography  as  part  of  the 
routine  screening  process. 

Panel  members  concluded  the  BCDDPs  may  have 
an  ethical  obligation  to  continue  to  offer  mammog- 
raphy to  women  under  50  enrolled  in  the  program,  if 
it  is  made  clear  to  them  through  informed  consent 
that  the  benefit  has  not  been  proved,  that  there  is 
presumed  risk,  and  that  the  panel  does  not  recom- 
mend its  routine  use  for  this  age  group. 

The  NCI  has  made  no  final  determination  in  this 
matter.  A new  informed  consent  form  is  being 
developed  that  will  reflect  these  concerns.  Until  it  is 
completed,  the  BCDDPs  have  been  instructed  to 
continue  screening  with  mammography  only  those 
women  designated  by  the  panel  or  those  whose 
personal  physicians  have  submitted  written  requests 
for  mammography.  The  new  informed  consent  form 
also  will  include  the  radiation  dosage  received.  This 
information  will  be  supplied  at  each  project  and  will 
be  updated  as  appropriate.  Inclusion  of  dosage 
information  was  recommended  by  the  panel. 

Data  on  the  breast  cancer  detection  rates  of  the 
BCDDPs  were  provided  in  a report  from  the  Working 
Group  to  Review  the  NCI /ACS  Breast  Cancer 
Detection  Demonstration  Projects,  chaired  by  Dr. 
Oliver  Beahrs  of  the  Mayo  Clinic.  The  Pathology 
Review  Committee  of  the  Beahrs  group  had  reviewed 
506  cases  of  “minimal”  cancers  (less  than  1 centimeter 
in  size,  or  papillary  or  intraductal  cellular  prolifera- 
tions). Of  these,  they  concluded  that  66  cases  that  had 
been  interpreted  previously  as  cancerous  should  be 
reclassified  as  benign.  (This  figure  later  was  revised  to 
64  cases.)  They  designated  an  additional  22  cases  as 
“borderline,”  because  agreement  could  not  be  reached 
on  whether  the  lesions  were  benign  or  malignant.  The 
Panel  recommended  that  in  these  instances  the 
women  involved  should  be  notified  that  their  cases 
had  been  reinterpreted. 

To  pursue  these  developments,  the  NCI  began  an 
immediate  review  of  the  cases  in  question  and  found 
that  the  Pathology  Review  Committee  may  not  have 
received  consistently  all  the  pathology  slides  used  by 
the  hospital  pathologist  in  making  his  diagnosis.  For 
example,  when  the  entire  tumor  was  removed  during 
biopsy,  tissue  samples  obtained  following  subsequent 
surgery  contained  no  malignant  tissue.  In  a number  of 
cases  a two  stage  procedure — biopsy  during  one 
operation  and  surgery  as  a later,  separate  procedure — 
was  performed.  In  many  such  cases,  the  original 
pathologist  considered  the  case  to  be  borderline  and 
consulted  several  other  pathologists  before  treatment 
decisions  were  made.  Often  the  woman  was  informed 
of  the  difficulty  in  making  a pathological  assessment, 
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and  she  was  involved  in  the  decision  to  go  ahead  with 
surgery.  Therefore,  it  has  become  clear  that  in  most 
instances  the  original  pathologist  recognized  difficulty 
in  assessing  the  lesion;  that  interpretation  may  have 
depended  critically  on  the  particular  slide  or  slides 
examined;  that  differences  of  opinion  about  these 
lesions  may  not  be  uncommon,  and  that  a final  as- 
sessment may  be  fraught  with  considerable  un- 
certainty. 

The  project  directors  have  been  asked  to  review  the 
materials  sent  to  the  BCDDP  Working  Group 
(Beahrs  group),  to  obtain  additional  slides  not 
available  to  the  Review  Committee,  to  discuss  the 
diagnosis,  treatment  and  other  pertinent 
information — such  as  medical  history — with  the 
project  pathologist,  hospital  pathologist  and  personal 
physician,  and  to  submit  to  the  Beahrs  group  all 
information  that  might  clarify  the  findings  of  the 
Pathology  Review  Committee.  The  entire  Beahrs 
group  has  been  asked  to  examine  this  additional 
information  and  will  submit  a final  report  on  its 
findings  in  mid-November. 

It  is  expected  that  the  number  of  cases  in  which 
reclassification  as  benign  or  borderline  persists  will  be 
lower  than  that  first  reported  by  the  Beahrs  group.  A 
procedure  for  notifying  the  women  whose  cases  may 
deserve  to  remain  reclassified  after  further  review  is 
being  developed  by  the  NCI,  the  project  directors,  and 
the  collaborating  physicians. 

It  was  recommended  that  those  women  in  the 
BCDDPs  in  whom  cancer  has  been  detected  be 
followed  to  provide  valuable  scientific  information. 
Panelists  could  not  reach  a consensus  on  whether 
those  women  in  whom  no  cancers  have  been  found 
also  should  be  followed  after  conclusion  of  the 
screening  program. 

The  NCI  recognized  that  followup  studies  on 
women  with  cancer,  particularly  on  the  “minimal” 
type,  can  provide  valuable  insight  into  the  progression 
of  breast  cancer.  The  Institute  will  develop  procedures 
to  follow  women  whose  cancers  were  diagnosed 
through  BCDDP  screening.  Followup  of  “normal” 
screenees  is  under  study. 

The  Panel  concluded  that  there  is  a need  for  quality 
control  of  the  screening  procedures,  including 
physical  examination,  and  of  the  pathological  review. 
They  recommended  that  concurrent  pathological 
review  by  consulting  pathologists  of  “minimal” 
lesions  be  performed  routinely  before  treatment  is 
instituted  (two-stage  procedure). 

Before  making  its  recommendations,  the  panel 
heard  presentations  on  the  benefits  and  risks  of 
routine  breast  cancer  screening  of  symptom-free 
women  from  four  groups  of  scientists  who  have 
studied  the  issue  and  from  other  professionals  and 
concerned  members  of  the  public. 
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There  is  no  safety  in  numbers,  or  in  anything  else. 

— James  Thurber 


In  its  attempt  to  integrate  and  use  information,* * 
Congress  has  been  considered  by  many  the  branch 
surely  separate,  and  perhaps  unequal  to  the  task.  But 
not  by  Thomas  Jefferson.  In  1801,  in  his  first 
inaugural  address,  Jefferson  told  the  members  of 
Congress  that  he  looked  to  them  “ . . . with  encour- 
agement for  that  guidance  and  support  which  may 
enable  us  to  steer  with  safety  the  vessel  in  which  we 
are  all  embarked,  amidst  the  conflicting  elements  of  a 
troubled  world”.  More  recently,  however,  a lesser 
known  personnage,  but  with  perhaps  greater  accuracy 
in  his  nautical  allusion  has  pointed  out,  “ . . . that 
(bureaucrats)  never  change  the  course  of  the  ship  of 
state;  they  simply  adjust  the  compass”.1  Indeed,  if  one 
measures  Congressional  output  in  terms  of  laws  or 
measures  enacted,  then  I can  report  that  the  recently 
concluded  94th  Congress  had  the  lowest  production 
in  perhaps  twenty  years,  reversing  what  had  been,  to 
that  time,  an  upward  spiral  in  law  production. 
However,  during  this  same  period,  there  can  be 
documented  a three-fold  increase  in  the  number  of 
committee  and  subcommittee  meetings.  This  increase 
may  represent  the  growing  range  of  Congressional 
concern,  but  it  is  clearly  subject  to  Boren’s  Rule  that 
“nothing  is  impossible  until  it  is  sent  to  a committee”.2 

My  thesis  is,  quite  simply,  that  it  is  the  very 
complexity  of  the  problems  confronting  the  legisla- 
ture which  is  at  the  heart  of  the  manner  in  which 
Congress  uses  information  in  choosing  among 
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conflicting  or  competing  courses  of  action.  1 am  here 
speaking  of  “complexity”  in  the  generic  sense — the 
state  or  condition  of  being  intricate  or  complex; 
consisting  of  interconnected  or  interwoven  parts.  It  is 
this  complexity  coupled  with  structural  changes  in 
Congress  over  the  last  few  decades,  themselves  a 
response  to  the  complex  nature  of  the  issues,  which 
have  defined  the  informational  demands  of  the 
Congress'  as  it  goes  about  the  business  of  making 
policy.  It  is  due,  in  great  measure,  to  the  difficulty  in 
simplifying  the  issues  of  our  day  that  we  increasingly 
witness  the  passage  of  so  called  “omnibus”  legislation 
designed  to  deal  with  the  interconnectedness  of 
things. 

An  example,  of  course,  is  energy.  It  is  hard  to 
exclude  a major  public  policy  area  not  somehow 
significantly  related  to  energy.  In  the  structural  sense, 
therefore,  it  is  inevitable  that  Congressional  jurisdic- 
tions will  overlap.  In  areas  such  as  energy,  or  health, 
where  it  is  logically  hard  to  draw  boundaries,  there 
has  always  been  a “DMZ”  (Demilitarized  Zone) 
problem,  where  patrol  and  trespass  are  customary 
and,  ultimately,  invasion  is  not  unheard  of. 

The  lesiglative  reforms  in  Congress  of  the  last  few 
decades,  however,  make  apparent  the  concern  of 
Congress  that  as  an  institution  it  must  improve  its 
capacity  to  define  realistic  choices  among  competing 
policy  and  program  options.  Perhaps  as  Alton  Frye 
has  said.  Congress  has  realized  that  it  must  “ . . . en- 
hance its  intellectual  authority  if  it  is  to  make  its 
constitutional  authority  effective”.3  Congress  has 
approached  this  enhancement  in  several  ways,  most 
notably  in  what  has  been  referred  to  as  a “staff 
explosion”,  as  well  as  the  creation  of  new  analytic 
arms  such  as  the  Office  of  Technology  Assessment 
and  the  Congressional  Budget  Office.  In  addition,  it 
has  reorganized  and  strengthened  the  policy  analytic 
capacities  of  the  General  Accounting  Office  and  the 
Congressional  Research  Service  of  the  Library  of 
Congress.  However,  this  increased  capacity  has  yet  to 
resolve  its  role  status  in  the  Congressional  system. 
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This  is  related  to  competing  demands  on  its  time  on 
the  one  hand,  or  remoteness  from  the  process  and  the 
resultant  loss  of  input  into  the  policy  and  decision- 
making on  the  other.  These  resources,  1 predict,  will 
never  find  a completely  comfortable  niche  in  the 
system.  The  reasons  for  this  are  rooted  in  the 
constitutional  and  institutional  law-making  and 
representational  character  of  Congress.  Analysis  and 
legislation  are  bound  to  be  uneasy  partners  as  long  as 
public  interest  and  the  national  welfare  must,  finally, 
be  distributed  as  commodities  which  are  generally  in 
short  supply. 

It  may  be  inherently  impossible  to  make  available 
in  unlimited  quantities  such  items  as  quality  and 
availability  in  the  face  of  concern  over  cost  contain- 
ment, for  example.  This  tension  should,  however,  be 
viewed  as  useful,  as  an  opportunity  for  finding 
creative  approaches  to  the  infusion  of  objective 
information  into  the  policy  process.  Indeed,  the 
multiplicity  of  interests  and  jurisdictions  offers  a 
variety  of  points  of  access  for  those  interested  in 
finding  an  opening.  Tindblom  and  Wildavsky  have 
long  stated  that  competition  of  interest  and  inputs  in 
fact  strengthen  the  policy-choice/ decision-making 
process  by  increasing  the  probability  that  relevant 
concerns  will  not  be  overlooked.4  ? A keen  observer, 
Allen  Schick  of  the  Congressional  Research  Service 
has  said  “ . . . The  fact  that  advocacy  and  analysis  are 
different  crafts  does  not  mean  that  they  cannot  be 
united  in  common  cause”.6 

All  of  this  does  not,  of  course,  mean  that  the  old 
aphorisms  of  the  Hill  have  lost  their  weight  entirely. 
Indeed,  there  still  remain  vestiges  of  what  speaker 
Sam  Rayburn  use  to  call  “getting  along  by  going 
along”.  There  is  still  some  truth  to  the  observation 
that  the  perception  of  the  possession  of  knowledge 
may  be  of  greater  consequence  than  the  de  facto 
possession  of  knowledge.  Still,  too  often  the  display 
of  knowledge  becomes  a duel  of  ‘our  experts  versus 
their  experts’.  Increasingly,  however,  one  finds  the  fog 
being  dissipated  by  an  extraordinary  display  of 
sophistication  and  competence,  indeed  mastery,  of 
very  complex  subject  matter.  Though  Congress  has 
seemed  to  alternate  between  periods  of  uncritical 
patronage  and  pre-Copernican  refutation  of  scientific 
endeavor,  I find  myself  often  pleasantly  surprised  by 
the  rather  orderly  way  of  reviewing  findings  and 
evaluating  choices  that  is  emerging  both  in  the  staff- 
member  briefing  process  and  in  subcommittee. 

However,  Congress  as  an  institution  does  not  do 
analysis.  It  does  legislation  and  politics,  in  the  best 
sense  of  the  term.  This,  after  all,  is  what  the 
Constitution  expects  of  it.  It  must  be  acknowledged 
that  while  most  Congressmen  only  become  active 
participants  in  policy  formulation  once  knowledge  is 
acquired,  beyond  this  are  the  goals  that  are  shared, 
and  ultimately  the  authority  possessed.  In  this 


framework,  policy  is  primarily  a decision-supporting, 
not  a decision-making  process,  and  we  may  expect  an 
increased  sophistication  and  use  of  Congress’  analytic 
capacity  so  long  as  the  members  perceive  it  in  this 
manner.  With  regard  to  such  use,  it  is  well  to 
remember  that  analyses  generally  lead  to  expansion  of 
conflict.  This  is  because  an  expanded  number  of 
alternatives  have  been  generated,  identifying  new 
opportunities  for  spending  money,  many  of  which 
had  not  previously  been  considered.  A recent 
examination  of  ten  studies,  looking  to  whether  those 
analyses  had  an  impact  on  policy  formulation, 
revealed  that  a single  factor  generally  appeared  to 
explain  the  situation.  It  was  found  that  those  analyses 
which  expanded  the  scope  of  policy  conflict  were 
typically  not  used;  if  analyses  narrowed  the  conflicts 
facing  the  policy-maker,  the  analyses  were  likely  to  be 
used.  In  his  conclusion,  Schick  noted  “ . . . policy 
analysis  is  not  the  master  of  its  own  fate”.7 

Before  moving  to  Congressional  use  of  health 
information,  let  me  say  a few  final  words  about 
Congressional  expectations  concerning  (policy)  anal- 
ysis in  general,  and  then  its  present  quality  and  use. 
Congress  cannot  be  an  analytic  oasis  in  a world  where 
analysis  is  often  quite  dry  and  barren.  It  is  clear  that 
we  cannot  reasonably  expect  that  the  quality  of 
analysis  in  Congress  will  be  anything  but  reflective  of 
that  undertaken  outside  of  Congress — that  is, 
essentially  no  better  than  the  state  of  the  art.  And  at 
the  moment,  the  art  clearly  is  beset  with  a serious 
malady,  perhaps  the  most  apparent  symptom  of 
which  is  the  “tireless  tinkering”  with  programs.8 

Test  I sound  terribly  naive,  I am  reconciled  to  the 
fact  that  decisions  must  inevitably  be  based  on 
imperfect  information.  Weinstein  and  Stason,  in  a 
recent  article  in  The  New  England  Journal  of 
Medicine,  are  correct  when  they  state  that  even  on  the 
basis  of  a distressingly  limited  data  base,  we  must  use 
the  best  available  evidence,  however  uncertain,  to 
make  today’s  resource  allocation  decisions.  Further, 
“ . . . responsible  analysis  should  be  structured  to 
incorporate  new  information  as  it  becomes  available 
and  should  be  used  to  suggest  areas  requiring  future 
research  to  resolve  critical  uncertainties”.9  Often, 
“imperfect”  and  “uncertain”  much  too  easily  become 
the  ingredients  of  self-fulfilling  prophecy,  used  to 
justify  back-of-the-envelope  policymaking,  what 
Alton  Frye  has  called  “ad-hocery”. 

Congressional  frustration  is  undeniably  heightened 
when  attempts  to  incorporate  quantitative  informa- 
tion of  a reliable,  timely,  pertinent  and  comparable 
nature  into  its  consideration  of  health  programs  are 
met  with  the  DHEW  admission  that: 

Health  statistics  production  in  this  country 
presents  a picture  of  uncoordinated  data 
collection,  aggregation,  presentation  and 
analysis  among  varied  Federal,  State  Focal, 
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and  non-governmental  sources.  The  separate 
efforts  underway  are  frequently  duplicative  of 
one  another,  and  despite  common  goals, 
possess  little  of  the  continuity,  compatibility 
and  standardization  which  are  essential  to  a 
reliable  health  statistics  system.  . . .I0 

Thus,  we  are  confronted  with  the  Congress'  perhaps 
most  tragic  flaw  regarding  its  analytic  aspirations.  As 
pointed  out  by  no  less  than  Joseph  Califano,  writing 
in  the  Washington  Post: 

. . . the  Congress  is  dependent  upon  the 
Executive  Branch  for  most  of  its  information, 
with  an  occasional  and  too  often  superficial 
assist  from  outside  experts.  . . .The  stark  fact 
is  that  neither  the  Congress  nor  any  of  its 
committees  has  the  consistent  capability — 
without  almost  total  reliance  on  the  informa- 
tional and  analytical  resources  of  the  Execu- 
tive Branch — of  developing  coherent,  large 
scale  programs. 

Once  social  problems  reach  a certain  level  of  visibility, 
popular  demand  for  action  becomes  irresistible. 
Almost  by  definition,  responses  in  the  form  of 
legislation  are  restricted  by  lack  of  information  and 
experience.  Only  too  often,  the  required  information 
can  only  be  generated  by  taking. action,  which  has  led 
to  our  seeming  enchantment  with  demonstration 
programs — a sort  of  high-roller’s  learning-by-doing. 
It  is  often  at  this  point,  when  Congress  feels  pressure 
to  do  something  about  which  it  is  skeptical, 
uninterested  or  toward  which  it  is  ideologically 
hostile,  that  one  response  has  been  to  write  a law  to 
establish  a new  agency  or  program  and  then  proceed 
to  starve  it  for  funds.  As  Ginzberg  has  said: 

In  some  cases,  underfunding  is  just  a concom- 
itant of  overpromising.  When  a program  has 
been  puffed  up  beyond  reason  as  the  cure  for 
everything,  its  appropriation  is  bound  to  be 
too  small.  Here  the  habit  of  Crisis-mongering 
is  an  important  part  of  the  difficulty:  When 
every  problem  is  blown  into  a Crisis,  the 
government  must  promise  to  do  everything  in 
order  to  do  anything.  And  the  budget  can 
never  be  sufficient  for  doing  everything. 11 

Budgeting  is  perhaps  the  most  pervasive  and  per- 
suasive analytical  activity  of  the  Congress.  It  is,  also, 
a unique  kind  of  analytical  enterprise,  generally  re- 
served to  the  Budget  and  Appropriations  Committees 
supported  by  the  recently  created  Congressional 
Budget  Office,  which  provides  both  “accounting  ser- 
vices” as  well  as  analysis  of  options.  Recent  examples 
in  the  health  field  include:  Medicare  catastrophic 
proposals;  options  for  the  Medicaid  program;  options 
for  categorical  health  grant  programs;  and  federal 
support  for  biomedical  research  and  health  manpow- 
er development.  In  addition,  it  undertakes  analyses  of 


the  operation  and  effectiveness  of  major  health 
programs,  including  health  maintenance  organiza- 
tions and  prospects  for  meeting  health  care  needs  of 
children  eligible  for  Medicaid. 

The  uniqueness  and  tremendous  difficulty  inherent 
in  the  budget-related  analyses  leaves  Congress  faced, 
not  generally  with  the  elimination  of  poor  proposals 
(though  they  do  get  to  this  point  on  occasion,  and 
sometimes  1 must  admit,  pass  it!),  but  with  the 
balancing  of  desirable  alternatives.  The  critical 
concern  for  this  area  of  informational  input  is 
vigilance  against  bias  and  partisanship.  In  this  regard, 
it  is  still  too  early  to  give  the  Congressional  Budget 
Office  its  marks. 

The  jury  is  still  out  with  regard  to  several  earlier 
attempts  to  provide  a firm  information  base  for 
program  planning,  budgeting  and  legislation.  Take 
Medicare  and  Medicaid  for  example.  The  Social 
Security  Administration  provided  the  Congress  with 
estimates  concerning  the  likely  increased  utilization  of 
hospitals  which  would  result  from  implementation  of 
the  Medicare  program,  but  turned  out  to  be  way  off 
with  regard  to  unit  costs  of  service,  leaving  us  to 
restore  much  greater  differences  than  were  projected, 
through  increased  co-payment  and  payroll  taxes.  In 
the  case  of  Medicaid,  we  now  recognize  only  too  well 
what  insufficient  information  concerning  federally 
funded,  state-run,  open-ended  commitments  to  care 
can  produce — eligibility  limitations  for  one  thing,  and 
continually  increasing  gaps  in  data  comparability  and 
uniformity  for  another. 

A most  recent  and  related  issue  is  cost  containment. 
The  Administration’s  forthcoming  legislative  propos- 
al would  appear  to  place  reliance  on  Certificate-of- 
Need  (CON)  as  one  predominant  means  by  which  we 
might  control  investment  patterns,  utilization  and 
ultimately  costs  in  the  hospital  sector.  Until  recently, 
there  has  been  little  empirical  evidence  either  to 
support  or  refute  the  claims  for  Certificate-of-Need, 
making  assessment  and  the  development  of  conclu- 
sions difficult.  So,  now.  Congress  finds  itself  at  the 
threshold  of  what  may  be  a first  step  to  major 
revisions  in  our  national  health  policy  with  insuffi- 
cient, indeed  conflicting,  information.  Conflicting, 
because  recent  findings  published  by  the  National 
Center  for  Health  Services  Research  of  the  Health 
Resources  Administration  and  others  seem  to  indicate 
that  CON  regulation  tends  to  reduce  expansion  in  bed 
supplies,  but  that 

. . . this  reduction  is  accompanied  by  an 
increase  in  other  types  of  hospital  investment 
(e.g.,  new  equipment).  While  the  composition 
of  hospital  investment  is  altered  by  CON,  the 
total  level  of  investment  was  not  redu- 
ced . . . the  volume  of  patient  days  per  capita 
was  reduced  under  CON  regulation, 
but  . . . the  level  of  per  capita  expenditures  on 
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hospital  services  was  not  decreased.  These 
findings  are  at  variance  with  the  presumption 
that  inflation  in  the  costs  of  hospital  services 
can  be  reduced  substantially  by  CON  controls 
on  hospital  investment.12 

It  should  not  be  surprising  that  the  newly  devel- 
oping strengths  in  Congress  have,  in  some  cases, 
led  to  outsized  expectations  on  the  part  of  Congress. 
For  example,  when  the  Planning  Act13  was  drafted, 
the  nature  of  the  task  assigned  to  the  administration, 
more  specifically  the  Health  Systems  Agencies, 
requiring  the  assemblage  and  analysis  of  data 
concerning  the  health  status  of  the  population;  status 
and  use  of  the  health  care  delivery  system;  effect  of  the 
health  care  delivery  system  on  residents  of  the  area; 
etc.  may  well  have  outstripped  the  state-of-the-art. 
The  consequence  of  putting  health  planning  into  such 
a fragile  craft  on  such  a relatively  uncharted  sea  is 
only  too  well  known.  Hopefully,  after  the  initial  shock 
and  demoralization,  we  may  see  a tremendously 
developed  capacity  to  undertake  such  responsibilities, 
both  in  the  administrative  branch  and  in  the  private 
sector.  However,  if  the  ability  to  plan  is  not 
forthcoming,  for  whatever  reasons,  then  the  Con- 
gress, much  as  the  rest  of  us,  will  have  to  live  with  less 
satisfying  alternatives.  Among  these  would  be 
program  monitoring  for  oversight  rather  than 
evaluation,  simply  an  audit  function;  hardly  the 
hoped-for  prospect.  Indeed,  in  response  to  these 
pressures,  as  Beverlee  Myers  has  reported,  audits  are 
increasingly  asking  not  management-process  ques- 
tions, but  evaluation  questions.  As  she  says,  there  is 
probably  more  “evaluation  by  scandal”  than  evalua- 
tion and  planning  by  rigorous  analysis  of  data 
concerning  the  Medicaid  program.14  In  summary. 
Congress  appears  to  be  getting  its  analytical  act 
together.  There  can  be  no  question,  however,  that  it 
will  still  be  heavily  dependent  on  the  executive  branch 
agencies  and  their  programs  for  the  feedback  required 
for  intelligent  planning  and  policy  development.  Will 
such  information  be  forthcoming? 

As  the  Subcommittee  on  Health  and  the  Environ- 
ment of  the  Interstate  and  Foreign  Commerce 
Committee  works  toward  new  approaches  to  cost 
control,  resource  planning,  health  insurance  and 
various  service  delivery  mechanisms  which  will  be 
required  in  the  future,  it  is  clear  that  a comprehensive 
review  of  our  present  health  data  collection  and 
analytical  activities  is  needed.  Several  such  efforts  are 
underway.  For  example,  during  the  coming  months, 
the  Subcommittee  will  be  re-examining  many  of  the 
information  and  reporting  provisions  of  a number  of 
health  laws.  The  Committee  on  Interstate  and 
Foreign  Commerce  has  requested  that  by  next  fall, 
the  Office  of  Technology  Assessment  complete  a 
comprehensive  study  of  health  and  medically  related 
data  policy.  The  study  will  focus  on  the  present  status 


of  health  statistics  activities  and  policy  alternatives  for 
systems  capable  of  satisfying  the  multiple  needs  for 
data  at  many  levels  of  geography  for  planning, 
management  and  the  evaluation  of  program  impact. 
To  be  of  maximum  use,  the  study  will  be  keyed  to 
relevant  legislative  authorities  which  may  require 
change,  as  well  as  specifics  of  executive  branch 
organization  which  impact  upon  data  policy. 

Thus,  though  Congress  has  been,  at  best,  a secret 
sharer  of  health  information,  its  recent  emergence 
from  the  analytic  closet  augurs  much  greater  concern 
with  data  and  information,  both  in  terms  of  its  source, 
quality,  and  use.  In  this  regard,  it  is  likely  that 
increased  support  for  shared  data  systems  will  be 
forthcoming.  To  the  critics  of  such  systems,  I respond 
by  paraphrasing  George  Bernard  Shaw:  Shared  data 
systems  have  not  failed;  they  have  never  been  tried! 
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Liaison  Committee  on  Continuing  Medical 
Education — Its  Present  Status  and  Its 
Future  Activities  in  Accreditation 


The  Liaison  Committee  on  Continuing  Medical 
Education  (LCCME)  was  established  as  a result  of 
negotiations  between  representatives  of  the  five 
parent  organizations  of  the  Coordinating  Council  on 
Medical  Education  (CCME)  to  supervise  and  provide 
accreditation  opportunities  in  the  field  of  continuing 
medical  education,  comparable  to  accreditation 
activities  of  the  existing  Liaison  Committee  on 
Medical  Education  and  Liaison  Committee  on 
Graduate  Medical  Education. 

The  parent  organizations  agreed  that  the  new 
LCCME  should  have  representation  from  the  five 
parent  organizations,  as  represented  on  the  CCME,  as 
well  as  representation  from  the  Association  for 
Hospital  Medical  Education  and  the  Federation  of 
State  Medical  Boards.  In  addition,  there  would  be  a 
public  member  and  a federal  government  member. 
The  composition  of  the  LCCME  was  approved  by  the 
parent  organizations  of  the  CCME  to  be: 

American  Medical  Association — 4 representatives 
Association  of  American  Medical  Colleges 
3 representatives 

American  Board  of  Medical  Specialties 
3 representatives 

Council  on  Medical  Specialty  Societies 
3 representatives 

American  Hospital  Association — 3 representatives 
Association  for  Hospital  Medical  Education 
1 representative 

Federation  of  State  Medical  Boards — 1 representative 

The  Public — 1 representative 

The  Federal  Government — 1 representative 

Veto  power  resides  with  the  five  parent  organiza- 
tions. 

Related  to  the  development  of  the  LCCME  has 
been  interest  shown  by  various  state  medical 
associations,  which  currently  have  approved  systems 

Report  of  the  Council  on  Medical  Education  of  the  A MA  to  the 
House  of  Delegates,  Annual  Meeting,  June,  1977 


for  conducting  surveys  in  behalf  of  the  AMA  Council 
on  Medical  Education  in  the  AMA  program  of 
accreditation  in  continuing  medical  education.  A 
particular  expression  of  interest  was  shown  in 
Resolution  100  (A-76).  The  original  resolution,  as 
submitted  by  the  California  Medical  Association, 
referred  to  “an  accreditation  program  of  the  Califor- 
nia Medical  Association,”  whereas  Reference  Com- 
mittee C,  upon  advice,  reported  that  the  California 
Medical  Association,  and  all  other  state  medical 
associations  approved  to  do  surveys,  reviews,  and 
evaluation  are  actually  not  providing  accreditation, 
but  rather  participating  in  a survey,  review  and 
evaluation  system  on  behalf  of  the  AMA  Council 
on  Medical  Education,  and  that  the  Council,  itself, 
is  the  accrediting  body  in  this  field  of  medical 
education.  Accordingly,  Substitute  Resolution  100 
was  adopted  as  follows: 

RESOLVED,  That  the  American  Medical  Associa- 
tion reaffirm  the  concept  of  survey,  review  and 
recommendation  concerning  accreditation  of  continu- 
ing medical  education  by  State  Medical  Associations 
whose  standards  for  survey  and  review  meet  the 
standards  of  the  American  Medical  Association 
Council  on  Medical  Education;  and  be  it  further. 

RESOLVED,  That  in  developing  its  bylaws,  the 
Liaison  Committee  on  Continuing  Medical  Educa- 
tion recognize  the  effectiveness  of  the  current  role  of 
State  Medical  Associations  in  the  survey,  review  and 
evaluation  of  programs  in  continuing  medical 
education  and  retain  the  principles  of  the.  current 
procedure  of  accreditation  by  the  Council  on  Medical 
Education  of  the  American  Medical  Association;  and 
be  it  further 

RESOLVED,  That  the  American  Medical  Associa- 
tion support  the  principle  that  the  Liaison  Committee 
on  Continuing  Medical  Education  continue  to  follow 
the  procedure  now  used  by  the  American  Medical 
Association  of  accepting  the  recommendation  for 
accreditation  made  by  the  State  Medical  Associa- 
tions. 
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Attention  is  directed  to  the  third  “RESOLVE”  of 
Substitute  Resolution  100,  which  commits  the 
representatives  of  the  AMA  to  the  LCCME  to 
support  the  survey  programs  of  the  53  state  and 
territorial  medical  associations  now  approved  to  carry 
out  surveys  of  locally  focused  hospitals,  specialty 
societies,  institutions  and  organizations. 

The  LCCME  has  agreed  that  the  state  survey 
committees,  formed  and  supported  by  the  state 
medical  associations,  will  continue  in  their  role  of 
conducting  surveys  and  evaluations  and  making 
recommendations  for  the  LCCME,  as  they  have  done 
for  the  Council  on  Medical  Education.  The  state 
committees  will  be  encouraged  to  include  in  their 
membership  representation,  insofar  as  possible, 
corresponding  to  the  membership  of  the  LCCME. 

It  is  important  to  note  the  Policy  Statement  on 
Continuing  Medical  Education  adopted  by  the  House 
of  Delegates  (A-73).  As  background  this  statement 
reviews  the  increasing  participation  of  physicians  in 
continuing  medical  education  programs.  It  notes  that 
some  state  and  specialty  societies  require  participa- 
tion in  continuing  medical  education  as  a condition 
for  membership  and  that  some  states  require  evidence 
of  continuing  medical  education  for  continued  licen- 
sure. 

As  further  background  the  statement  recognized 
public  as  well  as  professional  concern  for  the 
maintenance  of  competence,  the  increasing  number 
and  sophistication  of  self-assessment  programs,  and 
the  value  of  the  Physician’s  Recognition  Award. 

The  policy  as  adopted  states  that: 

The  American  Medical  Association  is  a 
professional  organization  dedicated  to  scientific 
excellence  and  the  delivery  of  high-quality 
medical  care  to  the  American  public. 

The  American  Medical  Association  believes 
strongly  that  regular  participation  in  continuing 
medical  education  is  essential  to  the  mainte- 
nance of  professional  competence.  The  AMA 
believes  that  every  member  of  the  Association 
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and  every  other  physician  should  plan  and 
engage  voluntarily  in  a regular  program  of 
continuing  education  design  to  maintain  his 
personal  professional  competence. 

The  American  Medical  Association  recom- 
mends that  every  physician  participate  volun- 
tarily in  regular  self-assessment  procedures  to 
identify  his  own  level  of  professional  knowledge 
and  compare  it  with  a level  considered  desirable 
by  his  peers. 

Recognizing  that  there  is  a wide  variation  in 
learning  habits  and  the  conditions  under  which 
individual  physicians  may  participate,  the 
American  Medical  Association  stands  ready  to 
assist  physicians  in  the  design  and  implementa- 
tion of  their  personal  programs  of  voluntary 
continuing  medical  education. 

The  AMA  Physician’s  Recognition  Award 
has  been  established  as  a means  of  recognizing 
physicians  who  participate  in  a stated  amount  of 
continuing  education  on  a regular  basis.  The 
standards  for  the  Award  represent  an  expres- 
sion of  an  acceptable  level  of  involvement  in 
continuing  medical  education  for  every  physi- 
cian. The  American  Medical  Association  urges 
every  physician  to  meet  or  exceed  the  standards 
of  the  Physician's  Recognition  Award  in  his 
personal  program  of  continuing  medical  educa- 
tion. 

The  Liaison  Committee  on  Continuing  Medical 
Education  will  have  the  responsibility  and  authority 
for  the  accreditation  of  institutions  and  organizations 
in  the  field  of  continuing  medical  education  starting  in 
July  1977.  A smooth  transition  is  anticipated.  The 
state  and  territorial  associations’  survey  programs  will 
continue  as  an  essential  part  of  accreditation  by  the 
LCCME,  to  the  benefit  of  the  institutions  involved  in 
planning  and  producing  continuing  medical  educa- 
tion, to  the  physicians  who  teach  and  learn  in  the 
programs,  and  ultimately  to  the  patients  and  public  as 
a whole. 
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America’s  Medical  Crusade 

EDWARD  A.  RAYMOND,  PH.D. 


Medical  aspects  of  American  relief  in  the  Russian 
famine  of  1921-23  were  called  by  Herbert  Hoover  “the 
greatest  foreign  peacetime  medical  crusade  ever 
undertaken.”1  Together  with  food  sent  from  the 
United  States  it  saved  tens  of  millions  of  Russian 
lives.  It  was  mounted  on  a humanitarian  basis, 
without  regard  for  the  politically  significant  factor 
that  in  all  probability  it  saved  the  Bolshevik  regime 
from  total  collapse.  In  that  day  and  age,  only 
American  medicine  could  have  done  so  much  with 
such  meager  resources  amidst  such  frightful  condi- 
tions. Few  American  doctors,  of  that  day  or  any, 
could  have  accomplished  as  much  under  the  circum- 
stances as  Colonel  Henry  Beeuwkes,  United  States 
Army  Medical  Corps,  and  the  relatively  small  group 
he  gathered  around  him  achieved  in  a little  over  two 
years. 

To  realize  just  how  much  they  did,  it  is  necessary 
first  to  touch  on  the  Russian  famine  itself,  on  Herbert 
Hoover  and  the  American  Relief  Administration  and 
on  the  state  of  Russian  medicine  in  1921. 

The  Russian  Famine 

World  War  I had  drained  off  manpower  from 
Russia’s  farms  and  reduced  her  rail  distribution 
system  to  a shambles.  River  transportation  was  in 
little  better  shape.  The  Bolshevik  Revolution  and 
subsequent  Civil  War  had  caused  more  damage. 
Agriculture  suffered  from  the  breaking  up  of  the 
larger,  more  efficient  farms  and  the  loss  of  livestock 
and  such  machinery  as  there  had  been.  During  the 
period  of  “War  Communism”  (1910-20)  a barter 
system  replaced  money,  and  when  it  broke  down, 
Lenin  and  Trotsky  requisitioned  grain  from  the 
peasants  so  ruthlessly  that  not  enough  was  left  for 
seed  and  the  feeding  of  draft  animals.  Then  came  the 
severe  drought  of  1921  and  25-35  million  people  faced 
starvation  along  the  Volga  and  in  the  eastern 
Ukraine.2 
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The  Bolshevik  Government  was  extremely  reluc- 
tant to  turn  to  the  western  Allies  for  assistance.  Such 
an  appeal  would  be  a humiliating  admission  of 
communist  failure  and  capitalist  abundance.  More- 
over, Lenin  had  called  food  “a  weapon”  and  had  used 
it  to  discriminate  against  “reactionary  elements”;  he 
could  not  conceive  of  any  capitalist  aid  to  the  needy 
without  regard  for  race,  religion  or  political  opinion. 
He  expected  capitalists  to  feed  counterrevolutionaries 
and  let  communists  starve.  Foreign  relief  organiza- 
tions might  even  stir  up  revolt.  In  1920,  Russia  had 
refused  to  allow  the  American  Relief  Administration 
to  aid  starving  populations  in  areas  of  Poland,  White 
Russia  and  the  western  Ukraine  formerly  occupied  by 
German  forces.  They  insisted  on  taking  over  and 
distributing  stocks  of  American  food  themselves,  and 
even  demanded  United  States  recognition  of  the 
Soviet  regime  as  a preliminary  to  any  concrete  relief 
negotiations.  By  1921,  however,  conditions  were  so 
much  worse  that  they  had  no  choice.  The  Soviets  had 
to  request  outside  assistance.3 

Since  the  Moscow  Government  had  no  formal 
diplomatic  relations  with  the  leading  capitalist 
countries,  the  well-known  communist  writer  Maxim 
Gorky  addressed  an  appeal  to  the  Western  press.  The 
date  was  July  13,  1921.  It  was  written  in  a rather  florid 
style,  and  did  not  give  specific  details  of  the  extent  of 
the  famine.  He  asked  “all  honest  European  and 
American  people”  to  give  “bread  and  medicine”  at 
once,  and  emphasized  the  need  to  save  Russia  because 
of  its  past  contributions  to  science  and  literature.4 

Herbert  Hoover  and  the  American 
Relief  Administration 

On  July  23,  1921 — only  ten  days  after  the  Western 
press  had  printed  Gorky’s  letter — Herbert  Hoover 
replied.  At  the  time  he  was  President  Harding’s 
Secretary  of  Commerce  and  also  Chairman  of  the 
American  Relief  Administration.5  It  is  unlikely  that 
the  huge  contributions  which  were  made  to  Russia 
would  have  been  forthcoming  if  the  Soviet  appeal  had 
been  made  on  an  official  level,  or  to  any  other 
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individual  than  Herbert  Clark  Hoover.  The  timing 
alone  was  terrible.  In  its  World  War  I relief, 
Americans  had  already  made  the  greatest  charitable 
contribution  on  record.  The  United  States  of  America 
had  just  fought  a war  to  end  all  wars,  and  was  anxious 
to  turn  its  thoughts  and  efforts  to  the  problems  of 
peace  at  home.  It  was  the  time  of  Warren  G. 
Harding’s  “normalcy.”  This  was  not  the  time  for  any 
foreigners,  far  from  our  shores,  to  ask  for  further  tens 
of  millions  of  dollars  . . . least  of  all  Bolshevik 
Russians.  The  Bolsheviks  had  offended  the  civilized 
world  with  their  ideologically-sanctioned  terror 
waged  against  hundreds  of  thousands  of  so-called 
“class  enemies.”  The  Bolsheviks  had  taken  Russia  out 
of  the  war  against  Germany,  and  at  Murmansk  and 
Vladivostock  had  fought  against  American  forces  sent 
to  keep  American-made  munitions  supplied  to  the 
Kerensky  regime  from  falling  into  German  hands. 
Bolshevik  successes  in  Russia  were  so  spectacular  that 
many  Americans  harbored  exaggerated  fears  of  the 
communist  agitators,  financed  and  directed  from 
Russia,  who  were  already  active  in  the  United  States. 
The  1920  Wall  Street  bombing  served  to  fan  the  Red 
scare.  The  United  States  did  not  recognize  the 
Bolshevik  regime,  and  until  such  time  as  the  Russians 
would  pay  off  American  holders  of  Russian  bonds  to 
reimburse  American  investors  for  their  expropriated 
properties  in  Russia,  the  United  States  had  no  wish  to 
establish  normal  diplomatic  relations.  Congress  was 
in  a poor  mood  to  receive  an  official  Soviet  appeal  for 
massive  aid.6 

Today’s  generation  forgets  that  Hoover  had  made 
his  name  a household  word,  not  only  in  this  country, 
but  around  the  world,  before  he  became  President  of 
the  United  States.  He  had  made  an  international 
reputation  and  a large  personal  fortune  as  a mining 
engineer  on  five  continents.  He  knew  Russia  well, 
having  made  early  and  successful  efforts  to  open  up 
Russian  oil  and  non-ferrous  metal  resources  in  the 
Caucusus  and  in  the  Urals.  After  tiny  Belgium  put  up 
a heroic  resistance  to  the  Kaiser’s  Imperial  German 
Army  in  1914,  and  suffered  from  a harsh  military 
occupation,  Herbert  Hoover  formed  a Commission  of 
Neutrals  and  persuaded  the  German  Government  to 
allow  humanitarian  relief  efforts  in  Belgium,  and  later 
in  occupied  France.  When  America  entered  the  war  in 
1917,  Hoover  became  United  States  Food  Adminis- 
trator, with  nationwide  responsibilities  for  increasing 
food  production,  eliminating  waste,  stabilizing  prices 
and  improving  distribution.  During  the  Versailles 
peace  negotiations  in  1919  the  Allied  “Big  Four” 
(Wilson,  Lloyd  George,  Clemenceau  and  Orlando  of 
Italy)  made  him  Director  of  Relief  and  Rehabilita- 
tion, responsible  directly  to  them,  and  entrusted  him 
with  relieving  the  postwar  European  food  shortage. 
Under  his  guidance,  and  using  largely  American 
funds,  the  relief  organization  he  organized  fed  and 


clothed  over  200  million  people.  In  this  country, 
Congress  appropriated  $100  million  for  an  American 
Relief  Administration,  set  up  by  Hoover.  There  were 
few  trained  social  workers  in  it,  but  it  developed 
highly-efficient  methods  of  operation,  utilizing 
auxiliary  organizations  in  the  various  countries  where 
A.R.A.  operated,  recruited  on  a non-political  basis 
from  their  nationals.  Receiving  countries  did  all  they 
could  to  provide  transportation  and  overhead  for  the 
work.7  By  1921,  conditions  in  most  of  the  area  A.R.A. 
was  serving  had  largely  improved,  and  when  the 
Gorky  appeal  was  received  it  had  a cash  balance  of 
over  $10  million,  a reserve  of  food  and  clothing  and  a 
seasoned  organization  with  which  it  could  respond. 
The  political  skill  with  which  Hoover  secured  the 
support  of  other  Cabinet  members,  President  Hard- 
ing and  the  Republican  majority  in  Congress  to  help 
Russia  is  not  part  of  this  story,  but  he  did  insist  that 
the  Bolsheviks  demonstrate  that  they  were  doing  all 
they  could  to  help  their  people  before  turning  abroad 
for  help.  He  insisted  that  they  use  a part  of  the  gold 
reserve  which  they  had  seized  from  the  Kerensky 
regime  to  purchase  grain  from  abroad,  and  the  sum  of 
$10  million  was  agreed  upon.8 

Russian  Medicine  in  1921 

Since  famine  conditions  in  Russia  had  brought  with 
them  epidemics  of  typhus  and  cholera,  as  well  as 
debilitation  diseases  due  to  hunger,  there  was  an  acute 
need  for  medical  relief.  American  medical  and 
sanitary  relief  alleviated  a Russian  medical  famine  as 
ghastly  as  Russia’s  shortage  of  food.9 

Tsarist  Russia  was  particularly  backward  in  the 
areas  of  public  health  and  sanitation,  which  it  left 
largely  to  private  initiative  and  Rural  Councils 
(Zemstvos).  There  were  about  22,000  doctors  in 
Russia  in  1914,  and  about  27,000  trained  midwives 
and  technicians  (feldshers ).  There  were  less  than  8,000 
hospitals  for  a population  of  140.4  million.  This 
represented  5,400  patients  per  doctor  and  17,000  per 
hospital.  Facilities  were  not  evenly  distributed,  and 
rural  populations  in  many  areas  had  no  medical 
facilities.10 

In  World  War  I this  unsatisfactory  prewar  situation 
had  grown  much  worse,  and  with  the  Bolshevik 
Revolution,  it  virtually  fell  to  pieces.  During  the  War, 
many  doctors  and  nurses  were  mobilized.  Many  were 
killed  or  incapacitated  by  enemy  action  and  more  died 
of  cholera,  typhus  and  other  diseases  at  the  front. 
Stocks  of  medicines  and  supplies  for  civilian  hospitals 
declined,  equipment  wore  out  during  the  war  years 
and  could  not  be  replaced.  Then  came  the  Bolshevik 
Revolution.  Doctors  who  were  not  arrested  and  jailed 
as  bourgeois  had  to  sell  their  homes,  their  furniture, 
their  libraries  and  even  their  instruments  to  survive. 
Not  a few  were  forced  to  do  clerical  or  even  manual 
labor  to  get  enough  to  eat.  Despite  hunger,  disheart- 
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enment  and  the  appalling  conditions  under  which 
they  had  to  work,  most  continued  to  practice.  Such 
medical  facilities  as  there  were  went  from  bad  to 
worse.  In  the  Civil  War  period,  equipment  was  looted 
and  pieces  of  furniture  and  even  parts  of  buildings 
were  destroyed  and  carted  off  for  firewood.11 

In  its  zeal  to  serve  the  masses,  the  Communist 
Government  placed  all  medical  facilities  under  the 
People’s  Commissariat  of  Health.  Large  numbers  of 
untrained,  but  politically  reliable,  workers  joined 
hospital  staffs  in  order  to  obtain  food  for  themselves. 
Managerial  positions,  such  as  the  supervision  of 
provincial,  city  and  town  health  services  and  the 
direction  of  hospitals,  went  as  rewards  to  Party 
functionaries,  with  little  or  no  regard  for  professional 
qualifications.  A Communist  with  even  veterinary 
training  would  qualify  to  head  a city  health  depart- 
ment or  big  hospital.  Harold  Fisher  describes  the 
results: 

(Hospital)  buildings  were  leaky  and  unheated. 
Water  at  the  bedside  froze  and  the  patients 
suffered  from  frostbite.  Broken  pipes  had  cut  off 
the  supply  of  running  water;  broken  drains 
rendered  toilets  and  baths  useless.  Bed  linen  had 
entirely  disappeared  and  patients  were  covered 
with  their  own  filthy  clothing  and  perhaps  a 
single  blanket,  thin  and  ragged  from  long  use. 
Broken  glasses  and  rusty  tin  cups  constituted  the 
bedside  equipment;  ward  equipment,  such  as 
thermometers,  rubber  goods  and  bed  pans,  was 
lacking  altogether.  There  was  almost  no  food  for 
either  patients  or  attendants.  In  the  surgical 
pavilions  one  found  the  same  appalling  lack  of 
everything.  The  sterilizers  which  remained  could 
not  be  used  because  of  lack  of  fuel.  Chloroform 
and  ether  were  so  scarce  that  often  operations 
had  to  be  performed  without  anaesthesia. 
Surgical  dressings  and  gauze  had  been  practically 
used  up,  and  such  as  remained  were  used  over 
and  over  again.  Sometimes  the  surgeons  were 
compelled  to  use  old  newspapers.  Bandages  were 
so  rare  that  hospitals  required  surgical  patients  to 
bring  bandages  with  them.  Suture  materials  were 
also  so  scarce  that  surgeons  were  compelled  to 
use  thread  from  old  clothing  for  the  closure  of 
surgical  wounds.  In  the  stock  rooms  one  found 
only  empty  containers,  the  supplies  of  such 
essentials  as  quinine,  aspirin,  neosalvarsan, 
bismuth,  bromides,  digitalis,  having  long  been 
used  up.  Such  conditions  were  general.  The 
exceptions  were  few — very  few,  and  were  con- 
fined to  a large  hospital  in  a large  city,  here  and 
there.  Even  in  these  there  was  the  same  want 
of  essential  drugs,  bedding,  soap  and  disinfect- 
ants. . . ,12 

By  the  beginning  of  World  War  I,  advances  in 
medicine  had  wiped  out  typhus,  cholera  and  small- 


pox, and  brought  typhoid  fever  under  control  in  all 
civilized  countries,  except  Russia.  There,  they  were 
endemic  before  and  during  the  war,  and  increased 
sharply  in  two  waves  with  the  Revolution  and  the 
famine  of  1921.  Demobilized  soldiers  and  military 
movements  in  the  Civil  War  caused  the  first  wave; 
movements  of  famine  refugees  from  one  part  of  the 
country  to  another,  in  search  of  food,  caused  the 
second.  Besides  the  major  scourges,  malaria,  tubercu- 
losis, bubonic  plague  and  trachoma  were  not 
controlled  effectively.  The  famine  introduced  defi- 
ciency diseases,  such  as  rickets,  scurvy  and  hunger 
edema,  on  an  unprecedented  scale. 

American  Medical  Relief,  1921-23 

Such  was  the  medical  problem  that  faced  the 
American  Relief  Administration  in  1921.  Hoover 
borrowed  from  the  United  States  Army  an  officer 
whom  he  had  met  at  a Red  Cross  conference  in 
Washington  and  considered  exceptionally  capable, 
Colonel  Henry  Beeuwkes,  and  named  him  Medical 
Director  of  the  Russian  Unit.  Dr.  Beeuwkes  in  turn 
named  a number  of  his  assistants  from  men  he  knew 
and  trusted  in  the  Medical  Corps;  the  Army  made 
them  available  and  continued  their  pay  and  allow- 
ances. In  all,  the  Medical  Division  of  A.R.A.  enrolled 
40  American  physicians  and  specialists,  21  other 
American  staff  workers  and  some  800  qualified  Rus- 
sians.13 In  its  European  operations,  the  A.R.A.  had 
never  carried  out  a medical  program,  and  now  lacked 
funds  to  conduct  one.  All  its  resources  had  been  col- 
lected for  child  relief  and  for  feeding  operations. 
Congress  came  to  the  rescue  on  January  20,  1922, 
with  a bill  authorizing  the  use  of  $4  million  in  World 
War  I surplus  medicines  and  supplies  from  the  War, 
Navy  and  Treasury  Departments.  The  American 
Red  Cross  contributed  $3.8  million  in  cash  and  kind, 
and  the  Laura  Spelman  Rockefeller  Memorial  Fund 
provided  over  a quarter  of  a million  in  cash  to  cover 
handling  expenses.14 

Sizeable  though  this  effort  was,  it  could  not  provide 
every  Russian  with  up-to-date  medical  and  surgical 
care.  If  Dr.  Beeuwkes  decided  to  establish  and  staff 
fully-modern  American  hospital  units,  in  order  to 
furnish  models  for  Russian  hospitals  to  follow,  he 
would  serve  very  few  people,  as  the  Soviets  lacked  the 
capacity  to  copy  his  models  in  time  to  meet  the  crisis. 
If  he  concentrated  on  upgrading  existing  Russian 
hospitals  and  dispensaries  he  would  still  not  reach 
many  hundreds  of  thousands  of  the  rural  population 
of  the  famine  districts.  Finally,  preventive  measures 
were  necessary  to  check  the  spread  of  epidemic 
diseases.  He  determined  upon  this  program: 

The  widest  possible  distribution  of  medicines  and 
supplies  to  existing  medical  facilities,  coupled  with  an 
effort  to  raise  their  professional  and  administrative 
standards. 
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Organization  of  “sanitary  trains”  to  go  out  into  the 
famine  districts,  and  encouragement  of  new  outpa- 
tient treatment  centers  and  dispensaries  where  none 
existed. 

Preventive  medicine  through  aid  to  cities  in  re- 
habilitating water  systems,  encouragement  of  bath- 
ing, particularly  in  connection  with  American  food 
kitchens,  and  the  establishment  of  medical  inspection 
units  at  strategic  points  on  the  railways  to  screen 
infected  persons  out  of  the  refugee  stream. 

Distribution  of  medical  literature  to  universities 
and  other  institutions. 

By  the  spring  of  1922,  all  of  the  medical  facilities  in 
the  famine  areas,  including  the  Volga  Region  and  the 
Ukraine  were  receiving  supplies  and  equipment,  and 
later  the  non-famine  provinces  of  Central  Russia  and 
sparsely-settled  regions  in  North  Russia  received  help 
also.  Central  warehouses  in  Moscow  received  and 
redistributed  nearly  1,000  railway  freight  car  loads  of 
medical  supplies,  and  reshipped  them  to  distribution 
points  from  which  they  went  to  hospitals  and 
dispensaries. 

Among  the  medical  supplies  shipped  to  Soviet 
Russia  were  357  kinds  of  medicines,  627  kinds  of 
surgical  instruments  and  hundreds  of  kinds  of 
laboratory  supplies,  disinfectants,  vaccines,  etc.15 

During  the  operations  of  the  Medical  Division 
from  November,  1921  to  June,  1923,  Harold  Fisher 


reports  deliveries  to: 

Daily 

Number 

Institution 

Capacity 

5,764 

Hospitals 

353,332 

4,132 

Treatment  centers  and  dispensaries 

247,087 

4,760 

Children’s  homes 

336,821 

372 

Day  nurseries 

25,259 

165 

Day  and  boarding  schools 

17,999 

248 

Old  people’s  and  convalescent  homes 

59,237 

978 

Other  institutions 

16,419 

1,039,735 

Within  a one-month  period  from  August  3,  1922, 
Sanitary  Train  No.  1,  under  Dr.  Samuel  B.  Ross, 
travelled  over  2,000  miles  and  distributed  21  carloads 
of  supplies.  These  supplies  radiated  to  the  towns  and 
villages  around  Tula,  Orel,  Kursk,  Voronesh,  Kozlov, 
Tambov  and  Ryanzan.  In  the  spring  of  1923,  Sanitary 
Train  No.  2,  under  Dr.  John  E.  Toole,  again  visited 
these  seven  cities  and  added  Kaluga  and  Briansk. 
Then  No.  2 swung  north  of  Moscow  to  Yaroslavl, 
Kostroma,  Vladimir,  Ivanovo-Voznessensk,  Tver, 
Rybinsk  and  Rostov,  with  many  stops  at  way 
stations.  This  brought  American  medical  supplies  to 
an  area  of  135,000  square  miles,  with  over  20  million 
inhabitants.17 

Clean-up  campaigns  were  conducted  by  the 
Medical  Division  in  coordination  with  the  food  staff. 
The  Medical  Division  would  plan  a particular 
campaign,  and  then  the  Food  Division  would  pay  the 


Russian  workers  who  carried  it  out.  Work  teams  were 
paid  in  rations.  Starting  with  the  removal  of  refuse 
from  railway  stations,  streets  and  other  public  places 
the  campaign  proceeded  to  the  rehabilitation  of 
hospitals,  children’s  homes  and  even  whole  towns. 
Not  since  the  12th  century  Prince  Vladimir  of  Kiev 
baptized  the  whole  population  of  that  city  in  the 
Dnepr  River  had  Russia  seen  such  a bathing 
campaign,  especially  among  the  lice-infected  children. 
Children  and  adults  were  cleaned,  and  their  clothing 
sterilized,  literally  by  the  hundreds  of  thousands,  with 
the  use  of  American  soap  and  disinfectants.18  At  one 
single  railway  inspection  point,  that  at  Samara  (now 
Kuybishev),  gateway  between  Central  Russia  and 
Siberia  and  Turkestan,  Harold  Fisher  records: 


Number  of  trains  inspected  868 

Patients  removed  from  trains  to  dispensary  1,030 

Patients  removed  from  dispensary  to  trains  2,427 

Patients  removed  from  station  dispensary  to  hospital  2,339 
Dead  bodies  removed  from  trains  and  stations  26 

Total  patients  attended  12,077 

Prescriptions  filled  75,000 


Among  the  cases  removed  from  trains  and  treated, 
predominant  diseases  included  malaria,  typhus, 
smallpox,  influenza  and  diphtheria.  In  another  mas- 
sive effort  in  the  field  of  preventive  medicine,  over  8 
million  Russians  received  vaccinations  and  innova- 
tions supplied  by  A.R.A.19 

A longer-range  program,  designed  primarily  to 
acquaint  Soviet  doctors  with  the  advances  in  medicine 
made  outside  their  country  during  and  after  World 
War  I,  was  the  distribution  of  medical  literature.  At 
the  request  of  Herbert  Hoover,  the  Director  of  the 
National  Research  Council  in  Washington  visited 
Russia.  Dr.  Vernon  Kellogg,  an  eminent  scientist  in 
his  own  right,  then  organized  a committee  of  scientists 
in  the  United  States  to  solicit  books  and  other 
publications,  in  any  language,  on  recent  medical 
discoveries  and  data.  The  drive  succeeded  well,  and 
the  National  Research  Council  met  all  expenses  of 
delivering  the  materials  to  A.R.A.  for  distribution  in 
Russia.20 

As  a postscript  to  this  brief  sketch  of  the  work  of 
A.R.A.’s  Medical  Division,  it  is  only  fair  to  note  that 
relations  with  the  People’s  Commissariat  of  Health 
was  not  afflicted  with  the  official  suspicion,  hostility, 
and  disruption  which  troubled  the  food  distribution 
program  from  time  to  time.  Dr.  Semashko,  the 
Commissar,  and  his  assistants  displayed  a willingness 
to  cooperate  with  A.R.A.  While  their  ability  to  assist, 
particularly  through  furnishing  reliable  information 
on  health  matters,  was  deficient,  they  showed  the  best 
of  intentions  throughout.21  The  Medical  Division  of 
A.R.A.  did  not  do  the  impossible.  It  did  not  leave  the 
U.S.S.R.  with  a uniformly  first-class  medical  system. 
However,  it  found  Russian  medicine  in  a state  of 
near-total  collapse.  It  saved  millions  of  patients  which 
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that  system  could  not  save.  It  prevented  the  death  of 
millions  more  through  remarkably  successful  cam- 
paigns against  epidemic  diseases — official  Soviet 
figures  record  676,000  typhus  cases  in  1921,  first  year 
of  the  famine;  1,444,000  in  1922,  and  only  68,000  in 
1923,  the  final  year.22  The  40  American  doctors  of 
A.R.A.  did  not  do  the  impossible.  But  who  would 
have  thought  that  what  they  did  do  was  possible 
before  they  did  it?  Certainly  not  the  desperately 
discouraged  Russian  doctors  whom  they  helped, 
enheartened,  and  enabled  to  carry  on. 
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Reflections  from  the  Dean’s  Office 

ROBERT  U.  MASSEY,  M.D. 


Wer  nicht  von  dreitausend  Jahren 
Sich  weiss  Rechenschaft  zu  geben, 

Bleib’  im  Dunkel  unerfahren, 

Mag  von  Tag  zu  Tage  leben. 

If  the  past  three  thousand  years 
Do  not  lie  in  your  survey, 

For  you  the  darkness  never  clears; 

You  must  live  from  day  to  day. 

— Goethe1 

History,  like  philosophy  and  science,  has  its  uses 
and  Goethe’s  four  lines  are  a statement  about  utility.  1 
used  the  German  only  to  suggest  that  Rechenshaft  is 
more  an  accounting  than  a survey,  and  that  mag 
implies  choice  rather  than  compulsion.  History  may 
be  looked  at  as  though  it  were  a reckoning,  suggests 
Goethe,  but  if  you  choose  not  to  regard  it,  you  are 
responsible  for  favoring  darkness  over  light. 

In  a recent  television  series  based  upon  Robert 
Graves’  “I.  Claudius”,  we  were  led  through  the 
changes  from  republican  Rome  under  the  senate  and 
people,  to  imperial  Rome  under  Divus  Augustus,  and, 
although  Augustus  was  not  made  a god  until  after  he 
had  died  (and  then  perhaps  it  was  only  the  “genius”  of 
Augustus),  Caligula  underwent  his  metamorphosis 
during  his  lifetime.  Aside  from  those  in  the  oriental 
provinces,  most  Romans  did  not  take  all  this 
apotheosis  very  seriously,  but  there  can  be  no  doubt 
that  imperial  authority  carrying  divine  sanction  grew 
unchecked  until  Constantine  established  Christianity 
and  split  the  Empire  early  in  the  fourth  century. 

Failure  to  offer  libations  to  the  emperor  was  a 
certain  sign  of  treason;  it  was  to  Jews  and  Christians 
that  this  or  any  idolatry  gave  the  most  difficulty.  The 
persecutions  which  followed  rested  entirely  upon  this 
matter  of  emperor  worship  which  seemed  to  sensible 
and  sophisticated  Romans  to  be  so  trivial. 

With  the  rise  of  national  states  in  Europe  the 
monarchs  again  sought  for  a divine  legitimacy  to 
support  the  contention  that  the  crown  was  absolute 
and  could  do  no  wrong.  Anointing  and  crowning 
became  sacramental  acts  conferring  this  special 
governmental  grace.  By  way  of  manifestation,  George 
1 was  touching  for  the  king’s  evil  as  late  as  the 
eighteenth  century. 

Even  in  our  century.  Chairman  Mao  assumed  the 
style  of  the  Divus  Augustus,  and  since  his  death  it 
would  be  difficult  to  say  that  he  is  not  at  least  a 
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demigod.  Lenin’s  place  in  the  Russian  pantheon  is  not 
notably  lower,  and,  lest  we  grow  smug,  there  were 
those  who  would  have  crowned  Washington,  and  it  is 
said  that  some  men  prayed  to  the  dead  Lincoln.  The 
tyranny  of  the  majority  is  sanctified  by  equating  the 
voice  of  the  people  with  the  voice  of  God. 

A Jewish  friend  of  mine  recently  met  his  second 
cousin,  an  engineer  from  Moscow,  on  the  occasion  of 
a family  reunion.  He  said  that  his  cousin  felt  that  the 
Russians  were  not  actually  antisemitic;  rather  it  was 
the  Jews’  religion,  or  tradition,  which  stood  between 
them  and  the  State,  which  made  it  difficult  for  them 
to  take  seriously  the  Marxist-Leninist  philosophy, 
and  which,  therefore,  set  them  apart. 

There  is  a law  of  government,  readily  induced  from 
the  instances  of  history,  which  says  that  all  authority 
seeks  to  expand,  that  all  power  seeks  to  be  absolute. 
Our  forebears  in  the  early  days  of  the  Republic 
understood  this  well  and  set  up  checks  to  the  growth 
of  power,  and  were  sensitive  to  all  traces  of  imperium. 

“The  citizen  of  the  United  States,”  wrote  Tocque- 
ville,  “is  taught  from  his  earliest  infancy  to  rely  upon 
his  own  exertions  in  order  to  resist  the  evils  and 
difficulties  of  life;  he  looks  upon  social  authority  with 
an  eye  of  mistrust  and  anxiety,  and  he  only  claims  its 
assistance  when  he  is  quite  unable  to  shift  without  it.”2 

Without  counseling  civil  disobedience  or  defiance 
which  might  rock  the  social  order,  we  should  recall 
that  failure  to  take  government  seriously  and  to 
submit  has  always  been  an  effective  defense  against 
government’s  power. 

Common  experience  with  politics  suggests  that 
power  is  granted  more  often  than  imposed,  and  that 
the  oppressed  must  bear  the  largest  responsibility  for 
their  oppression. 

A colleague,  in  a pessimistic  mood,  said  that  he 
could  see  no  effective  force  which  could  stop  our 
accelerating  rush  toward  management  by  government 
and  collectivism.  He  added  by  way  of  defense  that  it 
was  generally  prudent  to  expect  the  worst.  Perhaps, 
but  if  we  are  only  being  tempted  to  a kind  of  idolatry, 
we  should  recall  that  Thomas  More  suggested  ridicule 
as  a remedy: 

“The  devill  . . . the  prowde  spirite  . . . cannot 
endure  to  be  mocked.”3 
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Homosexuality  from  a 
Contemporary  Perspective 

Dr.  Hunt’s  paper  on  homosexuality  in  this  issue  is  a 
clear  statement  of  our  current  knowledge  and 
understanding  of  this  human  issue  and  it  is  a welcome 
relief  from  the  contentious  cacophony  engendered  by 
this  subject. 

If  Kinsey’s  findings  and  figures  still  prevail,  and 
there  is  no  hint  that  homosexual  preference  has 
diminished,  clinicians,  especially  in  larger  cities,  can 
expect  to  have  patients  of  this  persuasion  whether  or 
not  their  sexual  inclinations  present  their  major  or  a 
significant  complaint.  Such  patients  are  prone  to  all 
the  diseases  which  can  befall  heterosexual  people. 
Because  physicians  must  treat  persons,  not  just 
diseases,  and  knowing  persons  includes  inquiry  about 
sexual  activity  as  part  of  an  adequate  medical  history, 
clinicians  should  be  alert  to  the  easily  overlooked 
possibility  of  venereal  disease  in  other  than  genital 
orifices.  Furthermore,  it  behooves  clinicians  to  deal 
with  such  patients  as  they  do  with  other  patients. 
Personal  prejudices  must  be  put  aside  as  in  all  clinical 
medicine  or,  if  this  is  not  possible,  physicians  should 
not  undertake  the  treatment  and  management  of 
patients  whose  behavior  might  induce  non- 
professional conduct  by  the  physician. 

Whether  or  not  homosexuality  is  a disease  is  a 
debate  which  characterizes  conditions  that  are  not 
only  problems  to  and  for  individuals,  whether  they 
view  it  as  such  or  not,  but  also  are  significant  social 
problems  which  engender  political  and  legal  reactions 
as  do  addictions,  criminality  or  underachievers  in 
school.  In  all  these  conditions  significant  underlying 
personality  disturbance  or  abnormality  may  be 
involved  but  may  be  secondary  or  relatively  minor 
compared  to  society’s  expectations,  if  not  demands, 
that  the  behavior  be  banned.  Discrimination,  howev- 
er, creates  a psychosocial  burden  for  people  whose 


behavior  may  be  opposed  by  the  majority.  Persons 
whose  basic  development  and  biological  organization 
in  and  of  themselves  would  not  require  therapeutic 
intervention  may  live  in  fear  that  their  homosexual 
activity  will  be  discovered  and  punished  in  some  way. 
Realistically,  such  persons  often  have  to  choose 
between  candor  and  social  disadvantages. 

However,  one  sociobiological  fact  can  be  consid- 
ered by  all  who  engage  in  sexual  activity,  which  is 
that  not  only  humans  but  the  vast  majority  of  animals 
seek  privacy  during  sexual  activities.  This  evolution- 
ary principle  may  have  to  do  with  the  need  for  safety 
among  many  animals,  humans  conceivably  included, 
since  one  is  pretty  defenseless  during  copulation.  In 
fact,  one  inhibiting  condition  in  many  neurotic  and 
psychotic  patients  is  fear  of  intimacy  and  the 
possibility,  not  to  say  opportunity,  of  being  harmed 
during  sexual  intercourse.  Man  has  an  additional 
obligation  for  privacy  in  that  he  must,  because  of  his 
prolonged  dependency,  grow  up  in  a family  or  family- 
like grouping. 

One  of  the  most  universal  taboos  in  families,  which 
itself  is  also  universal  as  an  institution  among  people, 
is  the  law  against  sexual  involvement  across  genera- 
tion boundaries.  Thus,  even  in  families  where  children 
may  be  exposed  to  their  parents’  sexual  activities, 
these  do  not  become  a topic  for  sharing  or  communi- 
cation. 

The  current  shrill  demands  for  gay  rights,  therefore, 
identifying  places  where  homosexuals  can  gather  in 
peace,  and  for  communicating  their  sexual  preference 
to  all  and  any  comers  whether  interested  or  not,  seem 
to  run  counter  to  sound  mental  health  principles, 
sound  personal  development  and  sound  family 
dynamics.  Heterosexual  teachers,  for  instance,  do  not 
or  certainly  should  not,  instruct  their  pupils  in  terms 
of  their  personal  sexual  experiences  and  there  seems 
to  be  little  reason  for  homosexual  teachers  to  do  this. 
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If  they  were  good  teachers  they  would  keep  their 
sexual  lives  private,  and  therefore  the  demands  for 
their  rights  to  teach  after  having  publicized  their 
homosexuality  seem  as  inappropriate  as  would  an 
inquiry  by  superiors  or  authorities  about  their  sexual 
lives.  The  same  holds  true  in  other  walks  of  life. 

The  demands  for  gay  rights  and  special  laws  to 
protect  them  might  be  muted  if  homosexual  people 
could  adhere  to  the  idea  that  sexual  activities  and 
preferences  are  private  matters.  When  homosexuality 
constitutes  a problem,  there  are  professionals  who  can 
help  and  who  are  obligated  to  protect  patients’ 
privacy.  Privacy,  however,  is  not  only  a right  but  also 
a responsibility  for  both  clients  and  professionals. 

Special  protection  for  homosexuals  cannot  be 
attained  without  public  exposure  of  sexual  behaviors. 
People  who  harbor  immediately  recognizable  defects, 
handicaps  or  unwelcome  physical  characteristics 
should  be  protected  from  any  discriminatory  behavior 
by  the  rest  of  us,  by  special  laws  if  necessary. 
Homosexuality  is  not  such  a condition;  as  a life  style 
it  can  be  discrete,  as  a “disease”  it  deserves  our 
professional  attention. 

Unlike  one’s  skin  color,  one’s  biological  makeup  or 
relatives,  all  of  which  one  cannot  choose,  people  can 
choose  their  sexual  partners  and  activity.  People  who 
do  not  feel  free  to  make  responsible  choices  ought  to 
learn  how,  because  making  optimal  choices  in  one’s 
life  is  one  of  the  earmarks  of  human  maturity. 

Stephen  Fleck,  M.D. 


Recombinant  DNA  Research 

The  day  of  this  writing — January  first,  1978 — is  an 
appropriate  time  to  take  a fresh  look  at  the  issue  of 
recombinant  DNA  research.  What  have  we  learned, 
in  the  three  years  since  the  landmark  meeting  at 
Asilomar,  about  the  best  way  to  achieve  the  promised 
benefits  of  this  research  without  taking  unacceptable 
risks? 

In  the  first  place,  we  have  learned  that  the  benefits 
of  recombinant  DNA  research — which,  three  years 
ago,  were  as  hypothetical  as  the  risks — are  very  real. 
It  is  already  teaching  us  much  about  the  organization 
of  DNA  in  chromosomes,  about  genetic  recombina- 
tion, and  about  the  regulation  of  gene  expression.  The 
first  important  steps  toward  practical  applications 
have  also  been  taken:  a mammalian  gene  for  insulin 
has  been  established  in  Escherichia  coli,  and  its 
expression  in  bacteria  is  only  a matter  of  time.  Even 
more  spectacular  has  been  the  production  of  the 
human  brain  hormone,  somatostatin,  in  E.  coli, 
following  synthesis  of  the  DNA  fragment  coding  for 
this  peptide. 


The  risks  hypothesized  three  years  ago,  on  the  other 
hand,  have  failed  to  materialize,  despite  the  hundreds 
of  man-years  devoted  to  recombinant  DNA  research 
in  the  interim.  An  extensive  analysis  of  the  risks  has 
been  launched,  including  both  hypothetical  and 
experimental  approaches;  the  most  significant  result 
of  this  analysis  to  have  emerged  so  far  is  that  the  risks 
associated  with  the  introduction  of  foreign  DNA  into 
E.  coli  strain  K12  (the  only  organism  specifically 
approved  to  date  by  the  N.I.H.  Guidelines)  are 
negligible,  if  the  research  is  carried  out  in  accordance 
with  the  Guidelines. 

This  is  not  to  say  that  research  done  with  other 
organisms,  or  done  outside  of  the  Guidelines,  is 
known  to  be  free  of  risk:  the  recent  demonstration 
that  bacteria  can  take  up  and  recombine  mammalian 
DNA  as  a natural  process  supports  this  view,  but 
there  is  much  left  to  be  done  in  the  way  of  risk 
assessment  before  the  Guidelines  can  be  totally 
relaxed. 

We  have  also  learned  that  the  system  of  institution- 
al surveillance  called  for  by  the  Guidelines  can  work 
very  well.  Biohazards  Committees  have  been  estab- 
lished at  every  institution  at  which  government- 
supported  recombinant  DNA  research  is  active,  and 
are  effectively  assuring  compliance  with  the  Guide- 
lines. The  few  problems  that  have  arisen  during  the 
first  eighteen  months  of  experience  with  the  system 
have  involved  slip-ups  in  administrative  aspects  of 
surveillance,  rather  than  in  laboratory  procedures 
assuring  safety. 

Where,  then,  do  we  go  from  here?  There  has  been 
much  discussion  in  the  Congress  and  in  state 
legislatures  about  the  need  for  legislation,  if  for  no 
other  reason  than  to  extend  the  N.I.H.  Guidelines  to 
privately-financed  research.  Unless  some  federal 
agency  is  found  already  to  have  the  necessary 
authority,  then  I believe  that  such  legislation  by  the 
federal  government  would  be  useful,  so  long  as  it  were 
drafted  with  the  following  principles  in  mind: 

(1)  The  agency  most  competent  to  develop  and 
periodically  modify  the  Guidelines  in  the  light  of 
new  experience  continues  to  be  the  N.I.H.; 

(2)  The  bodies  that  are  most  competent  to  oversee  the 
safety  aspects  of  the  research  on  a day-to-day 
basis  are  the  institutional  biohazards  committees; 

(3)  The  job  of  the  federal  agency  charged  with 
enforcing  the  Guidelines  thus  becomes  one  of 
ensuring  that  the  institutional  biohazards  com- 
mittees are  doing  their  job,  through  a simple 
system  of  licensing  institutions  and  periodically 
reviewing  their  committees’  records;  and 

(4)  The  States,  through  their  Departments  of  Health, 
can  and  should  satisfy  themselves  that  the 
Guidelines  are  being  followed  at  institutions 
within  their  jurisdiction.  At  least  in  Connecticut, 
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no  new  legislation  is  needed  for  this  purpose. 

Thus,  what  we  have  learned  since  Asilomar  is  that 
recombinant  DNA  research  is  fulfilling  its  promise, 
and  that  it  can  be  done  safely  under  a set  of  nationally 
uniform  guidelines.  It  is  my  hope  for  1978  that  federal 
and  state  governments  will  act  with  bureaucratic 
restraint  in  establishing  policies  for  the  regulation  of 
this  research,  and  that  they  will  take  a positive  view  of 
its  encouragement. 

Edward  A.  Adelberg,  Ph.D. 

Professor  of  Human  Genetics,  Yale  University 
School  of  Medicine 


The  Team  Approach  to  the  Treatment 
of  the  Rape  Victim 

Over  the  past  two  decades  there  has  been  a steady 
increase  in  the  reported  incidence  of  rape.  According 
to  the  Uniform  Crime  Reports  of  the  Federal  Bureau 
of  Investigation,  between  the  years  1960  and  1970 
there  was  a 121%  rise  in  reported  cases  of  rape.1  In  the 
nation’s  capitol,  a task  force  studying  the  problem 
stated  that  in  the  District  of  Columbia,  rape  was  the 
fastest  growing  crime  of  violence.2  No  one  is  spared 
the  physical  and  psychological  assault  of  rape. 
Women  and  men,  children  and  the  elderly  are  raped. 

Obviously,  a significant  number  of  rape  victims  do 
not  report  being  raped.  Fear  of  reprisal,  stigma,  and 
shame  are  deterrents  to  reporting  such  acts.  In 
addition,  we  have  become  increasingly  aware  of  what 
Burgess  and  Holmstrom,  rape  researchers  in  Boston, 
have  referred  to  as  “the  silent  reaction  to  rape.”3  A 
number  of  rape  victims  do  not  tell  anyone  of  the 
assault.  For  various  psychological  and  social  reasons, 
the  individual  never  ventilates  her  or  his  feelings 
about  the  assault.  Tension  and  anxiety  remain  within 
an  individual  and  contribute  to  the  formation  of  a 
psychological  abscess  which,  if  unlanced,  can  result  in 
serious  complications.  Evidence  that  a silent  response 
has  occurred  may  become  apparent  during  history- 
taking. Some  women  state  simply  that  they  were 
molested  or  raped  at  some  other  time  in  their  life, 
such  as  while  children  or  adolescents.  They  had  never 
told  anyone  of  the  earlier  trauma  and  the  current  rape 
reactivated  intense  feelings  never  worked  through 
from  the  earlier  experience.  The  unresolved  issues 
stemming  from  the  earlier  experience  makes  it  all 
the  more  difficult  to  discuss  the  recent  rape.  The 
burden  becomes  compounded;  the  trauma  increased. 
Signs  and  symptoms  for  the  clinician  to  watch  for 
during  the  interview  that  may  facilitate  diagnosis  of 
this  syndrome  include: 

1 .  A history  of  phobias.  The  patient  may  report 
a fear  of  being  either  outside  alone  or  inside 
alone.  These  fears,  at  times,  may  reach  paranoid 
proportions. 


2.  Increasing  signs  of  anxiety  as  the  interview 
progresses.  This  may  be  manifested  by  stutter- 
ing, long  periods  of  silence  and  hyperventila- 
tion. 

3.  A history  of  dreams  of  violence. 

4.  Persistent  feelings  of  self-blame,  decreased 
self-confidence  and  self-esteem,  and 

5.  A sudden  change  or  actual  avoidance  of 
relationships  with  men.  Sexual  relationships 
may  be  eschewed  whereas  before  they  were 
enjoyed. 

Despite  the  magnitude  of  this  problem  and  the 
importance  of  early  identification  and  treatment  for 
prevention  of  later  physical  and  psychological  illness, 
it  has  only  been  recently  that  attention  has  been 
focused  on  the  psychotherapeutic  and  physical 
management  of  the  rape  victim.  Data  obtained  from 
both  victims  and  offenders  indicate  clearly  that  the 
problem  is  complex  and  that  the  treatment,  as  Dr. 
Frazier  and  Ms.  Moynihan  in  their  fine  paper  discuss, 
must  be  multifocal  if  it  is  to  be  effective.  Medical, 
psychological,  social,  legal,  and  in  some  instances 
clergy  counsel  are  all  needed  to  provide  the  victim  a 
treatment  program  that  can  bring  relief  for  the  many 
problems  that  result  from  a single  rape.  Rape, 
contrary  to  popular  myth,  is  not  merely  sexual. 
Aggression,  power  and  anger  may  be  the  prime 
motivating  forces  for  the  act.4  The  fear  of  the  victims 
is  in  many  cases  not  of  sexual  intercourse  but  rather 
that  their  life  may  be  taken  or  that  they  may  be  badly 
maimed.  Counselors  must  be  aware  that  graphic 
descriptions  of  vaginal,  oral  and  anal  rape  are  less 
important  than  allowing  the  victims  to  ventilate  her  or 
his  fear  that  they  may  have  been  killed  in  the  act. 
Rape  is  a hideous  assault  on  the  total  person — 
psychological  and  physical.  Even  if  they  survive,  the 
magnitude  of  the  physical  injuries  may  require 
surgical  intervention.  Prophylaxis  must  be  taken 
against  venereal  disease  and  pregnancy.  Psychothera- 
peutic support  is,  in  most  cases,  provided  by  the 
clinician  rather  than  by  referral  formally  to  psychia- 
try. Because  rape  counselors  are  drawn  from  many 
professional  areas,  continuing  education  and  re- 
evaluation  of  program  effectiveness  is,  as  the  au- 
thors indicate,  imperative  to  continue  to  provide  high 
quality  care  to  victims.  Counselors  must  be  aware  a 
victim  may  not  find  support  where  they  felt  it  most 
likely.  A mother  may  “blame”  it  on  the  victim:  “You 
got  what  you  asked  for.”  An  insecure  husband  may 
accuse  his  wife  of  inviting  trouble.  Those  counseling 
rape  victims  must  have  a heightened  awareness  of  the 
complexity  of  the  psychosocial  and  physical  stresses 
that  impinge  on  the  rape  victim  and  of  both  the 
victims’  and  those  around  her  or  his  long  term  re- 
sponse to  the  act.  Even  in  instances  where  there  may 
have  been  some  unconscious  desire  to  get  into 
trouble,  as  in  walking  through  dark  alleys  in  the 
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ghetto,  the  trauma  is  no  less.  The  physical  and 
psychological  cost  is  the  same. 

Finally,  an  aspect  of  the  development  of  rape  crisis 
team  that  is  often  overlooked  is  the  need  for  careful 
selection  of  those  individuals  who  will  serve  on  it. 
Rape  is  an  extremely  difficult  situation  to  deal  with 
and  there  are  those  who  may  be  attracted  to  serve  on 
the  team  who  may,  despite  well-intended  motives, 
be  of  a disservice  to  themselves  and  to  the  victims. 
Some  individuals  may  savor  the  details  of  the  violence 
and  sexual  abuse  and  disregard  the  pain  to  the  victim. 
Interest  in  detailed  accounts  of  violence  and  sexual 
abuse  draws  crowds  to  movie  theaters.  Those  setting 
up  rape  teams  must  carefully  select  out  those  applying 
to  work  on  the  team  who  may  be  attracted  more  for 
the  excitement,  albeit  unconscious,  than  to  the  real 
need  for  professional  service  to  victims.  In  addition, 
some  individuals  who  are  extremely  sensitive  come 
unprepared  for  the  extreme  of  physical  and  psycho- 
logical abuse  that  the  victims  suffer.  They  may 
overidentify  and  find  themselves  becoming  increas- 
ingly depressed,  anxious,  and  in  some  instances, 
phobic.  It  would  be  a disservice  to  such  well- 
intentioned  but  overly  sensitive  individuals  to  allow 
them  to  participate  in  an  experience  that  may  result  in 
psychological  trauma  for  themselves.  Careful  screen- 
ing is  necessary  to  hire  sensitive  professional  individu- 
als who  can  serve  the  victims  without  becoming 
further  casualties  themselves. 

Dr.  Frazier’s  and  Ms.  Moynihan’s  paper  is  a tribute 
to  the  public  health  of  primary  and  secondary 
prevention.  Intensive  crisis-oriented  psychotherapy 
and  sociotherapy  minimize  the  development  of  later 
psychiatric  symptoms.  Antibiotic  treatment  nips 
venereal  disease  in  the  bud.  Oral  diethylstilbesterol 
minimizes  the  risk  of  pregnancy.  Legal  counsel  helps 
to  bring  offenders  to  court  and  hopefully  attenuate 
the  rising  incidence  of  the  crime.  Rape  is  a medical, 
psychological  and  legal  problem  and  only  by 
approaching  it  within  this  framework  may  we  hope  to 
help  the  victim. 

Andrew  E.  Slaby,  M.D.,  Ph.D.,  M.P.H. 

Dr.  Slaby  is  both  a psychiatrist  and  epidemiologist.  At  the  time 
of  writing  of  this  editorial,  he  was  Director  of  the  Primary  Care- 
Emergency  Psychiatric  Service  of  the  Yale-New  Haven  Hospital 
and  Assistant  Professor  of  Psychiatry  at  Yale  University.  Cur- 
rently, he  is  a Project  Director  for  the  National  Institute  of  Mental 
Health  and  Lecturer  in  Psychiatry  and  Epidemiology  at  Yale. 
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New  Executive  Director  for  CSMS 

Mr.  Timothy  B.  Norbeck  was  born  and  raised  in 
Buffalo,  New  York,  and  is  a graduate  of  Nichols 
School  and  Hamilton  College  (Clinton,  New  York). 
In  1960,  he  joined  the  nation’s  third  largest  steel- 
maker, National  Steel  Corporation,  and  assumed 
various  sales  positions  with  the  Corporation  in 
Detroit,  Michigan;  Milwaukee,  Wisconsin;  St.  Louis, 
Missouri  and  Chicago,  Illinois.  He  became  a mem- 


Timothy  B.  Norbeck 


ber  of  the  staff  of  the  American  Medical  Association 
in  1967  and  was  an  active  participant  in  its  National 
Speaker’s  Bureau. 

When  the  AMA’s  House  of  Delegates  approved  of 
the  establishment  of  Medical  Student  and  Intern 
and  Resident  Sections  within  the  AMA,  Mr.  Norbeck 
was  selected  to  organize  and  direct  the  national 
programs.  In  1973,  he  became  Executive  Director  of 
the  Rhode  Island  Medical  Society  and  the  Provi- 
dence Medical  Association  in  Providence,  Rhode 
Island. 

He  and  his  wife  Suzi,  have  three  children  and 
moved  to  Connecticut  in  early  February. 
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Month  in  Washington 


The  first  session  of  the  95th  Congress  has 
adjourned  and  in  its  wake  leaves  no  major  new  health 
legislation.  Touted  as  the  “most  liberal  Congress  of 
recent  years”  its  actions  on  balance  with  respect  to 
health  legislation  proved  to  be  more  conservative  than 
liberal. 

And  both  the  Congress  and  the  Carter  White 
House  have  left  the  question  of  national  health 
insurance  (NHI)  legislation  next  year  very  much  up  in 
the  air.  HEW  Secretary  Joseph  Califano  has 
announced  Administration  proposed  NHI  legislation 
may  not  be  ready  until  1979. 

Shortly  thereafter,  however.  President  Carter 
reassured  United  Automobile  Workers  Union  leaders 
and  Senator  Edward  Kennedy  that  a full  NHI 
legislative  proposal  would  be  forthcoming  in  1978— 
but  reaffirmed  his  intent  to  first  send  Congress  a 
statement  of  principles,  followed  shortly  by  a bill. 

But  meanwhile,  back  on  the  Hill,  House  Ways  and 
Means  Health  Subcommittee  (the  key  House  commit- 
tee for  enactment  of  NHI)  Chairman  Dan  Rosten- 
kowski  (D-Ill.)  has  cautioned  that  spiraling  health 
care  inflation  must  be  checked  before  Congress  can 
enact  a NHI  program. 

**** 

In  an  attempt  to  do  something  about  that  spiraling 
health  care  inflation  noted  by  Rep.  Rostenkowski, 
three  major  health  organizations  have  agreed  on  a 
sweeping  national  program  to  curb  hospital  rate 
increases  through  a private  sector  review  system 
aimed  at  encouraging  hospitals  to  seek  efficiencies 
and  to  spotlight  institutions  that  fall  down  on  the  job. 

Responding  to  a challenge  from  Congress  for  a 
voluntary  alternative  to  the  Administration’s  pro- 
posed Hospital  Cost  Containment  Act  for  federal 
controls,  the  National  Steering  Committee  has  issued 
a 15-point  program  featuring  a goal  of  a two  percent 
reduction  a year  in  the  rate  of  increase  in  hospital 
costs. 

The  steering  committee  was  formed  by  the 
American  Hospital  Association  (AHA),  the  Federa- 
tion of  American  Hospitals  (FAH),  and  the  AMA.  In 
addition  to  officials  of  these  organizations,  members 
of  the  committee  include  officials  of  the  Health 
Insurance  Association  of  America,  the  Health 
Industry  Manufacturers  Association,  the  Blue  Cross 
Association,  consumer  consultant  Virginia  Knauer, 
and  the  U.S.  Chamber  of  Commerce. 


Prepared  by  the  Washington,  D.C. 

Office  of  the  American  Medical  Association. 


At  a news  conference  in  Washington,  D.C.,  the 
members  of  the  National  Steering  Committee 
announced  their  agreement  on  the  15-point  program 
and  urged  everyone  involved  including  the  public, 
labor,  management  and  the  government  to  cooperate 
in  the  attempt  to  brake  the  rise  in  health  care 
spending. 

Robert  B.  Hunter,  M.D.,  Chairman  of  the  AMA 
Board  of  Trustees  and  a member  of  the  committee, 
told  the  news  conference  that  physicians  and  hospital 
personnel  share  the  public’s  concern  over  the  cost 
problem.  “We  believe  the  problem  can  be  solved 
voluntarily  better  than  by  government  intervention.” 

Terming  the  meeting  “historic,”  Michael  Bromberg, 
Executive  Director  of  the  FAH,  said  the  Nation’s 
hospitals  will  be  reviewed  openly  and  the  identity  of 
hospitals  that  are  overspending  will  be  made  public. 
“In  effect  this  will  be  peer  review  out  in  the  open,”  he 
said. 

Under  the  program,  each  state  will  have  a steering 
committee  composed  much  like  the  national  steering 
group  which  will  receive  and  review  monthly  data 
from  hospitals  on  their  cost-efficiency  progress. 

A “very  realistic  goal”  of  a two  percent  reduction 
annually  in  the  rate  of  increase  over  the  next  two 
years  was  set  forth  by  John  Alexander  McMahon, 
AHA  President.  This  would  slow  the  rate  of  increase 
from  the  current  13.7  percent  to  11.7  percent  next 
year  and  about  9.7  percent  the  following  year,  a level 
near  that  of  the  rest  of  the  economy. 

Describing  the  project  as  “a  more  concerted  effort 
than  any  undertaken  before,”  James  H.  Sammons, 
M.D.,  Executive  Vice  President  of  the  AMA,  said  one 
of  the  key  programs  will  be  to  expand  public 
awareness  of  the  need  for  cost  constraints  and  cost 
awareness  on  the  part  of  consumers  as  well  as 
providers. 

The  call  for  an  organized  private  cost  control  effort 
was  issued  several  weeks  ago  by  Rep.  Rostenkowski, 
Chairman  of  the  House  Ways  and  Means  Subcom- 
mittee on  Health  that  had  been  considering  the 
Administration’s  plan  to  impose  a nine  percent  cap  on 
hospital  revenue  increases.  The  strong  opposition 
from  provider  groups  as  well  as  some  segments  of 
labor  that  would  be  affected  stymied  the  controversial 
plan  this  year,  but  Congress  will  still  have  the  issue 
before  it  when  it  returns  for  its  second  session  in 
January. 

Here  is  the  tentative  15-point  program  agreed  to  by 
the  National  Steering  Committee: 

1.  Creation  by  state  hospital  and  medical  organiza- 
tions of  state  level  voluntary  cost  containment 
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committees  to  develop  special  action  programs 
for  their  states. 

2.  Immediate  reassessment  by  all  institutions  of 
planned  budget  and  charge  adjustments  to 
determine  what  can  be  done  to  shave  costs  in  the 
short  run  consistent  with  sound  medical  practices. 

3.  Make  the  overall  national  goal  a two  percent 
annual  drop  in  the  rate  of  expenditure  hikes  for 
the  next  two  years. 

4.  Set  up  guidelines  for  consideration  by  hospitals 
and  state  committees  to  identify  hospitals  where 
special  efforts  need  to  be  made  to  cut  costs.  Under 
these  guidelines,  the  top  15  percent  of  hospitals 
projecting  the  highest  increases  would  be  re- 
viewed first,  as  well  as  others  showing  a higher 
than  average  rise  in  expenditures. 

5.  As  a national  goal  reduce  significantly  the  rate  of 
the  new  capital  investment  by  hospitals  over  the 
next  two  years.  Also  as  a national  goal — no  net 
increase  in  the  national  total  of  hospital  beds  with 
certain  exceptions. 

6.  Request  that  all  hospital  medical  staffs  consider 
ways  to  further  tightened  utilization  review — 
consistent  with  sound  medical  practice. 

7.  Study  and  development  by  state  committees  of 
programs  to  improve  productivity  in  hospitals  by 
two  percent  a year. 

8.  Accelerate  current  trends  to  improve  the  health 
delivery  system  through  multi-hospital  systems, 
shared  services,  health  maintenance  organizations 
and  single  and  multi-specialty  medical  groups. 

9.  Notify  all  concerned  of  the  national  program  and 
urge  widest  support  and  cooperation. 

10.  Provision  of  technical  assistance  programs  by  the 
AMA.  The  AHA  and  the  FAH  to  assist  the  state 
committees  and  hospitals  in  carrying  out  the 
program. 

11.  Urge  hospital  suppliers  to  support  the  program 
and  exercise  restraint  in  pricing. 

12.  Establish  a subcommittee  on  public  education  to 
actively  involve  everyone  in  the  program  and  to 
explain  it  to  the  public. 

13.  Seek  the  support  of  the  government. 

14.  Call  upon  insurance  carriers,  other  purchasers  of 
care,  industry  and  organized  labor  to  examine 
expanded  consumer  cost  sharing,  cost  effective 
alternatives  to  existing  coverages,  and  to  carefully 
review  any  substantial  expansion  of  existing 
benefits. 

15.  Seek  a review  by  government  of  the  cost  impact 
of  all  existing  federal  regulations,  to  be  completed 
by  the  end  of  next  year. 

The  National  Steering  Committee  is  composed  of 

the  following: 

AHA’s  Chairman-elect  Samuel  Tibbitts,  President 


of  the  Lutheran  Hospital  Society  of  Southern 
California;  FAH’s  President-elect  Andrew  W.  Miller, 
Senior  Vice  President,  Hospital  Corporation  of 
America;  Dr.  Hunter  of  the  AMA;  Health  Insurance 
Association  of  America  President  Robert  Froehlke; 
Harold  Buzzell,  President  of  the  Health  Industry 
Manufacturers  Association;  Blue  Cross  Association 
President  Walter  McNerney;  Virginia  Knauer,  former 
Presidential  Special  Assistant  on  Consumer  Affairs; 
and  C.S.  Tsowas,  General  Electric  Corp.’s  consultant 
for  Insurance  Plans  and  Corporate  Employee 
Relations  representing  the  U.S.  Chamber  of  Com- 
merce. 

**** 

The  House  has  unanimously  asked  the  Carter 
Administration  to  set  aside  or  relax  many  of  its 
controversial  health  planning  guidelines. 

Published  in  the  Federal  Register  in  September  the 
guidelines  are  part  of  a campaign  to  check  health  cost 
inflation.  The  Congressional  turn  down  of  the  HEW 
proposals  was  another  painful  example  of  the 
Administration’s  poor  batting  average  on  the  Hill. 

Congress  rejected  the  guidelines  by  a 357  to  0 vote 
on  a resolution  introduced  by  Rep.  Berkley  Bedell  (D- 
Iowa). 

Objections  to  the  proposed  guidelines  that  swarmed 
into  the  Congress  and  HEW  fell  into  three  major 
areas.  These  are: 

**That  the  proposed  guidelines,  as  currently 
drafted,  might  force  small  rural  or  community 
hospitals  to  close; 

**That  the  standard  applicable  to  obstetrical  units 
may  be  too  strict; 

**That  the  guidelines  will  tend  to  take  decision- 
making out  of  local  hands. 

HEW  officials  have  promised  to  ease  the  proposed 
guidelines  in  a final  version  due  early  in  1978. 

**** 

Bertram  Brown,  M.D.,  long-term  head  of  the 
National  Institute  of  Mental  Health,  has  been 
dismissed  by  HEW  Secretary  Joseph  Califano  on 
grounds  that  “new  blood”  is  needed  to  “invigorate 
institutions.” 

Dr.  Brown,  46,  is  a Democrat  who  was  appointed 
NIMH  Director  when  Lyndon  Johnson  was  President 
and  survived  the  eight  years  of  Republican  Adminis- 
trations. The  post  theoretically  was  made  immune 
from  politics  by  Congress.  Dr.  Brown  protested  his 
ouster  as  politicizing  the  Directorship. 

Mental  health  has  been  one  of  the  chief  interests  of 
President  Carter’s  wife,  Rosalyn,  and  his  chief  health 
adviser,  Peter  Bourne,  M.D.  Dr.  Brown  was  reported 
to  be  close  to  Mrs.  Carter  and  Dr.  Bourne;  the 
underlying  reason  for  Califano’s  action  was  not  clear. 
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Physician  Comment  Sought  on  Changes  in  Ethics  Code 


The  American  Medical  Association  is  seeking  comment 
from  American  physicians  regarding  proposed  revision  of 
the  AMA’s  Principles  of  Medical  Ethics. 

The  amendments  proposed  by  the  AM  A Judicial  Council 
are  intended  to  modernize  the  language  of  the  Principles 
and  to  clarify  their  meaning.  The  changes  are  on  the  agenda 
of  the  AM  A House  of  Delegates  for  the  Annual  Convention 
in  June,  1978,  in  St.  Louis. 

Comments  and  suggestions  should  be  addressed  to: 

Bruce  Nortell,  Secretary,  AMA  Judicial  Council, 
American  Medical  Association,  535  N.  Dearborn  St., 
Chicago,  IT  60610. 

Following  are  the  present  Principles  of  Medical  Ethics, 
and  the  proposed  new  version  of  the  Principles. 

Present  Principles  of  Medical  Ethics 

Preamble.  These  principles  are  intended  to  aid  physicians 
individually  and  collectively  in  maintaining  a high  level  of 
ethical  conduct.  They  are  not  laws  but  standards  by  which  a 
physician  may  determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with  members  of 
allied  professions,  and  with  the  public. 

Section  1.  The  principal  objective  of  the  medical 
profession  is  to  render  service  to  humanity  with  full  respect 
for  the  dignity  of  man. 

Physicians  should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full  measure  of 
service  and  devotion. 

Section  2.  Physicians  should  strive  continually  to 
improve  medical  knowledge  and  skill,  and  should  make 
available  to  their  patients  and  colleagues  the  benefits  of 
their  professional  attainments. 

Section  3.  A physician  should  practice  a method  of 
healing  founded  on  a scientific  basis;  and  should  not 
voluntarily  associate  professionally  with  anyone  who 
violates  this  principle. 

Section  4.  The  medical  profession  should  safeguard  the 
public  and  itself  against  physicians  deficient  in  moral 
character  or  professional  competence.  Physicians  should 
observe  all  laws,  uphold  the  dignity  and  honor  of  the 
profession  and  accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or  unethical 
conduct  of  fellow  members  of  the  profession. 

Section  5.  A physician  may  choose  whom  he  will  serve. 
In  an  emergency,  however,  he  should  render  service  to  the 
best  of  his  ability.  Having  undertaken  the  care  of  a patient, 
he  may  not  neglect  him;  and  unless  he  has  been  discharged 
he  may  discontinue  his  services  only  after  giving  adequate 
notice.  He  should  not  solicit  patients. 

Section  6.  A physician  should  not  dispose  of  his  services 
under  terms  or  conditions  which  tend  to  interfere  with  or 
impair  the  free  and  complete  exercise  of  his  medical 
judgment  and  skill  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

Section  7.  In  the  practice  of  medicine  a physician  should 
limit  the  source  of  his  professional  income  to  medical 
services  actually  rendered  by  him,  or  under  his  supervision, 
to  his  patients.  His  fee  should  be  commensurate  with  the 
services  rendered  and  the  patient’s  ability  to  pay.  He  should 
neither  pay  nor  receive  a commission  for  referral  of 
patients.  Drugs,  remedies  or  appliances  may  be  dispensed  or 
supplied  by  the  physician  provided  it  is  in  the  best  interest  of 
the  patient. 


Section  8.  A physician  should  seek  consultation  upon 
request;  in  doubtful  or  difficult  cases;  or  whenever  it 
appears  that  the  quality  of  medical  service  may  be  enhanced 
thereby. 

Section  9.  A physician  may  not  reveal  the  confidences 
entrusted  to  him  in  the  course  of  medical  attendance,  or  the 
deficiencies  he  may  observe  in  the  character  of  patients, 
unless  he  is  required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the  individual  or 
of  the  community. 

Section  10.  The  honored  ideals  of  the  medical  profession 
imply  that  the  responsibilities  of  the  physician  extend  not 
only  to  the  individual,  but  also  to  society  where  these 
responsibilities  deserve  his  interest  and  participation  in 
activities  which  have  the  purpose  of  improving  both  the 
health  and  the  well-being  of  the  individual  and  the 
community. 

Proposed  New  Principles  of  Medical  Ethics 

Preamble.  These  principles  are  intended  to  aid  physicians 
in  maintaining  high  standards  of  ethical  professional 
conduct  in  their  relations  with  patients,  colleagues, 
members  of  allied  professions,  and  the  public. 

One.  The  primary  objective  of  the  medical  profession  is 
to  serve  patients  competently  with  full  respect  for  their 
dignity. 

Two.  Physicians  should  strive  continually  to  improve 
medical  knowledge  and  skill  and  to  make  available  to 
patients  and  colleagues  the  benefits  of  their  professional 
attainments. 

Three.  A physician  should  not  engage  or  participate  in 
treatment  which  is  not  founded  on  a scientific  basis. 

Four.  The  medical  profession  should  protect  the  public 
and  itself  against  physicians  deficient  in  moral  character  or 
professional  competence.  Physicians  should  observe  all 
laws,  uphold  the  dignity  and  honor  of  their  profession,  and 
voluntarily  accept  its  self-imposed  disciplines.  Physicians 
should  expose,  without  hesitation,  illegal  or  unethical 
conduct  of  members  of  the  profession. 

Five.  Physicians  may  choose  when  they  will  serve  except 
in  emergencies.  Competent  services  should  be  provided  and 
continued  until  the  physician  is  discharged  or  services  are 
discontinued  after  giving  adequate  notice.  A physician 
should  not  attempt  to  obtain  patients  by  deception. 

Six.  Physicians  should  resist  restraints  which  interfere 
with  medical  judgment  and  skill  or  cause  deterioration  of 
the  quality  of  medical  care. 

Seven.  Physicians  are  entitled  to  be  compensated  fairly 
for  personally  providing  or  supervising  the  medical  care  of 
patients.  A commission  should  not  be  paid  nor  accepted  for 
the  referral  of  patients. 

Eight.  A physician  should  seek  consultation  upon  request 
or  whenever  it  may  benefit  the  patient. 

Nine.  A physician  may  not  reveal  confidences  entrusted 
during  medical  attendance  or  deficiencies  observed  in  the 
character  of  patients,  unless  required  to  do  so  by  law  or  it 
becomes  necessary  in  protecting  the  welfare  of  the  patients 
or  the  community. 

Ten.  In  addition  to  providing  care  to  patients,  the 
physician  has  a social  responsibility  to  participate  in 
activities  intended  to  improve  the  health  of  the  community. 
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By  a vote  of  17846  the  House  of  Delegates  reaffirmed 
support  for  the  AMA’s  Comprehensive  Health  Insurance 
Program,  the  proposal  now  in  Congress  as  HR  1818  and 
S 218.  In  its  recommendation  to  the  House  the  reference 
committee  said  it  felt  “compelled  to  observe  that  the 
issue  of  support  of  a program  of  comprehensive  health 
insurance  has  been  one  of  the  most  divisive  issues  for 
the  profession  in  recent  years.  . .It  has  been  a time- 
consuming  but  necessary  debate.” 

The  Board  of  Trustess  is  making  a study  of  the 
“weakening  of  relationships  in  a number  of  states”  be- 
tween physicians  and  Blue  Cross-Blue  Shield.  In  a report 
to  the  House  of  Delegates  the  Board  noted  that  an  in- 
creasing number  of  physicians  maintain  that  the  Blues 
are  using  payment  mechanisms  “to  direct  the  manner  in 
which  physicians  may  treat  patients.”  The  House  recent- 
ly adopted  a resolution  opposing  third-party  differential 
payment  for  the  services  of  participating  and  nonpar- 
ticipating physicians.  The  resolution  said  such  programs 
discriminate  against  physicians  who  do  not  have 
separate  contractual  relationships  with  the  carrier  and  in- 
hibit the  free  choice  of  physician  by  patients. 

Methods  to  improve  AMA  dues  billing  and  remit- 
tance procedures  were  adopted  by  the  House.  The  set  of 
criteria,  proposed  by  the  American  Assn,  of  Medical 
Society  Executives  and  approved  by  the  Board  of  Trust- 
ees, will  become  effective  with  the  1979  dues  billing. 

More  than  $5.3  million  in  guaranteed  loans  for 
medical  students  and  $1.18  million  in  grants  to  medical 
schools  were  made  possible  by  the  AMA  Education  and 
Research  Foundation  during  the  first  nine  months  of  last 
year.  During  that  period  approximately  3,800  students 
and  physicians-in-training  benefited  from  the  AMA-ERF 
guaranteed  loan  fund. 

An  update  of  the  fourth  edition  of  Current  Procedural 
Terminology  (CPT4)  has  been  published.  The  38  revi- 
sions include  new  codes  for  mastectomy  procedures, 
cryosurgery,  and  foot  surgery,  and  deletions  of  out- 
moded processes.  The  update  is  available  at  no  addi- 
tional cost  and  can  be  obtained  by  using  a prepaid  mailer 
in  the  back  of  the  book.  CPT4  computer  tapes  have  also 
been  revised. 


National  medical  specialty  societies  will  par- 
ticipate directly  in  AMA  policymaking  at  the  1978  Annual 
Meeting.  The  House  of  Delegates,  at  its  Interim  Meeting 
in  Chicago,  adopted  criteria  to  provide  one  delegate  seat 
to  any  specialty  society  that  was  represented  on  an  AMA 
Section  Council  in  1977  and  (1)  has  at  least  1,000 
members  or  (2)  represents  a specialty  for  which  there  is 
an  approved  examining  board  listed  in  the  Liaison  Com- 
mittee on  Graduate  Medical  Education’s  Directory  of  Ac- 
credited Residencies.  The  Section  Councils  will  be  re- 
tained as  official  components  of  the  AMA  to  provide  a 
mechanism  for  the  deliberation  and  study  of  scientific, 
educational  and  other  interests  of  the  specialty 
disciplines. 

A 15-point  plan  featuring  a goal  of  a 2%  reduction  in 
the  rate  of  increase  over  each  of  the  next  two  years  in 
community  hospital  expenditures  has  been  drafted  by 
the  national  steering  committee  that  is  developing  a 
Voluntary  Cost  Containment  Program.  The  committee 
was  formed  late  last  year  by  the  AMA,  the  American 
Hospital  Assn.,  and  the  Federation  of  American 
Hospitals.  It  is  composed  of  officials  of  the  AMA,  AHA, 
FAH,  the  Health  Insurance  Assn,  of  America,  the  Health 
Industry  Manufacturers  Assn.,  the  Blue  Cross  Assn.,  the 
U.S.  Chamber  of  Commerce,  and  a consumer  consul- 
tant. Describing  the  project  as  “a  more  concerned  effort 
than  any  undertaken  before,”  an  AMA  spokesman  said  a 
goal  of  the  program  will  be  to  expand  public  awareness 
of  the  need  for  cost  constraints  and  cost  awareness  on 
the  part  of  consumers  as  well  as  providers. 

C0St-awaren8SS  programs  for  medical  students  and 
physicians  were  called  for  by  the  House  of  Delegates  at 
its  Interim  Meeting  in  Chicago.  In  a related  action  the 
House  adopted  a policy  urging  physicians  to  volunteer 
fee  information  to  their  patients  and  called  for  develop- 
ment of  an  AMA  program  to  encourage  and  assist  physi- 
cians in  making  such  information  available  in  their  of- 
fices. 

A 30-page  summary  report  containing  48  resolutions 
has  been  issued  by  the  National  Commission  on  the 
Cost  of  Medical  Care.  The  AMA  House  of  Delegates 
deferred  action  on  the  recommendations  until  the  1978 
Annual  Meeting.  The  complete  report,  probably  in  three 
volumes,  will  be  published  early  this  year.  The  indepen- 
dent, 27-member  Commission  was  organized  in  1976 
under  the  auspices  of  the  AMA. 


Opinions  and  Reports 
of  the  AMA’s  Judicial  Council 

Records  of  Physicians:  Availability  of  Information 
to  Other  Physicians 

The  interest  of  the  patient  is  paramount  in  the 
practice  of  medicine,  and  everything  that  can 
reasonably  and  lawfully  be  done  to  serve  that  interest 
must  be  done  by  all  physicians  who  have  served  or  are 
serving  the  patient.  When  a colleague  who  is  presently 
treating  a patient  requests  records  from  another 
physician  who  has  formerly  treated  the  patient,  that 
former  physician  should  promptly  make  his  records 
available  to  the  attending  physician. 

No  set  rule  can  be  laid  down  to  cover  the  manner  in 
which  the  records  are  to  be  transmitted  to  the 
attending  physician.  Under  some  conditions,  a 
personal  inspection  of  the  records  might  suffice; 
under  others,  an  oral  report  of  what  is  contained  in 
the  records  would  be  of  help;  or  in  other  circumstan- 
ces, a summary  of  the  records  might  be  made.  In 
extreme  cases,  a physician  might  lend  his  complete 
record  to  the  attending  physician.  The  manner  of 
making  the  report  or  the  information  contained 
therein — available  to  the  succeeding  physician  is 
immaterial  and  will  depend  on  the  circumstances  of 
each  case.  Certainly,  however,  the  attending  physician 
should  not  demand  or  expect  more  information  from 
the  former  physician  than  is  necessary  to  give  the 
patient  adequate  care  in  the  present  illness. 

It  is  assumed,  of  course,  that  proper  authorization 
for  the  use  of  these  records  has  been  granted  by  the 
patient. 

It  is  unethical  for  a physician,  who  formerly  treated 
a patient,  to  refuse  for  any  reason  to  make  his  records 
of  that  patient  promptly  available  on  request  to 
another  physician  presently  treating  the  patient. 


Records  of  Physicians:  Information  and  Patients 

Medical  notes  made  by  a physician  in  private 
practice  are  for  his  own  use  in  treating  a patient  and 
belong  to  him.  With  the  patient’s  consent,  the  record 
may  be  examined  by  an  attorney,  another  physician 
engaged  by  the  patient,  or  other  party,  but  the  patient 
has  no  legal  right  to  its  possession  or  ownership.  The 
record  is  physically  the  personal  property  of  the 
physician,  although  the  patient  (or  his  legal  represent- 
ative) has  certain  legal  rights  to  the  information 
contained  in  the  record  about  the  patient’s  diagnosis 
and  treatment. 

The  record  is  a confidential  document  involving  the 
physician-patient  relationship  and  should  not  be 
communicated  to  a third  party  without  the  patient's 
prior  written  consent,  unless  it  is  required  by  law  or  is 


necessary  to  protect  the  welfare  of  the  individual  or 
the  community. 

Medical  reports  should  not  be  withheld  because  of 
an  unpaid  bill  for  medical  services.  Simplified,  routine 
forms  can  be  prepared  without  charge,  but  a charge 
for  more  complex,  complicated  reports  may  be  made 
in  conformity  with  local  custom. 


Records  of  Physicians  on  Retirement 

In  addition  to  legal  requirements,  there  may  be 
good  reason  why  a physician  would  wish  to  preserve 
his  records  for  some  time.  In  many  instances,  the 
patient  must  rely  on  his  physician  and  his  physician’s 
records  to  establish  the  fact  that  he  did  receive 
medical  care  and  treatment  or  that  he  has  had  the 
services  of  a qualified  physician.  Without  the 
physician’s  records,  the  physician  who  rendered  the 
care  would  be  unable  to  assist  his  patient.  Thus,  in  the 
best  interest  of  the  patient,  the  physician  should  not 
indiscriminately  dispose  of  his  records  but  should  give 
consideration  to  the  type  of  practice  he  has  and  to  the 
possible  needs  of  his  patients. 

A physician  is  under  no  obligation  to  turn  his 
records  over  to  his  patients.  In  the  best  interests  of  the 
patients,  however,  when  a physician  contemplates 
moving  from  a community  or  retiring  from  practice, 
he  should  notify  the  patients  on  his  active  list  that  he 
intends  to  leave  and  he  should  encourage  the  patients 
to  seek  the  services  of  some  other  physician.  The 
physician  could  also  suggest  that,  with  the  consent  of 
the  patient,  arrangements  can  be  made  to  permit  a 
succeeding  physician,  designated  within  reasonable 
time  by  the  patient,  to  review  or  copy  these  records.  In 
this  way  the  patient’s  best  interests  may  be  served. 


Sale  or  Purchase  of  Physician’s  Records 
A physician,  retiring  from  practice,  may  not  ethi- 
cally sell  his  patients’  records  to  another  physician. 
His  records  have  been  developed  during  the  physi- 
cian-patient relationship.  To  sc// records  would  tend 
to  make  the  patient  subject  to  barter  to  the  highest 
bidder.  For  the  patient’s  benefit,  however,  but  only 
with  his  consent,  these  records  may  be  transferred 
to  a physician  of  his  choice.  A reasonable  charge  for 
secretarial  or  duplicating  service  connected  with 
such  transfer  is  not  improper. 

Further,  according  to  Section  9 of  the  Principles 
of  Medical  Ethics,  a physician  may  not  reveal  the 
confidences  entrusted  in  him  in  the  course  of  medi- 
cal attendance.  The  physician’s  records  summariz- 
ing these  confidences  are  cloaked  with  this  same 
protection.  To  transfer  a patient’s  records  without 
his  consent  would  violate  this  confidence. 

A physician  may  not  ethically  purchase  such 
records  from  a retiring  physician  or  from  the  estate 
of  a deceased  physician. 
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Summary  of  Actions 
Council  Meeting 

Wednesday,  December  14,  1977 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A. 
Grendon,  and  the  Vice  Chairman,  Dr.  G.W.  Van 
Syckle,  were:  Drs.  Friedberg,  Freedman,  Kamens, 
Backhus,  Johnson,  Ragland,  Jr.,  Spitz,  Hess,  Canzo- 
netti,  Cramer,  Fabro,  Harkins,  James,  Mendillo, 
Sonnen,  Jameson,  E.  Beck,  Horrax,  Anderson, 
Magram,  Eslami  and  Parrella. 

Also  present:  Dr.  Brandon,  Mrs.  Lindquist,  Mr. 
Aaronson  (NHCMA),  Mr.  Tomat  (FCMA),  Mr. 
Sweeney,  Mr.  Brunell  and  Mr.  Norbeck. 

Absent  were:  Drs.  Bradley,  McGarry,  Sadowski, 
Krinsky,  Whalen,  R.  Beck,  Barrett,  Zlotsky  and 
Middleton. 

II.  Routine  Business 
Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  October  27,  1977,  as  published  and 
distributed  with  the  Handbook  for  the  House  of 
Delegates  meeting  on  November  17,  1977. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

Jack  J.  Albom,  New  Haven;  David  H.  Bates, 
Putnam;  Louis  Bender,  Colchester;  Philip  E. 
Benton,  Orleans,  Mass.;  Edward  L.  Besser, 
Manchester;  Benedict  Biondi,  New  Haven; 
Thomas  P.  Birney,  Bridgeport;  Thomas  B. 
Carey,  Delray  Beach,  Fla.;  Lewis  Chester, 
Bloomfield;  Joseph  A.  Chobian,  Oxford;  Eugene 
Fitzpatrick,  New  Haven;  Alphonse  E.  Gencarelli, 
Branford;  Curtiss  B.  Hickcox,  Hartford;  George 
M.  Laning,  Sharon;  Erwin  Lencz,  Miami  Beach, 
Fla.;  J.  Richard  Lenehan,  West  Hartford; 
Amedeo  J.  Losito,  Port  St.  Lucie,  Fla.;  Angelo 
A.  LoVetere,  Sunnyvale,  CA;  Raymond  Lublin, 
Hartford;  William  Spooner  Maurer,  West 
Lebanon;  Henry  J.  Messinger,  Fairfield;  Thomas 


M.  Mulligan,  Waterbury;  Hans  Rosenberg, 
Bridgeport;  Herbert  N.  Schwartz,  West  Hart- 
ford; William  F.  Stankard,  Stamford;  Arthur 
Trantolo,  East  Hartford;  Donald  A.  Walker, 
Rocky  Hill;  LeRoy  H.  Wardner,  Hartford;  Oscar 
H.  Zarkin,  Hartford. 

Date  of  Next  Meeting 

The  Chairman  set  the  date  for  the  next  Council 

meeting  as  Thursday,  January  12,  1978. 

III.  Old,  New  and  Special  Business 

Appointments,  Resignations,  Etc. 

(a)  Committee  on  Public  Health:  It  was  VOTED  to 
accept,  with  regret  and  thanks  for  past  service,  the 
resignation  of  Edward  T.  Wakeman,  New  Haven, 
as  a member  of  the  subject  Committee. 

(b)  Nominations  to  AMA  Councils:  It  was  VOTED 
to  approve  and  submit  nominations  for  service  on 
AMA  Councils  as  follows:  Council  on  Continu- 
ing Physician  Education- -Jerome  K.  Freedman, 
New  Haven;  Judicial  Council — E.  Tremain 
Bradley,  Norwalk;  Council  on  Long  Range 
Planning  and  Development — Orvan  W.  Hess, 
New  Haven;  Council  on  Medical  Service — J. 
Alfred  Fabro,  Torrington.  These  nominations 
will  be  submitted  to  the  AMA  Board  of  Trustees 
for  consideration. 

(c)  Advisors — American  Association  of  Medical 
Assistants,  Connecticut:  It  was  VOTED  to 
appoint  the  following  members  of  the  Society  as 
advisors  to  the  AAMA:  Karl  R.  Friedmann,  Old 
Lyme;  Delbert  Smith,  Wallingford;  Sigmund 
Stein,  New  London;  Patrick  Carolan,  Bridgeport. 
The  Council  was  informed  that  all  of  these 
physicians  have  expressed  their  willingness  to 
serve. 

(d)  Malpractice  Screening  Panel — Public  Act  77-249: 
This  Act  provides  for  voluntary  and  non-binding 
pre-trial  screening  for  medical  malpractice  cases. 
Acting  on  a request  from  the  State  Insurance 
Department  for  a list  of  twenty  names  upon 
which  the  department  may  draw  in  order  that  the 
services  of  such  a panel  may  be  made  available 
upon  request,  it  was  VOTED  that  the  Chairman 
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PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient’s  right  to  know  more  about  his 
or  her  prescription  medications,  (hie 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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of  the  Council  select  the  names  of  twenty  CSMS 
members  having  experience  on  malpractice 
screening  panels  for  submission  to  the  State 
Insurance  Department.  The  physicians  named  are 
to  be  representative  of  different  specialties  and 
geographic  areas. 

(e)  Committee  on  Accident  Prevention  & Emergency 
Medical  Service:  It  was  VOTED  to  approve  the 
Committee’s  request  to  change  its  name  to 
“Committee  on  Emergency  Medical  Service,” 
such  approval  to  be  transmitted  to  the  House  of 
Delegates  for  action.  The  Committee  reported,  in 
its  request,  that  its  prime  function  has  evolved  to 
concern  Emergency  Medical  Service,  particularly 
since  various  other  Society  Committees  have 
become  involved  in  matters  relating  to  Accident 
Prevention. 

Matters  Referred  to  the  Council 
bv  the  House  of  Delegates,  11/19/77 

(a)  Resolution  on  “ Legal  Definition  of  Death":  It  was 
VOTED  that  the  Society  make  every  effort  to 
introduce  at  the  1978  session  of  the  Connecticut 
General  Assembly  legislation  relating  to  the  legal 
definition  of  death,  which  was  adopted  by  the 
House  of  Delegates,  consistant  with  the  following 
policy  statement  of  the  American  Bar  Associa- 
tion: “For  all  legal  purposes,  a human  body  with 
irreversible  cessation  of  brain  function,  according 
to  usual  and  customary  standards  of  medical 
practice,  shall  be  considered  dead.” 

(b)  Resolution  on  Physician  Representation  on 
Hospital  Boards  of  Directors:  It  was  VOTED  to 
carry  out  the  action  of  the  House  of  Delegates  in 
promoting  the  inclusion  on  hospital  Boards  of 
Trustees  of  significant  representation  of  the 
hospitals’  Medical  Staffs,  nominated  by  and  from 
such  Medical  Staffs  by  transmitting  the  action  of 
the  House  to  the  Chairman  of  the  Boards  of 
Trustees  and  Chiefs  of  Medical  Staffs  of  all 
Connecticut  Hospitals.  A copy  of  this  letter  is  also 
to  be  sent  to  the  Connecticut  Hospital  Associa- 
tion, as  information.  It  was  VOTED  further  that 
Dr.  E.  Tremain  Bradley  be  requested  to  prepare 
the  letter  which  will  be  mailed  over  the  President’s 
signature. 

Report  of  Liaison  Committee  with 
Department  of  Social  Services 

It  was  VOTED  to  charge  Dr.  Charles  Polivy  with 
the  responsibility  of  preparing  a letter,  to  be  reviewed 
and  signed  by  the  President,  to  HEW  Secretary 
Califano  informing  him  of  the  Society’s  objection  and 
displeasure  with  the  methodology  for  investigating 
fraud  under  Project  Integrity,  “for  the  reasons 
outlined  in  the  Committee’s  report.” 

Report  of  the  President 

(a)  Medicaid  Fraud:  It  was  VOTED  that  the 


resources  of  the  Society’s  Judicial  Committee  be 
offered  to  the  Governor  with  the  intent  that  the 
Committee  serve  as  a consultative  body  in  review 
of  cases  of  alleged  medicaid  fraud,  prior  to 
criminal  action. 

(b)  Connecticut  Ambulatory  Care  Study:  On  May 
12,  1977,  the  Council  VOTED  that  on  completion 
of  the  Study,  a successor  group  to  the  Advisory 
Committee  of  CACS  should  be  appointed  by  the 
Council  of  CSMS  from,  but  not  limited  to, 
nominees  recommended  by  the  Committee  on 
Statewide  Medical  Planning.  These  nominees  will 
include  representatives  of  the  Society,  of  the 
participating  hospitals,  and  a representative  from 
each  medical  school  in  Connecticut.  The  Presi- 
dent suggested  that  now  that  the  Study  has  been 
completed,  the  above  action  should  be  imple- 
mented so  that  the  suggestions  made  in  the  Study 
could  be  discussed  and  implemented.  It  was 
VOTED  that  the  Committee  on  Statewide 
Medical  Planning  submit  the  names  of  nominees 
for  a successor  committee  to  the  Council  for 
consideration  for  appointment  to  the  successor 
committee. 

New  Haven  County  Foundation  for  Medical  Care 

Dr.  Mehdi  Eslami  reported  on  the  effort  of  the 
NHCFMC  to  enact  legislation  which  would  make  it 
mandatory  for  employers  to  offer  an  option  to 
employees  to  choose  between  traditional  insurance 
and  an  HMO.  Dr.  Eslami  and  Mr.  Peter  Aaronson, 
Executive  Director  of  the  NHCFMC,  apprised  the 
Council  that  the  appropriate  legislative  bill  had  been 
drafted  and  was  almost  ready  for  introduction  into 
the  Connecticut  General  Assembly.  They  asked  the 
Council  for  its  support  in  the  subsequent  legislative 
efforts  necessary  for  the  enactment  of  the  legislation. 
No  action  was  taken  by  the  Council  since  it  had  gone 
on  record  at  its  October  meeting  in  full  support  of  the 
Foundation’s  legislative  endeavor. 

Reports — Fiscal  Subcommittee 

(a)  Coalition  of  Connecticut  Health  Professionals:  A 
communication  was  presented  from  the  Secretary 
of  the  Coalition  of  CHS  informing  the  Council 
that  at  a meeting  of  the  Coalition,  it  was  VOTED 
to  employ  a law  firm  to  act  as  the  legislative 
representatives  for  the  Coalition  concerning 
Public  Act  77-614  “The  Reorganization  of  the 
Executive  Branch  of  State  Government,”  and  to 
assess  each  member  organization  a total  of 
$200.00  to  cover  legislative  expenses.  Following 
discussion,  it  was  VOTED  to  appropriate  the 
requested  funds  to  fulfill  our  assessment  obliga- 
tion to  the  Coalition  to  hire  a legislative 
representative  to  act  in  behalf  of  the  Society  in  the 
Connecticut  General  Assembly. 

(b)  Membership  in  the  National  Council  of  State 
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Committees  on  Continuing  Medical  Education: 
On  recommendation  of  the  CSMS  Committee  on 
Continuing  Medical  Education,  it  was  VOTED  to 
grant  to  NCSC-CME  a contribution  of  $200.00  to 
help  defray  the  cost  of  its  organization.  The 
National  Council  of  State  Committees  on  CME  is 
a new  organization  founded  with  the  purpose  of 
promoting  communication  between  the  states, 
aiding  in  policy  formation,  relating  to  CME  in 
states  to  the  needs  of  practicing  physicians, 
maintaining  state  medical  societies  as  survey  and 
accrediting  bodies  for  CME  within  the  states,  and 
participating  in  national  accrediting  and  standard 
setting  councils  and  boards. 


Statement  on  Informed  Consent 

It  was  VOTED  to  receive  as  information  the 
statement  on  informed  consent  as  presented  by 
Jerome  K.  Freedman  at  the  hearing  held  at  Hartford 
on  1 1/21/77.  Dr.  Freedman  apprised  the  Council  that 
meetings  were  being  held  by  CSMS,  CHA,  Aetna  and 
State  Health  Department  representatives  in  an  effort 
to  resolve  the  situation. 

N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  December  14, 
1977.  Detailed  minutes  of  the  meetings  are  on 
file  at  160  St.  Ronan  Street,  New  Haven,  for 
perusal  by  any  interested  member  of  the 
Society. 


In  Memoriam 


FELDMAN,  PAUL,  Medical  College  of  Georgia, 
1961.  Dr.  Feldman  was  a plastic  and  reconstructive 
surgeon  in  the  Hartford  area  since  1967.  He  was 
chief  of  plastic  surgery  at  Mount  Sinai  Hospital  and 
was  also  on  the  staff  of  Hartford  Hospital,  St.  Fran- 
cis Hospital  and  Medical  Center,  Newington  Chil- 
dren’s Hospital  and  the  University  of  Connecticut 
Health  Center  in  Farmington.  He  was  a member  of 
the  Hartford  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Feldman  died  November 
29,  1977,  at  the  age  of  48. 

JACKSON,  ARTHUR  H.,  Yale  Medical  School, 
1924.  Dr.  Jackson  was  a general  practitioner  in  the 
New  Haven  area  since  1926,  until  his  retirement. 
Dr.  Jackson  served  as  a Lieutenant  (j.g.)  in  the  U.S. 
Navy  during  World  War  I.  He  was  a member  and 
former  president  of  the  Litchfield  County  Medical 
Society;  a member  and  former  vice-president  of  the 
Connecticut  State  Medical  Society;  a member  of 
the  New  Haven  County  and  the  Waterbury  Medical 
Societies.  Dr.  Jackson  died  December  3,  1977,  at  the 
age  of  83. 

MESTEL,  RUDOLPH  R.,  University  of  Vienna, 
1934.  Dr.  Mestel  was  a general  practitioner  in  the 
New  Haven  area  since  1959.  From  1940-1945  he 
served  in  the  Polish  Armed  Forces.  He  was  a mem- 
ber of  the  New  Haven  County  Medical  Association 
and  the  Connecticut  State  Medical  Society.  Dr. 
Mestel  died  December  22,  1977,  at  the  age  of  71. 

ROBBINS,  JACQUES,  University  of  Paris,  France, 
1937.  Dr.  Robbins  was  a general  practitioner  in  the 


Hartford  area  since  1948.  Dr.  Robbins  was  an  Army 
veteran  of  World  War  II  and  earned  the  rank  of 
captain  in  the  Medical  Corps.  He  was  a member  of 
the  Hartford  County  Medical  Association,  the  Con- 
necticut State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Robbins  died  December  9, 
1977,  at  the  age  of  66. 

SULLIVAN,  THOMAS,  Yale  Medical  School,  1917. 
Dr.  Sullivan  was  a general  surgeon  in  the  New  Haven 
area  until  his  retirement  in  1968.  He  served  as  a first 
lieutenant  in  the  Army  Medical  Corps  during  World 
War  1 and  later  was  on  the  surgical  staff  of  Grace 
Hospital  and  St.  Raphael’s  Hospital.  He  was  a 
member  of  the  New  Haven  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Sullivan  died 
October  23,  1977,  at  the  age  of  85. 

WATERS,  LEVIN  L.,  Yale  University  School  of 
Medicine,  1937.  Dr.  Waters  was  a pathologist  noted 
for  his  research  in  cardiovascular  disease.  He  was 
professor  emeritus  of  pathology  at  Yale  University 
School  of  Medicine,  and  director  emeritus  of  the  Jane 
Coffin  Childs  Memorial  Fund  for  Medical  Research. 
Dr.  Waters  received  his  M.D.  degree  from  Yale 
University  in  1937  and  in  1939  he  joined  the  faculty  as 
instructor.  He  had  been  a member  of  the  Yale 
Department  of  Pathology  faculty  since  that  time,  and 
was  appointed  professor  in  1957,  and  was  a member 
of  the  New  Haven  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Waters  died  November  14, 
1977,  at  the  age  of  67. 


VOLUME  42,  NO.  2 


145 


Relief  from 
minor  pain 
. for 
increased 
range  of 
motion  in 

RHEUMATOID  and 
OSTEOARTHRITIS 


Ger-O-Foam,  when  massaged  into  the  skin, 
provides  increased  range  of  motion  by 
decreasing  pain  in  joints  affected  by 
rheumatoid  or  osteoarthritis.  “As  a surface 
analgesic  it  enhances  the  usefulness  of 
massage  by  reducing  pain,  thus  permitting 
functional  exercises  otherwise  impossible  to 
administer.” 1 Ger-O-Foam’s  surface  analgesic- 
anesthetic  foam  relieves  minor  pain  fast  and 
lasts  for  long  periods  of  time. 

PRECAUTIONS:  Do  not  use  in  or  near  eyes, 
on  open  wounds  or  mucous  membranes.  Discontinue 
if  excessive  irritation  of  the  skin  develops. 

AVAILABLE:  4 oz.  cans.  Approximately 
125  applications  in  each  4 oz.  can. 

1.  Gordon,  E.  E.  and  Haas,  A., 

Indust.  Med.  & Surg.  28:217,  May,  1959. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  1 60  St.  Ronan  Street,  New  Haven,  Connecticut  065 1 1 , (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in  two 
consecutive  issues  of  Connecticut  Medicine. 

OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Emergency  Room:  Full-time  position  available  in  85  bed 
community  hospital  located  in  Litchfield  Hills  in  Northwest,  CT. 
Located  appr.  2 hrs.  from  NY  and  Boston  and  1 hr.  from  Hartford 
and  New  Haven.  Rural  setting.  The  opportunity  to  move  into 
administration  of  the  dept,  and  increasing  hospital  responsibilities 
exists  for  right  person.  Individuals  should  be  well  trained  in  all 
phases  of  Emergency  Medicine  but  might  have  specific  training  in 
one  particular  field.  CPR  instructor  status  is  a requirement  and 
certification  by  the  College  of  EM  would  be  desirable.  Hours  would 
vary  but  the  opportunity  for  a stable  schedule  with  generous  fringe 
benefits  including  vacation,  meeting  time,  malpractice  coverage 
and  an  insurance  practice  are  included.  Richard  S.  Dutton,  M.D., 
Administrative  Chief,  Dept,  of  E.M.,  Winsted  Mem.  Hosp.,  115 
Spencer  St.,  Winsted,  CT  06098. 

General  Practice  now  available,  near  Hartford,  with  building  to 
buy  or  rent.  Association  with  local  hospital.  Excellent  opportunity 
to  continue  busy  and  interesting  practice.  Contact  CSMS-MC. 

Practice  of  recently  deceased  General  Practitioner  available  in  West 
Haven.  Includes  equipped  office  and  income  property.  Contact 
Mrs.  F.  Mestel,  Executor,  1 16  Roger  White  Dr.,  New  Haven,  CT 
06511.  Telephone  777-8181. 

Family  Practice:  L.ong  established  practice  of  solo  physician  with 
fully  equipped  office  available  immediately  in  Town  of  East 
Hampton.  Contact  CSMS. 

Associate  Director  of  FP  residency  program  in  an  established 
univ. -affiliated  FP  program  in  a New  England  univ.  town.  Assoc, 
with  a 378  bed  JCAH  accredited  community  hospital.  Administra- 
tive and  teaching  responsibilities  for  three  years,  18-resident 
program  and  related  clinical  supervision.  Board  certification  in  FP 
desired,  other  specialties  will  be  considered.  Some  actual  practice 
experience  preferred,  previous  academic  experience  in  medical 
school  or  residency  program  desired.  Salary  commensurate  with 
ability  and  experience.  Liberal  fringe  benefit  program.  Wide  variety 
of  winter  and  summer  recreational  facilities  available.  Cultural 
facilities  excellent.  Central  Connecticut  location.  Please  submit 
CV  to  CSMS. 

Pediatrics:  Two  board  certified  pediatricians  in  Middletown, 
looking  for  replacement  for  third  man.  Excellent  local  hospital  with 
house  staff.  Contact  Kenneth  Robbins,  M .D.,  760  Saybrook  Road, 
Middletown,  CT.  06457. 

Pediatrics:  Chairman,  Pediatric  Department  at  407  bed  community 
hospital,  Fairfield  County,  affiliated  with  Yale  Medical  School. 
Twenty  board  certified  pediatricians  on  staff.  Clinical  experience 
particularly  in  the  care  of  children  and  adolescents.  Administrative 
background  necessary,  plus  an  interest  in  developing  a new 
adolescent  unit.  Applicants  should  include  CV;  send  to  Chairman, 
Pediatric  Search  Committee,  Norwalk  Hospital,  24  Stevens, 
Norwalk,  CT  06856. 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
EMERGENCY  ROOM 

Available  soon.  ECFMG.  AB-elig.-ER.  Conn,  license.  Formerly 
Conn,  physician  wishing  to  return.  Institutional  type  practice  but 
will  consider  all  types.  Formerly  full  time  Em.  Dept,  physician  at 
Bristol  Hospital,  Director  of  Em.  Dept,  at  Johnson  Mem.  Hosp., 
Stafford  Springs.  CSMS  committee  on  Accident  Prevention  and 
E.R.  Services  and  many  other  chairmanships.  Contact  CSMS  - 
HD. 


FAMILY  PRACTICE 

Surgery:  Available  two  months  after  negotiation.  Age  36.  FLEX. 
M.D.  and  inter,  in  India.  Res.  - 8 years  in  England,  I year  in  USA. 
Fellowship-Royal  College  of  Surgeons,  Scotland.  Solo,  grp.  or 
industrial  practice  in  suburbs.  Bharat  D.  Agarwal,  M.D.,  245 
Oakwood  Rd.,  Apt.  1-C,  Charleston,  W.VA.  25314. 

July  '78.  Age  28.  Nat’l.  bds.  M.D.  from  Georgetown.  Int.  and  res.  at 
SUNY-Southside  Hosp.  Wishes  solo,  grp.  or  assoc,  practice  in 
med.  or  small  community.  Mark  J.  Decker,  M.D.,  1 15  Newbrook 
La.,  Bay  Shore,  NY  11706. 

April  '78.  Age  32.  Conn,  license.  Nat’l.  bds.  M.D.  from  SUNY.  Int. 
at  St.  Vincent’s  Hosp.,  NY  and  res.  at  Rhode  Island  Hosp.  Also  one 
year  training  each  in  orthopedics  and  internal  medicine.  Presently 
in  practice.  Grp.  partnership  or  community  of  at  least  medium  size 
preferred.  Contact  CSMS  - MRM. 

June  ’78.  Age  26.  Nat’l.  bds.  Pre-med  at  UConn.  M.D.  from  NY 
Med.  Coll.  Int.  at  St.  Vincent’s  Hosp.,  NY.  Not  looking  for 
permanent  practice.  Grp.  or  institutional  practice  desired.  Jona- 
than J.  Trambert,  M.D.,  101  W.  15th  St.,  Apt.  6-P  N,  New  York, 
NY  1001 1. 


INTERNAL  MEDICINE 

Gastroenterology:  Aug.  ’78.  Age  29.  Nat’l.  bds.,  elig.  M.D.  from 
Tufts.  Med.,  junior  med.  and  fellowship  in  gastro.  all  completed  at 
New  England  Med.  Ctr.,  MA.  Grp.,  partnership  or  hospital-based 
solo  practice.  George  L.  Arnold,  M.D.,  10  Crescent  Rd.,  Belmont, 
MA  02178. 

Gastroenterology:  Feb.  ’78.  Age  32.  FLEX.  AB-cert.  M.D.  from 
India.  Int.  and  res.  at  V.A.  Hosp.  SUNY  at  Stonybrook,  NY. 
Fellowship  at  Albert  Einstein  Med.  Ctr.,  PA.  Presently  in  practice. 
Solo,  grp.,  assoc,  or  hospital-based  type  practice.  Mahesh  R.  Desai, 
M.D.,  225  Vandalia  Ave.,  #I9G.,  Brooklyn,  NY  11234. 

Gastroenterology:  Aug.  ’78.  Age  30.  Nat’l.  bds.,  cert.  M.D.  from 
Albert  Einstein  Coll.  Int.  in  pediatrics  at  Montefiore  Hosp.  also  int. 
and  res.  at  Metropolitan  Hosp.  Fellowship  at  Harbor  Gen.  Hosp. 
in  CA.  Will  consider  all  types  of  practice  in  any  size  community. 
Interested  in  balance  of  IM/Gastro.  Ideally  well  trained  in  all 
gastro.  and  endoscopic  procedures.  Barry  E.  Field,  M.D.,  4461 
Pacific  Coast  Hwy.,  Apt.  C-205,  Torrance,  CA  90505. 

Cardiology:  Sept.  '78.  Age  30.  Nat’l.  bds.,  elig.  M.D.  from  Univ.  of 
Rochester.  Int.  and  res.  at  Associated  Hospitals  of  Univ.  of 
Rochester.  Fellowship  at  Rochester  Gen.  Hosp.  Special  interest  in 
non-invasive  cardiology.  Solo  or  grp.  practice  in  med.  or  small 
community.  David  R.  Kurish,  M.D.,  493  Avondale  Rd.,  Ironde- 
quoit,  NY  14622. 

Allergy-Clinical  Immunology:  July  ’78.  Age  29.  Nat’l.  bds.,  cert. 
M.D.  and  int.  at  Hahnemann.  Res.  at  Monmouth  Med.  Ctr. 
Fellowship  at  Kaiser  Foundation  Hosp.  Interested  in  practicing 
allergy  and  clinical  immunology,  selected  IM  preferably  in  as  an 
associate  or  in  a multi-specialty  grp.;  but  would  consider  others. 
David  Malish,  M.D.,  14014  NW  Passage,  #339,  Marina  Del  Rey, 
CA  90291. 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 


announces 


ADVANCES  IN  CLINICAL  CARDIOLOGY 
LOR  THE  PRACTICING  PHYSICIAN 

Thursday-Saturday  Fee:  $250 

March  30-April  1,  1978  8:00  AM-5:00  PM 

Course  Director:  Dr.  Kenneth  Krauss 

This  course  is  specifically  designed  for  primary  physicians  and 
internists.  The  objective  is  to  improve  and  update  basic  knowledge 
and  clinical  skills  required  for  management  of  patients  with 
common  cardiovascular  disease  syndromes.  Emphasis  is  on  topics 
of  major  importance  and  current  interest  with  an  orientation  to 
practical  considerations  of  diagnosis  and  treatment  in  the  office 
and  hospital  setting. 

Morning  Sessions 

Core  curriculum  review  lectures  with  special  emphasis  on  recent 
developments  of  practical  clinical  importance. 

Afternoon  Sessions 

Part  I:  Patient  Management  Problems — Case  studies  illustrating 
approaches  to  common  clinical  problems  in  office  and 
hospital  practice. 

Part  II:  Demonstration  Workshops — Pacemakers,  auscultation 
update,  treatment  of  hypertension,  cardiopulmonary 
resuscitation,  exercise  stress  testing,  echocardiography 
and  Holter  monitoring,  catheterization  laboratory,  peri- 
pheral vascular  examination,  management  of  arrythmias, 
cardiac  rehabilitation  center  visit. 


ADVANCES  IN  CLINICAL  GASTROENTEROL- 
OGY FOR  THE  PRACTICING  PHYSICIAN 

Monday-Wednesday  Fee:  $250 

April  10-12,  1978  ’ 8:00  AM-5:00  PM 

Course  Director:  Dr.  Arthur  E.  Lindner 

This  course  is  specifically  designed  for  family  physicians  and 
internists  who  are  not  gastroenterologists.  The  objective  is  to 
improve  and  update  basic  knowledge  and  clinical  skills  required  for 
management  of  patients  with  common  gastrointestinal  problems. 
Emphasis  is  on  topics  of  major  importance  and  current  interest 
with  an  orientation  to  practical  considerations  of  diagnosis  and 
treatment  in  the  office  and  hospital  setting. 

Morning  Sessions 

Core  curriculum  review  lectures  with  special  attention  to  recent 
developments  of  practical  clinical  importance. 

Afternoon  Sessions 

Part  1:  Patient  Management  Problems — Case  studies  illustrating 
approaches  to  common  clinical  problems  in  office  and 
hospital  practice. 

Part  11:  Clinical  Workshops — Upper  Gastrointestinal  Endoscopy; 
Colonoscopy;  E.R.C.P.;  G.l.  Radiology  (film  interpreta- 
tion); Small  Bowel  Biopsy;  Esophageal  Manometry;  Liver 
Biopsy;  Abdominal  Ultrasound;  Sigmoidoscopy  and 
Management  of  Common  Anorectal  Problems;  Open 
Elective  Workshop. 


ELECTROCARDIOGRAPHY 

Monday-Wednesday  Fee:  $250 

April  3-5,  1978  8:00  AM-5:00  PM 

Course  Director:  Dr.  George  Bear 

A practical,  intensive  review  of  office  electrocardiography  stressing 
basic  electrophysiology  as  an  approach  to  accurate  diagnosis. 
Topics  are  presented  in  the  context  of  frequently  encountered 
clinical  problems.  Presentations  include  case  studies  and  unknown 
EKG’s  for  self-assessment  evaluation  which  illustrate  the  usefulness 
and  limitations  of  the  electrocardiogram  as  a clinical  tool. 
Common  problems  that  interfere  with  correct  EK.G  interpretations 
will  be  discussed  in  detail  and  practical  solutions  outlined.  For 
internists  and  general  physicians. 

Discussions  Include: 

- The  Normal  Electrocariogram 

—The  Electrocardiogram  of  Coronary  Artery  Disease 
— Tachyarrhythmias 
— Conduction  Abnormalities 

— Bradyarrhythmias 

— Chamber  Enlargement 

— Drug  and  Electrolyte  Effects 
WPW  Syndrome 


INTERPRETATION  OF  CLINICAL  LABORATORY 
DATA  FOR  PRIMARY  PHYSICIANS 

Wednesday-Friday  Fee:  $250 

April  19-21,  1978’  8:00  AM-5:00  PM 

Course  Directors:  Drs.  Harold  S.  Kaplan  and  Paul  P.  Shea 

A practical  survey  of  the  laboratory  repertoire  utilized  in  the 
diagnosis  and  evaluation  of  patients  with  diseases  commonly 
encountered  in  office  practice. 

Topics  include  enzymology  in  cardiovascular  disease;  evaluation  of 
hyperlipidemias;  office  examination  of  urine;  thyroid  disease, 
diabetes,  and  hypoglycemia;  laboratory  investigation  of  liver 
disease;  hepatitis  update  and  new  developments  in  bacterial  and 
viral  infections.  Guidelines  for  choosing  office  laboratory  proce- 
dures are  considered. 

****** 

For  information,  write  or  phone:  Registration  Department,  NYU 
Post-Graduate  Medical  School,  550  First  Avenue,  NYC,  NY 
10016;  212-679-3200,  Ext.  4038. 

* e * * * * 

Special  Note:  Tuition  reduced  10%  for  each  additional  course. 
Tuition  includes  syllabus,  continental  breakfasts,  refreshments, 
lunches. 


* * + j)e  * s|e 

Accreditation:  All  courses  approved  for  AMA  Category  1 credit 
hours  and  AAFP  prescribed  hours. 
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INTERNAL  MEDICINE— CONTINUED 


OBSTETRICS-GYNECOLOGY 


Rheumatology:  Aug.  78.  Age  31.  FLEX.  Cert.  M.D.  from  Ohio 
State.  Int.  and  res.  at  Univ.  of  Minnesota.  Presently  doing 
fellowship  at  Univ.  of  Pittsburgh.  Grp.  practice  desired  in  large  or 
medium  community  in  CT.  David  H.  Miller,  M.D.,  107  Crescent 
Gardens  Dr.,  Pittsburgh,  PA  15235. 

Pulmonary:  July  ’78.  Age.  32.  Nat’l  bds.,  cert.  M.D.  from  Univ.  of 
PA.  Int.  and  res.  at  Harrisburg  Polyclinic  Hosp.  Fellowship  at 
Univ.  of  Oklahoma  Health  Sciences  Ctr.  Grp.,  institutional  or 
assoc,  practice  desired  in  large  or  med.  community.  Franklin  J. 
Myers,  111,  M.D.,  2622  N.  Meridian,  Apt.  105,  Oklahoma  City,  OK 
73107. 

Rheumatology:  July  ’78.  Age  28.  Nat'l.  bds.,  cert.  Pre-med.  and 
M.D.  at  Univ.  of  Nebraska.  Int.,  res.  and  fellowship  at  Albany 
Med.  Ctr.  Wishes  hospital-based  Rheumatology  Clinic  or  Regional 
Arthritis  Clinic.  Associate  in  Grp.  practice.  William  R.  Palmer, 
M.D.,  87  Elliott  Rd.,  East  Greenbush,  NY  12061. 

Hepatology/Gastroenterology:  Oct.  ’78.  Age  30.  AB-cert.  Pre-med 
at  UConn.  M.D.  from  Univ.  of  VT.  Int.  and  res.  at  St.  Elizabeth’s 
Hosp.,  Boston.  PG  at  Long  Beach  VA  Hosp.,  CA.  Training  in 
upper  endoscopy,  colonoscopy  with  polypectomy,  ERCP.  perito- 
neoscopy as  well  as  patient  care.  Grp.  or  assoc,  practice  desired. 
Mary  E.  Norris,  M.D.,  15711  Toway  La.,  Huntington,  CA  92647. 

Infectious  Diseases:  July  ’78.  Age  31.  Nat’l.  bds.,  cert.  M.D.  from 
Albert  Einstein  Coll.,  NY.  Int.,  res.  and  fellowship  at  Univ.  of 
Michigan.  Must  be  able  to  do  both  IM/Infectious  Diseases; 
hopefully  training  also.  Grp.  or  institutional  practice  in  large 
community  in  CT.  Gary  D.  Rifkin,  M.D.,  2624  Patricia  Court,  Ann 
Arbor,  Ml  48103. 

Nephrology:  July  ’78.  Age  29.  Conn,  license.  Nat’l.  bds.,  cert.  M.D. 
from  Yale.  Int.  and  res.  at  Hosp.  Univ.  of  PA.  Fellowship  at  Yale  in 
Nephrology.  Grp.  or  assoc,  practice  desired.  Donald  A.  Schon, 
M.D.,  32  Orchard  Ct.,  Hamden,  CT  06517. 

Gastroenterology:  July  ’78.  Age  29.  Nat’l.  bds.  AB-IM-cert.,  Gast.- 
elig.  M.D.  from  Boston  Univ.  Int.  and  res.  Montefiore  Hosp.,  NY. 
Fellowship  at  Royal  Victoria  Hosp.,  Canada?  Grp.  or  assoc, 
practice  desired.  Myron  A.  Shoham,  M.D.,  M.O.Q.  3011,  Camp 
Lejeune,  NC  28542. 

July  ’78.  Age  29.  AB1M  eligible  after  completing  residency,  seeks 
grp.  practice  opportunity  or  assoc,  with  one  other  doctor  in  CT. 
Contact  CSMS-R.S.Y. 


MEDICAL  MICROBIOLOGY 

Available  3 months  notice  required.  Age  38.  AB-cert.  M.D.  from 
Calcutta,  India.  Res.  in  pathology  and  microbiology  in  London, 
England.  Presently,  Director/Consultant  Microbiologist  at  Public 
Health  L.ab.  & Hosp.  Micro  Dept.,  Whipps  Cross  Hospital, 
England.  Would  like  to  work  in  medical  microbiology  depts.  of 
hospital,  med.  schools  or  state  public  health  labs.  B.  Chattopad- 
hyay,  M.D.,  62  Torquay  Gardens,  Ilford,  Essex  1G4  5PT,  United 
Kingdom. 


NEUROLOGY 

July  ’78.  Age  29.  Nat’l.  bds.,  elig-79.  M.D.  from  Temple  Univ.  Int. 
at  Good  Samaritan  Hosp.,  Ore.  Res.  at  Stanford  Univ.  Med.  Ctr., 
CA.  Wishes  solo,  grp.  or  assoc,  practice.  Peter  J.  Barbour,  M.D., 
1711  Marshall  Ct.,  Los  Altos,  CA  94022. 

July  ’78.  Age  29.  Nat’l.  bds.,  elig-78.  M.D.  from  Hahneman,  PA. 
Int.  at  St.  Barnabas  Med.  Ctr.,  NJ.  Res.  at  Strong  Mem.  Hosp.  of 
the  Univ.  of  Rochester,  NY.  Wishes  to  practice  primarily  adult 
clinical  neurology  with  a grp.  or  with  another  individual.  Thomas 
J.  Mascenik,  M.D.,  111  Colonnade  Dr.,  Rochester,  NY  14623. 


Early  78.  Age  45.  Conn,  license.  Nat’l.  bds.,  cert.  M.D.  from  NY 
Med.  Coll.  Int.  at  Wilford  Hall  USAF  Med.  Ctr.,  TX.  Res.  at 
Hartford  Hosp.  Presently  in  practice.  Wishes  grp.  or  assoc, 
practice.  Contact  CSMS-F.E.H. 

Available  immediately.  Age  35.  Presently  in  practice.  Nat’l.  bds., 
elig.  Solo,  assoc,  or  industrial  practice  in  large  or  med.  community. 
Fa-Tsair  Shieh,  M.D.,  808  Massanutten  Ave.,  L.uray,  VA  22835. 

ORTHOPEDIC  SURGERY 

Jan.  78.  Age  36.  Nat’l.  bds.,  cert.  M.D.  from  Univ.  of  PA.  Int.  at 
Cincinnati  Gen.  Res.  at  Royal  Victoria-Montreal  and  Walter  Reed. 
Grp.  or  assoc,  practice  desired.  E.  Frederick  Barrick,  M.D.,  3215 
Chesapeare  Ave.,  Hampton,  VA  23661. 

PATHOLOGY 

Available  now.  Conn,  license.  Cert.  M.D.  from  Queen’s  Kingston, 
Ont.  Will  consider  all  types  of  practice.  Would  consider  part-time. 
Considerable  experience  in  Adult  hematology.  Studying  renal 
pathology  and  nephrology  now.  Would  consider  straight  autopsy 
service.  R.H.  Lee,  M.D.,  P.O.  Box  103,  Hadlock,  WA  98339. 

PEDIATRICS 

Available  now.  Foreign  graduated  22  years  experience.  Conn, 
licensed.  Available  for  grp.  or  instit.  practice.  Daniel  Naum,  M.D., 
42-13,  28  Ave.,  Astoria,  NY  11103. 

Available  now.  Age  38.  Conn,  license.  Nat’l.  bds.,  elig.  M.D.  from 
Univ.  of  the  Philippines.  Int.  from  Bridgeport  Hosp.,  res.  at 
Children’s  Hosp.,  Washington,  D.C.  and  Fordham  Hosp.,  NY. 
Grp.  or  assoc,  or  hospital-based,  full  time  position.  Contact 
CSMS-B.P.T. 

Cardiology:  Available  4 to  6 weeks  after  agreement.  Age  34.  Conn, 
license.  Cert.  Int.  at  Martian  NJ  Med.  Coll.  Res.  at  Brooklyn- 
Cumberland  Med.  Ctr.  Fellowship  at  Downstate  Univ. -Kings 
County  Hosp.  Willing  to  do  gen.  ped.  Solo,  grp.  or  assoc,  practice 
in  med.  or  small  community.  Presently  in  practice.  Thumrong 
Boonvisudhi,  M.D.,  39  Glazer  La.,  Levittown,  NY  11756. 

July  78.  Age  27.  Nat’l.  bds.,  elig. -78.  M.D.  Albert  Einstein  Coll,  of 
Med.  Int.  and  res.  at  Univ.  of  Minnesota  Hosp.  Grp.  or 
institutional  practice  desired  in  large  or  med.  community.  Richard 
E.  Manners,  M.D.,  11801  Monroe  St.,  NE,  Blaine,  MN  55434. 

July  78.  Age  25.  Conn,  license  pending.  Nat’l.  bds.,  elig.  M.D.  from 
NY  Med.  Int.  and  res.  at  Lenox  Hill  Hosp.  -NY  Univ.  Hosp. 
Assoc.,  solo  or  grp.  practice  in  med.,  small  or  large  community. 
Fern  L..  Perlman.  M.D.,  160  E.  38th  St.,  New  York,  NY  10016. 

SURGERY 

March  78.  Age  49.  Conn,  license.  AB-cert.  M.D.  from  Paris.  Int.  at 
St.  Vincent’s  Hosp.,  NY.  Res.  at  Brooklyn  Hosp.  Will  do  some 
Family  Practice.  Solo,  grp.  or  associate  type  practice.  Presently  in 
practice.  A. A..  Sergie,  M.D.,  P.O.  Box  390,  Bay  City,  TX  77414. 

Early  78.  Age  46.  Conn,  license.  Nat’l.  bds.,  cert.  Presently  in 
practice.  M.D.  from  Univ.  of  Ireland.  Int.  at  St.  John’s  Gen.  Hosp. 
Newfoundland.  Res.  at  St.  Joseph’s,  KY.  Cancer  fellowship 
completed.  Solo,  grp.  or  assoc,  practice  in  med.  or  sm.  community 
desired.  Justin  MacCarthy,  M.D.,  208  Uncle  John’s  Lane, 
Glasgow,  KY  42141. 

UROLOGY 

July  78.  Age  29.  Nat’l.  bds.,  elig.  M.D.  from  Tufts.  lnt./GS-NY 
Univ. -Bellevue.  Fellowship/ Urol. -SUNY.  Solo,  grp.  or  assoc, 
practice  desired.  Bruce  Devon,  M.D. ,675  Delaware  Ave.,  Buffalo, 
NY  14202. 
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NEW  YORK  FERT  . 

RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  I nstitute  provides  a com plete  d iagnostic 
and  consultation  service  for  infertile  couples. 
Investigations  are  conducted  by  well-known 
specialists  in  conjunction  with  consultants  in 
the  various  fields  of  medicine  related  to  in- 
fertility. 

Patients  are  returned  to  the  referring  physi- 
cian after  appropriate  studies  have  been  made 
together  with  a complete  detailed  report  of 
the  findings  of  the  Institute  and  its  consult- 
ants and  recommendations  for  therapy.  Liter- 
ature on  request. 

123  East  89th  Street,  N.Y.,  N.Y.  10028. 


CLASSIFIED  ADVERTISING  RATES 

$35.00  for  25  words  or  less;  50  cents  for  each  additional 
word. 

$3.00  per  insertion  for  confidential  answers  sent  in  care  of 
CONNECTICUT  MEDICINE.  Payable  in  advance. 

No  agency  commission  on  classified  advertising. 

Closing  date:  Copy  must  be  received  by  the  first  day  of 
month  preceding  month  of  issue. 

A tear  sheet  showing  classified  ad  as  printed  is  sent  with- 
out charge  to  each  classified  advertiser.  For  copy  of  issue, 
enclose  $2.50  extra. 


ESSEX  OFFICE  SPACE  for  Rent:  Wildwood  Medical  Center 
with  fifteen  M.D.  specialists.  1200  square  feet  with  Ophthalmolo- 
gist; fully  furnished.  Call  767-0184. 


MARK  YOUR  CALENDAR 
IMPORTANT 

THE  186th  ANNUAL  CONVENTION  OFTHE 
CONNECTICUT  STATE  MEDICAL  SOCIETY 
WILL  BE  HELD  AT  THE 
HARTFORD  HILTON  HOTEL 
HARTFORD,  CT 
MAY  3,  4,  1978 


• id  ADVERT iSEKS 


Aetna  Life  & Casualty  132 

Ayr  Insurance  Agency  130 

Blue  Cross  & Blue  Shield  of  Ct,  Inc 98 

Boehringer  Ingelheim,  Ltd 2,  3,  & 4 

Burroughs  Wellcome  Co bet.  142  & 143 

Classified  Advertising  150 

Dentocain  Co 1 10 

Elmcrest  Psychiatric  Institute  129 

Geriatric  Pharmaceutical  Corp 146 

Eli  Lilly  & Co 1 

Loma  Linda  Food  Co bet.  110  & 111 

Mead  Johnson  Laboratories  bet.  126  & 127 

New  York  Fertility  Research  150 

New  York  University  Post-Graduate 

Medical  School  148 


Pharmaceutical  Manufacturers  Assoc. 

bet.  142  & 143,  143 

Roche  Laboratories 

IFC,  1 10,  bet.  1 10  & 1 1 1,  bet.  142  & 143,  IBC,  BC 
Smith,  Kline  & French  bet.  142  & 143 


AUTHORS  preparing  manuscripts  for  submission  to  Connecti- 
cut Medicine  should  consult  “Information  for  Authors."  This  mate- 
rial may  be  found  in  the  last  issue  of  every  volume  of  Connecticut 
Medicine,  or  it  may  be  obtained  from  the  Journal  office  The  entire 
manuscript,  including  references,  should  be  typed  double  space, 
and  all  material,  including  figures,  should  be  submitted  in  dupli- 
cate 

MATERIAL  printed  in  Connecticut  Medicine  is  covered  bv  cop- 
yright. Connecticut  Medicine,  the  Journal  of  the  Connecticut  State 
Medical  Society,  does  not  hold  itself  responsible  for  statements 
made  by  any  contributor. 

SPECIAL  NOTICES  should  be  received  not  later  than  30  days 
before  date  of  publication 

ALTHOUGH  all  advertising  material  accepted  is  expected  to 
conform  to  ethical  medical  standards,  acceptance  does  not  imply 
endorsement  by  Connecticut  Medicine. 

SUBSCRIPTION  RATE:  The  subscription  price  per  year  for 
members  of  the  Connecticut  State  Medical  Society  is  included  in 
the  annual  membership  dues.  The  subscription  price  per  year  for 
non-members  is  $ 15.00.  (Canada  and  foreign.  $25.00).  Interns,  resi- 
dents. and  students  $7,50  per  year.  Single  copies  $2.50. 

ADDRESS  editorial  and  business  correspondence  to: 
CONNECTICUT  MEDICINE.  160  St  Ronan  St..  New  Haven. 
C T 065 1 I Telephone  (203)  865-0587. 

CONNECTICUT  MEDICINE  is  the  official  publication  of  the 
Connecticut  State  Medical  Society,  a voluntary  non-profit  associa- 
tion organized  for  scientific  and  educational  purposes,  published 
monthly  lor  members  of  the  Connecticut  State  Medical  Society. 
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scientific: 

John  A.  Kirchner  and  David  D.  Roberts  151 
Donald  B.  Alderman  and  Walter  Kwass  156 
Thomas  E.  Steahr  and  Hal  Sadoxvy  158 

Alan  G.  Dembner  161 
Gregory  Viseomi  and  Stephen  L.G.  Rothman  163 

J.  Ken  Walters,  Jr.  165 

special  articles: 

Federal  Trade  Commission  169 
Edmund  D.  Pellegrino  175 
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American  Medical  Association  183 
Richard  C.  Cabot  189 
Opinions  and  Reports:  203 
AMA’s  Judicial  Council 

American  Medical  Association  207 

editorials: 

Jay  Katz  199 

Robert  J.  Brunei!  200 
Ruth  W.  Lidz  201 


Laryngeal  Complications  of  Endotracheal  Intubation 
Vascular  Complications  of  Cervical  Rib 
The  Effects  of  Population  Adjustment  on 
Estimating  Demand  for  Health  Care 
Noninvasive  Imaging  in  Obstructive  Jaundice 
Computerized  Tomography  in  the  Assessment 
of  Pancreatic  Mass  Lesions 
Current  Drug  Therapy  of  Asthma 


Brief  vs.  AMA,  CSMS  and  NHCMA 
Profession,  Patient,  Compassion,  Consent: 
Meditations  on  Medical  Philology 
Connecticut’s  OB/GYNs  on  Abortion: 

A Two  Year  Follow-up  Study 

Functions  and  Reimbursement  of  Nurse  Practitioners 
The  Use  of  Truth  and  Falsehood  in  Medicine 
Advertising  and  Solicitation  . . . Advertising, 
Solicitation,  and  HMOs  . . . Substitution  of  Surgeon 
Without  Patient’s  Knowledge  or  Consent  . . . 
Communications  Media:  Press  Relations 
Month  in  Washington 
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debilitated.  These  are  reversible  in  most  in- 
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ranges.  In  a few  instances  syncope  has  been 
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menstrual  irregularities,  nausea  and  constipa- 
tion, extrapyramidal  symptoms,  increased  and 
decreased  libido — all  infrequent  and  generally 
controlled  with  dosage  reduction;  changes  in 
EEG  patterns  (low-voltage  fast  activity)  may  ap- 
pear during  and  after  treatment;  blood  dys- 
crasias  (including  agranulocytosis),  jaundice 
and  hepatic  dysfunction  have  been  reported 
occasionally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  protracted 
therapy. 
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Laryngeal  Complications  of  Endotracheal  Intubation 


JOHN  A.  KIRCHNER,  M.D.  AND  DAVID  D.  ROBERTS,  M.D. 


ABSTRACT — Injury  to  the  mucosal  lining  of  the 
larynx  hy  an  endotracheal  tube  may  produce 
troublesome  and  sometimes  fatal  complications.  The 
most  serious  of  these  is  subglottic  stenosis  which  may 
develop  slowly  over  a six  week  period  after  intuba- 
tion, producing  a gradually  increasing  obstruction  to 
respiration  which  is  often  misdiagnosed  as  asthma. 


Endotracheal  intubation  for  anesthesia  or  for 
mechanically-assisted  ventilation  may  produce  var- 
ious types  of  laryngeal  disorders.  These  may  be 
immediate  and  transitory,  such  as  hoarseness  or 
stridor,  or  they  may  be  delayed  and  life-threatening, 
as  with  a subglottic  stricture  developing  insidiously 
over  a period  of  six  weeks  after  intubation. 

Many  reports  of  damage  to  the  cervical  and 
thoracic  trachea  from  intubation  or  tracheotomy  have 
appeared,1  but  very  little  has  been  written  about 
damage  to  the  larynx,  a condition  which  is  often  more 
difficult  to  recognize,  much  more  difficult  to  treat, 
and  almost  always  the  result  of  endotracheal 
intubation  rather  than  of  tracheotomy. 2 2 

Injury  may  occur  at  the  time  of  intubation,  but 
more  serious  complications  usually  result  from  the 
prolonged  presence  and  shearing  action  of  the  tube 
during  mechanically-assisted  ventilation.  Acute  injur- 
ies during  introduction  of  the  tube  usually  occur  at 
the  level  of  the  vocal  cords,  whereas  those  resulting 
from  prolonged  intubation  are  usually  located  in  the 
subglottic  area,  within  the  cricoid  ring. 

At  the  glottic  level,  the  tube  may  injure  the  anterior 
commissure,  the  free  edges  of  the  vocal  folds,  the 
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vocal  process,  the  arytenoid  cartilage  or  the  posterior 
commissure  (Figure  1). 


Figure  1 

Horizontal  section  of  adult  male  larynx.  Anterior  commissure  is  at 
the  top,  posterior  commissure  at  bottom  of  picture.  The  true  vocal 
cords  attach  to  the  thyroid  cartilage  at  the  anterior  commissure  and 
to  the  vocal  processes  of  the  arytenoids  (VP)  posteriorly.  The  thin 
mucous  membrane  covering  the  vocal  processes  is  easily  traumat- 
ized by  the  pressure  of  a large  endotracheal  tube  or  by  one  which  is 
left  in  place  for  prolonged  periods.  Granulomas  usually  occur  at 
this  level. 

Injury  to  the  anterior  commissure  may  occur  if  a 
stylette  is  used  to  maintain  the  angulation  of  the  tube 
for  insertion.  The  mechanism  of  injury  depends  in 
most  cases  on  overextension  of  the  neck,  so  that 
instead  of  one  straight  line  from  the  upper  teeth  to  the 
lower  trachea,  two  straight  lines  result,  one  from  the 
upper  incisors  to  the  anterior  commissure  of  the 
larynx,  the  other  formed  by  the  long  axis  of  the 
trachea  intersecting  the  former  line  at  the  anterior 
commissure  and  forming  an  obtuse  angle.  Attempts 
to  force  the  tube  into  the  trachea  with  the  head  too 
low  or  with  the  neck  overextended  may  result  in 
trauma  to  the  anterior  wall  of  the  larynx  at  the 
anterior  commissure  or  immediately  below  it.  A 
granuloma  in  the  anterior  larynx  may  result,  and  is 
usually  manifested  by  hoarseness  and  efforts  to  “clear 
the  throat.” 
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Case  History 

Forty-nine-year-old  white  woman  underwent  abdominal  surgery. 
Intubation  was  difficult  and  achieved  only  after  numerous 
unsuccessful  attempts.  A stylette  was  used  for  the  introduction  of 
the  tube. 

The  patient  was  seen  five  weeks  postoperatively  for  hoarseness. 
Indirect  examination  showed  a “polyp”  anteriorly  between  the 
vocal  cords.  Direct  larnygoscopy  was  performed  and  a polypoid 
lesion  removed  from  the  anterior  commissure  and  base  of  the 
epiglottis.  Pathologic  diagnosis  of  the  mass  was  granuloma.  The 
patient  recovered  fully  with  no  further  problems. 

Granuloma  following  endotracheal  intubation 
more  frequently  occurs  in  the  posterior  larynx. 
Ulceration  of  the  thin  mucosa  covering  the  vocal 
processes  of  the  arytenoid  cartilages  may  result  from 
pressure  by  an  endotracheal  tube.  Exposure  of  the 
underlying  cartilage  may  result  in  chondritis  and  local 
scar  contracture.  Incomplete  healing  of  such  a lesion 
may  produce  a granuloma  with  resultant  hoarseness, 
coughing  and  clearing  of  the  throat. 

Complete  fusion  along  the  free  edges  of  the  vocal 
cords  has  been  observed  in  nine  patients  over  the  past 
five  years.4  This  complication  results  in  a closed 
glottis  through  which  no  air,  or  very  little,  can  pass. 
(Figure  2)  When  first  observed,  this  condition  is 
usually  mistaken  for  bilateral  midline  paralysis,  but 
unlike  the  latter,  the  fused  cords  cannot  be  easily 
separated  by  the  bevelled  tip  of  the  laryngoscope.  This 
condition  is  confined  to  those  patients  who  have 
required  endotracheal  intubation  for  mechanically 
assisted  ventilation  and  who  have  then  been  trache- 
otomized  for  continuing  ventilatory  support.  If  the 
glottic  epithelium  has  been  abraded  by  the  endotra- 
cheal tube,  the  free  edges  of  the  vocal  cords  may  heal 
together  along  part  or  all  of  their  length  since  after 
tracheotomy,  the  cords  need  no  longer  abduct  during 
inspiration.5  If  a dilator  can  be  passed  through  the 
glottis  the  cords  may  remain  separated.  If  this  cannot 
be  done,  laryngofissure,  surgical  separation  of  the 


Figure  2 

Endoscopic  view  of  a larynx  in  which  the  two  vocal  cords  (VC) 
have  become  adherent  along  their  free  edges  as  the  result  of 
abrasion  by  an  endotracheal  tube.  The  sole  remaining  airway  is  the 
tiny  opening  about  2 mm.  indicated  by  the  arrow,  (a)  Arytenoid 
Cartilage. 


cords  and  insertion  of  a keel  for  a period  of  three  or 
four  weeks  usually  allow  re-epithelialization  and 
restoration  of  normal  voice  and  respiratory  exchange. 

Case  History 

17-year-old  white  woman  was  injured  in  an  automobile  accident 
with  trans-section  of  aorta  requiring  immediate  surgery.  The 
patient  was  intubated  for  mechanically-assisted  ventilation  for  four 
days  after  the  operation  at  which  time  the  endotracheal  tube  was 
removed  and  a tracheotomy  was  performed.  Attempted  decannula- 
tion  two  weeks  later  was  unsuccessful  and  both  cords  were 
observed  to  be  motionless  and  in  the  midline.  A diagnosis  of 
bilateral  midline  paralysis  was  made. 

The  patient  was  readmitted  approximately  six  months  later  for 
arytenoidectomy.  After  induction  of  general  anesthesia,  endotra- 
cheal intubation  could  not  be  accomplished  and  the  glottic  chink 
was  found  to  be  almost  nonexistent  with  only  a tiny  opening 
posteriorly.  A laryngofissure  was  performed  and  a McNaught  keel 
inserted  at  this  time  and  removed  approximately  three  months 
later.  A band  of  scar  tissue  between  the  arytenoids  was  excised,  and 
a normal  appearing  posterior  commissure  was  seen.  A finger  cot 
was  inserted  and  was  removed  one  week  later.  The  tracheotomy 
cannula  was  also  removed  at  that  time.  Patient  was  discharged 
shortly  thereafter  with  a good  voice  and  no  further  dyspnea. 

Once  the  endotracheal  tube  is  in  place,  the  point  of 
maximum  pressure  is  in  the  posterior  larynx.2  If  the 
tube  must  be  left  in  place  for  several  days  or  more, 
pressure  may  produce  ulceration  in  the  posterior 
commissure.  (Figure  3)  Subsequent  scar  contracture 


Figure  3 

Paramedial  sagittal  section  of  adult  male  larynx,  (e)  Epiglottis;  (c) 
Cricoid  Plate.  Grid  = 1 cm.  The  arrow  indicates  the  point  at  which 
an  indwelling  endotracheal  tube  exerts  maximum  pressure, 
sometimes  resulting  in  ulceration,  granulation  tissue  and  posterior 
commissure  stricture. 
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in  this  area  may  prevent  separation  of  the  vocal  cords 
and  thus  produce  various  degrees  of  inspiratory 
obstruction.  After  healing,  the  scar  tissue  is  usually 
covered  in  large  part  by  normal  appearing  mucous 
membrane,  so  that  the  diagnosis  is  not  easy  to  make. 
In  fact,  it  is  usually  misdiagnosed  as  bilateral  midline 
“paralysis.”  This  mistake,  in  itself,  may  not  be  serious 
unless  an  arytenoidectomy  or  other  glottis-widening 
procedure  is  undertaken.  This  type  of  operation  is 
doomed  to  failure  in  the  presence  of  posterior 
commissure  scarring,  because  the  vocal  cord  will  not 
remain  in  the  lateralized  position  but  will  gradually  be 
pulled  back  toward  the  midline  by  the  contracting 
scar  tissue. 

Surgical  correction  of  this  condition  consists  of 
laryngofissure,  excision  of  the  posterior  commissure 
scar  tissue  down  to  the  perichondrium  of  the  cricoid 
plate  and  resurfacing  of  the  area  with  an  advancement 
flap  of  mucous  membrane  from  the  pharyngeal 
surface  of  the  cricoid. 

Case  History 

Four-year-old  boy  with  history  of  intubation  at  birth  for  hyaline 
membrane  disease,  with  stridor  at  six  weeks  of  age  requiring 
tracheotomy.  Decannulation  could  not  be  accomplished  and 
laryngoscopy  revealed  midline,  motionless  vocal  cords  which  were 
interpreted  as  representing  bilateral  recurrent  laryngeal  nerve 
paralysis.  He  wore  the  cannula  for  four  years  at  which  point  he  was 
brought  to  New  Haven  for  consultation. 

Direct  laryngoscopy  revealed  scar  tissue  in  the  posterior 
commissure,  preventing  separation  of  the  vocal  cords  on  inspira- 
tion. On  June  9,  1977,  laryngofissure  was  performed,  allowing 
access  to  the  posterior  commissure,  where  dense  scar  tissue  was 
observed  to  be  replacing  most  of  the  mucous  membrane  of  the 
cricoid  plate  and  interarytenoid  space.  This  scar  tissue  was  resected 
and  the  interarytenoid  muscle  divided.  A mucosal  flap  was 
advanced  from  the  hypopharynx  to  the  endolaryngeal  surface  of 
the  cricoid  plate  and  held  in  place  by  chromic  catgut  sutures.  The 
Hap  was  further  supported  by  a soft  stent  which  was  left  in  place  for 
nineteen  days.  The  stent  was  removed  via  direct  laryngoscopy  at 
which  time  the  vocal  cords  were  seen  to  be  moving  normally.  The 
tracheotomy  cannula  was  gradually  reduced  in  calibre  over  the  next 
few  days,  then  removed  completely. 

The  tracheotomy  has  now  been  closed  for  four  months  and  the 
voice  has  returned  to  normal. 

A variation  of  the  above  condition  was  reported 
by  Morrison  and  Maber  in  a premature  infant  in 
whom  prolonged  intubation  produced  fibrous  tissue 
obliteration  of  the  cricoarytenoid  joint  with  resultant 
midline  fixation  of  the  vocal  cords.3 

Subglottic  Level 

The  mucous  membrane  below  the  vibrating  edges 
of  the  vocal  folds  is  vulnerable  to  injury  by  pressure  of 
an  endotracheal  tube  because  it  is  completely 
surrounded  by  the  unyielding  ring  of  cricoid  cartilage 
(or  bone  in  the  older  adult).  (Figure  4)  An  endotra- 
cheal tube  that  fits  snugly  enough  to  produce  a closed 
system  for  mechanical  ventilation  invariably  produces 
some  degree  of  mucosal  trauma.6  If  the  tube  is  not  left 
in  place  more  than  a few  hours,  minor  degrees  of 
trauma  repair  themselves.  Beyond  48  hours,  however, 


Figure  4 

Coronal  section  of  adult  male  larynx.  Grid  = 1 cm.  The  subglottic 
area  is  bounded  superiorly  by  the  junction  of  squamous  and 
respiratory  epithelium  on  the  undersurface  of  the  vocal  cord 
indicated  by  dotted  line  B and  inferiorly  by  the  lower  edge  of  the 
cricoid  cartilage  at  grid  line  C.  The  cricoid  cartilage  is  the  only 
complete  ring  in  the  tracheo-bronchial  tree  so  that  its  lining  mucous 
membrane  is  vulnerable  to  pressure  by  an  endotracheal  tube  that 
fits  too  snugly  or  that  is  in  constant  motion,  usually  with 
mechanically  assisted  ventilation. 

it  is  highly  probable  that  pressure  by  the  tube  and  the 
rhythmic  shearing  force  imparted  to  it  by  the 
mechanical  respirator  will  result  in  a decubitus  ulcer 
inside  the  cricoid  ring,  and  that  this  will  heal  by 
secondary  intention,  scar  tissue  and  stenosis.  Contri- 
buting factors  in  delayed  healing  include  infection, 
anemia  and  hypotension.7  (Figures  5,  6) 

Although  subglottic  stenosis  is  occasionally  en- 
countered in  an  adult  who  has  had  multiple 
intubations  for  general  anesthetics,  it  usually  occurs 
in  children,  particularly  those  with  respiratory  distress 
syndrome,  or  in  the  postoperative  cardiac  surgical 
group. s In  the  respiratory  distress  group  studied  in 
our  clinic  recently,  subglottic  stenosis  occurred  in 
eight  of  ten  intubated  patients.  In  pediatric  cardiac 
surgical  patients,  subglottic  stenosis  developed  in 
nearly  half.4  (Figure  7) 

The  diagnosis  of  this  condition  is  made  on  the  basis 
of  gradually  increasing  stridor,  usually  with  a normal 
voice,  developing  during  a six  week  period  after 
endotracheal  intubation.  These  symptoms  should 
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Figure  5 


Slough  of  the  entire  subglottic  lining  after  five  days  of  intubation 
and  mechanically  assisted  respiration  in  a pediatric  patient  after 
open  heart  surgery. 


Figure  6 


Subglottic  granuloma  (arrow)  in  the  posterior  larynx  immediately 
below  the  level  of  the  vocal  cords  in  a woman  whose  neurosurgical 
problem  had  required  extended  intubation  for  mechanically 
assisted  ventilation  and  subsequent  tracheotomy.  Endoscopic 
removal  of  the  granuloma  restored  the  airway  and  allowed  removal 
of  the  tracheotomy  cannula. 

result  in  prompt  diagnostic  measures  of  a noninvasive 
type.  Indirect  laryngoscopy,  if  the  patient  will  tolerate 
it,  may  reveal  a stenosis.  Direct  laryngoscopy  should 
not  be  performed  at  this  stage  since  stimulation  of  the 
larynx  may  trigger  laryngospasm  and  respiratory 
arrest.  The  same  warning  holds  true  for  the  introduc- 
tion of  contrast  material  into  the  larnyx  for  x-ray 
study.  In  the  presence  of  stridor  these  studies  should 
be  limited  to  xero-radiography  or  tomography. 

Treatment  of  subglottic  stenosis  is  extraordinarily 
difficult,  much  more  so  than  stenosis  occurring 
further  down  the  trachea.  The  stenosis  rarely  takes  the 
form  of  a thin  web  or  membrane  which  might  be 
amenable  to  dilatation,  but  rather  tends  to  be  a mass 
of  dense  scar  tissue  involving  much  or  most  of  the 
subglottic  area.  This  latter  type  of  stricture  resists 
efforts  of  dilatation. 

In  principle,  the  most  direct  and  effective  method  of 
dealing  with  such  a stricture  is  resection  and  re- 
anastomosis. Unfortunately,  the  anatomy  of  the 


Figure  7 

Subglottic  stenosis  immediately  below  vocal  cords  within  a 2 mm. 
airway  (arrow).  This  type  of  stenosis  rarely  responds  to  dilatation 
and  must  usually  be  corrected  by  excising  the  scar  tissue  and 
resurfacing  the  area  with  a split  thickness  skin  graft. 

subglottic  larynx  imposes  strict  limits  on  resection. 
Any  surgical  excision  which  includes  the  undersurface 
of  the  vocal  folds,  even  if  the  resultant  defect  is 
resurfaced  by  a mucosal  or  split  skin  graft,  carries  the 
risk  of  scar  tissue  contracture  and  limitation  of  vocal 
cord  mobility.  This,  in  turn,  may  result  in  a vocal 
impairment  such  as  hoarseness,  or  even  worse,  partial 
aphonia  and  breathlessness.  With  defects  in  glottic 
closure,  partial  aspiration  of  ingested  liquids  may  be  a 
very  troublesome  complication. 

The  proximity  of  the  recurrent  laryngeal  nerves, 
often  bound  down  in  scar  tissue,  adds  to  the  surgeon’s 
technical  problems.  Similarly,  the  anterior  wall  of  the 
cervical  esophagus  may  have  become  incorporated 
into  the  stenotic  mass,  making  separation  difficult. 
Dissection  and  identification  of  the  structures  in  this 
area  are  facilitated  by  magnification  provided  by  the 
otologic  microscope. 

In  most  of  these  cases,  the  stenotic  area  must  be 
removed  by  sharp  dissection  down  to  the  cartilagi- 
nous framework  of  the  cricoid  and  upper  trachea.  The 
area  must  then  be  resurfaced  by  a mucosal  or  split 
thickness  skin  graft  which  is  held  in  place  by  a 
supporting  stent  for  several  weeks.  Even  then,  the 
inevitable  contraction  of  the  graft  may  result,  in  the 
infant  or  young  child,  in  an  inadequate  airway 
requiring  long-term  tracheotomy. 

Case  History 

Two-year-old  white  boy,  transferred  to  Yale  New  Haven 
Hospital  May  18,  1975,  six  weeks  after  onset  of  croup  which  was 
treated  by  tracheotomy  and  which  left  the  patient  with  severe 
subglottic  stenosis.  Two  bronchoscopies  had  been  performed  prior 
to  transfer. 

Further  examination  after  admission  revealed  softening  and 
sagging  of  the  anterior  wall  of  the  thoracic  trachea,  about  2 cm. 
above  the  carina,  producing  respiratory  obstruction  even  with  the 
tracheotomy  cannula  in  place.  This  was  controlled  by  an  indwelling 
Portex  endotracheal  tube  introduced  through  the  tracheostomy 
and  which  extended  beyond  the  point  of  obstruction.  This  tube  was 
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left  in  place,  except  for  regular  changes,  for  the  ensuing  fourteen 
months. 

Meanwhile,  the  subglottic  stenosis  had  been  repaired  January  22, 
1976  by  excision  of  scar  tissue  and  reconstruction  of  the  cricoid  ring 
with  a musculo-cartilaginous  flap  from  the  thyroid  cartilage.  The 
long  endotracheal  tube  was  removed  November  1976  and  replaced 
by  a short,  plastic  tracheotomy  cannula  which  was  finally  removed 
after  the  subglottic  area  was  completely  healed.  The  patient  was 
decannulated  July  1977  and  has  had  no  further  respiratory 
difficulty  since. 

Note:  The  collapse  of  the  thoracic  trachea  occurred  at  the  level  of 
the  lower  end  of  the  original  tracheotomy  cannula  and  probably 
resulted  from  trauma  by  the  cannula  and  by  suction  catheters.  In 
addition,  the  boy  showed  a chronic  neutropenia  and  a resident 
staphylococcus  aureus  in  the  lower  respiratory  tract,  both  of  which 
may  have  contributed  to  his  healing  problems. 

Vocal  cord  paralysis  is  a rare  complication  of 
endotracheal  intubation  and  is  difficult  to  explain. 
One  theory  is  that  the  cuff  on  the  endotracheal  tube 
may  exert  sufficient  pressure  when  inflated  to 
compress  the  recurrent  nerves  in  the  tracheo- 
esophageal sulcus.  Another  explanation  has  been  that 
lateral  pressure  by  the  tube  or  cuff  against  the  crico- 
thyroid joint  compresses  the  nerve,  particularly 
during  long  operations.10 

In  our  opinion  it  is  likely  that  at  least  some  of  the 
cases  of  bilateral  midline  paralysis  following  intuba- 
tion have  not  been  the  result  of  injury  to  the  recurrent 
nerves,  but  rather  the  result  of  submucosal  scarring 
and  contracture  in  the  posterior  commissure  as 
described  above. 

Case  History 

Five-and-one-half-year-old  white  girl  had  repair  of  tetrology  of 
fallot  requiring  prolonged  intubation  which  was  replaced  once.  A 
tracheotomy  was  performed  because  of  difficulty  with  extubation 
but  she  improved  and  was  decannulated  nine  days  later. 

Progressive  upper  airway  obstruction  developed  over  the  ensuing 
two  weeks  necessitating  reopening  of  the  tracheostomy.  Direct 
laryngoscopy  was  performed  showing  a patent  trachea  but 
decannulation  was  again  unsuccessful.  Repeat  laryngoscopy 
showed  bilateral  midline  vocal  cord  paralysis.  The  cords  could  be 
easily  separated  with  the  laryngoscope,  revealing  a normal  trachea 
below  the  level  of  the  glottis.  The  patient  was  eventually  lost  to 
followup  when  the  family  moved  to  another  part  of  the  country. 

Conclusions 

Laryngeal  complications  of  endotracheal  intuba- 
tion usually  result  in  airway  obstruction.  The 
mechanism  is  often  difficult  to  determine  for  several 
reasons.  Failure  of  the  vocal  cords  to  separate  during 


inspiration  may  be  due  to  recurrent  laryngeal  nerve 
paralysis  but  the  same  glottic  picture  may  occur  with 
immobilization  by  submucosal  scar  tissue  in  the 
posterior  commissure  or  below  the  vocal  cords.  In 
addition,  introduction  of  the  diagnostic  laryngoscope 
stretches  the  lumen  and  distorts  the  structures  so  that 
an  obstruction  by  a collapsing  part  of  the  subglottic 
framework  may  disappear  temporarily.  In  addition, 
the  larynx  and  subglottic  areas  are  not  easily  studied 
by  radiography  especially  if  the  patient’s  airway  is 
marginal  or  if  a tracheotomy  tube  is  in  place. 
Xeroradiography  and  contrast  cinefluorography  are 
often  helpful.  Flexible  fiberoptic  laryngoscopy  allows 
observation  of  the  larynx  in  an  undistorted  state  and 
has  added  a new  dimension  to  the  diagnosis  of 
laryngeal  disorders.  Electromyography  is  a difficult 
and  tedious  procedure  but  is  sometimes  the  only 
means  of  making  a definitive  diagnosis. 
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Vascular  Complications  of  Cervical  Rib 

DONALD  B.  ALDERMAN,  M.D.,  D.A.B.S.,  F.A.C.S. 
AND  WALTER  KWASS,  M.D. 


ABSTRACT— -Two  cases  are  presented  of  the 
thoracic  outlet  syndrome.  Each  had  a cervical  rib 
resulting  in  subclavian  artery  trauma.  In  the  first  case 
history  the  disastrous  consequences  of  repeated  distal 
embolization  and  eventual  subclavian  artery  throm- 
bosis were  corrected  with  multiple  surgical  procedures 
including  an  axillary  to  axillary  artery  vein  graft.  The 


The  presence  of  a cervical  rib  and  the  signs  and 
symptoms  of  arterial  insufficiency  of  the  correspond- 
ing hand  or  arm  requires  prompt  surgical  interven- 
tion. Ignoring  the  warning  signs  can  lead  to  major 
disability  including  loss  of  digits  or  limb.  Severe  tissue 
loss  is  particularly  likely  where  repeated  embolic 
phenomena  occur. 

The  first  case  report  describes  such  a situation  and 
an  unusual  approach  which  simplified  the  surgical 
exposure  and  minimized  the  risk  of  brachial  plexus 
injury  during  surgery. 

Case  History  No.  1 

A 47-year-old  white  female  was  noted  to  have  an  asymptomatic 
“lump”  in  her  left  supraclavicular  space  six  months  prior  to 
vascular  consultation.  Three  months  prior,  she  first  noted  coolness 
and  numbness  of  her  left  hand  followed  by  development  of  very 
severe,  painful  ischemia  of  the  index  finger.  There  were  no  wrist 
pulses,  though  a weak  brachial  pulse  was  present  in  the  upper  arm. 
An  area  of  necrosis  0.75  cm.  in  size  was  present  on  the  tip  of  the 
index  finger.  Chest  x-ray  showed  a left  cervical  rib  (Figure  1).  A 
transfemoral  aortogram  (Figure  2)  showed  occlusion  of  the 
subclavian  artery  as  it  crossed  the  fused  first  and  cervical  ribs.  A 
large  collateral  around  the  shoulder  fed  the  axillary  artery.  The 
arteriogram  demonstrated  another  obstruction  in  the  brachial 
artery  10  cm.  above  the  elbow.  No  outflow  below  this  was  shown.  A 
diagnosis  was  made  of  thoracic  outlet  syndrome  with  compression 
of  the  subclavian  artery  leading  to  multiple  emboli  followed  by 
eventual  thrombosis  of  the  subclavian  artery.  No  neurological  signs 
or  symptoms  were  present. 
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latter  minimized  the  required  surgery  compared  to 
more  conventional  approaches  and  gave  a very 
satisfactory  cosmetic  result.  The  second  case  history 
illustrates  the  simple  and  uncomplicated  course  of  the 
same  situation  treated  early  by  transauxillary  resec- 
tion of  the  cervical  and  first  ribs  to  widely  open  the 
thoracic  outlet. 


Figure  1 
Readily  visible  left  cervical  rib. 


Figure  2 

Transfemoral  aortogram  demonstrating  obstruction  of  left  subcla- 
vian artery  starting  at  thoracic  outlet.  Note  huge  collateral  around 
shoulder  into  brachial  artery. 
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A staged  procedure  was  carried  out.  At  the  initial  operation, 
thrombectomy  of  the  distal  axillary  and  brachial  arteries  was 
carried  out  plus  axillary  to  axillary  artery  vein  graft  in  the 
subcutaneous  position.  Emboli  and  thrombi  in  the  distal  brachial, 
radial  and  ulnar  arteries  were  firmly  adherent  and  required  a 
second  procedure  a week  later  employing  multiple  arteriotomies  for 
thrombectomy-embolectomy  of  these  vessels  (Figure  3 (a  and  b). 


Figure  3 (a  and  b) 

(a)  Intra-operative  arteriogram  prior  to  multiple  arteriotomies 
for  embolectomy-thrombectomy. 

(b)  Immediately  postoperative  arteriogram. 

Complete  healing  and  disappearance  of  symptoms  occurred  within 
a few  weeks  though  several  segmental  forearm  artery  occlusions 
could  not  be  reopened.  A radial  pulse  and  clinically  excellent  hand 
circulation  was  present  four  months  postoperatively.  While  the 
right  arm  was  asymptomatic,  complete  cut-off  of  the  artery 
occurred  with  abduction  of  the  arm  and  with  the  costoclavicular 
maneuver.  In  view  of  her  history  relating  to  the  left  arm,  the 
transaxillary  approach  was  used  to  remove  the  right  first  rib  and  a 
tight  fascial  slip  from  the  scalene  tubercle  to  a small  cervical  rib.  No 
compression  of  the  artery  was  present  in  any  position  postopera- 
tively. 

Comment 

The  axillary  to  axillary  artery  subcutaneous  vein 
graft  was  used  to  minimize  the  risk  of  brachial  plexus 
injury  at  the  initial  operative  procedure  It  was, 
furthermore,  a simpler  operation  in  view  of  the 
absence  of  any  neural  compression  requiring  rib 
resection.  An  alternative  would  have  been  to  remove 
the  left  first  and  cervical  ribs  via  the  axillary  approach 
(as  was  done  on  the  right  side)  plus  a supraclavicular 
approach  combined,  if  needed,  with  an  infraclavicu- 
lar  incision  (described  by  Pierandozzi,  et.  al.,1  and 
Martin,  et.  al.2)  to  repair  the  subclavian  artery.  The 
extent  of  this  alternative  operation  far  exceeds  the 
simple  bypass  employed.  Repair  of  the  artery  via  the 
transaxillary  approach  alone  is  not  advisable  due  to 


the  depth  and  narrowness  of  that  exposure.  The 
removal  of  a cervical  rib  alone  with  or  without 
resection  of  the  anterior  scalene  muscle  is  inadequate 
to  assure  opening  of  the  thoracic  outlet.  The  first  rib, 
which  forms  the  base  or  floor  of  the  thoracic  outlet 
should  also  be  removed.  The  transaxillary  approach 
for  the  removal  of  cervical  and/or  first  rib  is 
becoming  recognized  as  the  safest  one  when  the 
surgeon  is  thoroughly  familiar  with  the  anatomy. 
Roos3  has  described  this  technique  with  clarity  and  it 
need  not  be  repeated  here.  The  posterior  (thoraco- 
plasty or  periscapular)  approach  has  been  used  with 
enthusiasm  by  some  (Ferguson,  et.  al.4).  Myers,  et.  al.5 
were  apparently  the  first  to  describe  the  use  of  an 
axillary  to  axillary  artery  bypass  for  arm  ischemia. 
They  employed  a dacron  tube.  Jacobson,  et.  al.6  used 
a saphenous  vein  for  this  bypass  to  treat  a subclavian 
steal  syndrome.  We  felt  a vein  graft  would  assure  both 
a reliable  bypass  and  a minimal  cosmetic  defect.  This, 
indeed,  was  the  result  since  the  subcutaneous  graft  at 
the  level  of  the  angle  of  Touis  could  be  noticed  only 
by  careful  inspection. 

A second  case  illustrates  the  benign  course  of  a 
similar  situation  recognized  early  and  treated  prior 
to  any  major  arterial  complications. 

Case  History  No.  2 

The  patient  was  a 34-year-old  technician  seen  about  one  month 
after  onset  of  diffuse  pain  in  the  left  hand  including  all  fingers  and 
the  thenar  and  hypothenar  eminences.  This  progressed  to  burning 
pain  in  the  radial  forearm  from  lateral  elbow  to  wrist.  Two  weeks 
prior  to  examination,  pain  in  the  left  shoulder  and  suprascapular 
area  and  episodic  blueness  and  coldness  of  the  entire  left  hand  were 
noted.  She  had  no  symptoms  in  her  right  hand.  Bilateral  cervical 
ribs  were  seen  radiographically.  Multiple  signs  of  the  thoracic 
outlet  syndrome  were  demonstrated.  These  included  a bruit  in  the 
supraclavicular  area  and  a weakening  of  the  radial  pulse  on  45° 
abduction  of  the  arm  with  the  costoclavicular  maneuver  and  with 
Adson’s  maneuver.  A deep  inspiration  simultaneously  caused  a 
louder  bruit  and  further  decrease  in  the  pulse.  At  90°  abduction  the 
pulse  and  the  bruit  entirely  disappeared.  Palpable  fullness  in  the 
supraclavicular  fossa  was  present.  Electromyography  was  done  to 
help  rule  out  the  coincident  presence  of  a carpal  tunnel  syndrome. 
The  latter  was  considered  because  of  the  diffuse  hand  pain  and 
tenderness  which  seemed  worse  on  the  radial  aspect  of  the  hand. 
Conduction  times  were  found  to  be  normal. 

Transaxillary  extraperiosteal  resection  of  the  first  and  cervical 
ribs  was  carried  out  promptly.  Prior  to  removal  of  these  structures 
the  operator’s  fingers  were  tightly  squeezed  between  the  clavicle 
and  underlying  ribs.  After  removal,  this  was  obviated.  In  spite  of 
the  short  history  of  symptoms,  the  subclavian  artery  showed  post- 
stenotic dilatation  just  beyond  the  point  of  compression.  Recovery 
was  rapid  and  uncomplicated. 

Comment 

It  is  likely  that  “Raynaud’s  Phenomenon”  seen  in 
many  cases  with  cervical  rib  is  due  to  distal 
embolization  from  the  traumatized  subclavian  artery. 
Previous  emphasis  on  cervico-dorsal  sympathectomy 
is  best  redirected  toward  opening  the  thoracic  outlet 
by  transaxillary  cervical  and  first  rib  resection. 

The  two  cases  presented  illustrate  the  need  to 
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consider  symptomatic  arterial  disease  due  to  cervical 
rib  as  an  indication  for  active  surgical  therapy.  While 
unlikely,  vascular  complications  of  thoracic  outlet 
syndrome  do  occur  in  the  absence  of  a cervical  rib. 
Judy  and  Heymann’s7  reported  series  of  seven  cases  of 
outlet  syndrome  with  vascular  complications  includes 
two  without  either  cervical  rib  or  other  rib  abnormali- 
ties. 

It  should  be  emphasized  that  the  majority  of 
patients  with  thoracic  outlet  syndrome  do  not  require 
surgery.  Particularly  is  this  true  of  the  large  majority 
of  patients  who  have  neurological  symptoms  rather 
than  vascular  symptoms.  This  group  tends  to  respond 
in  most  cases  to  nonoperative  measures  such  as 
physiotherapy  designed  to  strengthen  the  shoulder 
elevators. 
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The  Effects  of  Population  Adjustment 
on  Estimating  Demand  for  Health  Care 

THOMAS  E.  STEAHR,  PH  D.  AND  HAL  SADOWY 


Problem 

The  maldistribution  of  physician  manpower  is  an 
acknowledged  problem  limiting  the  effectiveness  of 
health  care  delivery  systems  (Hiestand,  1976;  Kane, 
1976;  Rushing,  1975).  The  low  correspondence 
between  the  geographic  location  of  physician  practi- 
ces and  the  population  in  need  of  medical  services  has 
been  assessed  by  using  a physician-to-population 
ratio  or  some  analogous  measure  (Blumberg,  1971; 
Shannon,  1974).  Other  researchers  have  suggested 
that  the  need  for  health  care  might  be  determined  for 
an  area  by  applying  a single  physician  utilization  rate, 
the  number  of  visits  per  person  per  year,  to  the  total 
population  of  that  area  (Kriesberg,  1976).  The  validity 
of  this  approach  has  been  seriously  questioned  on  the 
grounds  that  it  ignores  population  differences  in  age 
composition,  sex,  and  race  which  are  known  to  be 
associated  with  different  patterns  of  physician 
utilization  (Fein,  1967). 
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A priori  one  might  assume  that  more  refined, 
adjusted  rates  which  reflect  the  differential  utilization 
of  population  subgroups  would  be  a considerable 
improvement  in  estimating  potential  patient  demand 
for  health  care  services.  However,  such  adjustments 
for  age,  sex,  and  race  require  detailed  data  and  are 
considerably  more  time-consuming  to  calculate.  If 
future  demands  for  health  care  is  desired,  age,  sex, 
and  race  specific  projections  are  required  rather  than 
simpler  aggregate  projections.  Moreover,  adjustments 
could  be  logically  extended  to  include  other  factors 
related  to  physician  utilization,  such  as  income  or 
educational  differentials. 

If  the  results  of  this  adjustment  process  are 
significantly  different  than  the  estimates  based  on  a 
crude,  unadjusted  utilization  rate,  it  may  be  necessary 
to  use  the  more  sophisticated  approach  regardless  of 
the  inherent  difficulties  and  additional  costs.  This 
research  will  examine  how  much  difference  there  is 
between  estimates  of  patient  demand  based  on 
adjusted  and  unadjusted  physician  utilization  rates. 

Method 

National  Health  Survey  data  are  available  which 
demonstrates  the  differential  physician  utilization  by 
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various  socio-demographic  population  components. 
Table  1 presents  the  number  of  physician  visits  per 
person  per  year  by  age,  sex,  and  color  for  the  United 
States  in  1971. 

Table  1 

NUMBER  OF  PHYSICIAN  VISITS  PER  PERSON  PER  YEAR  BY 
SELECTED  CHARACTERISTICS:  UNITED  STATES,  1971 

Average  4.9 

Male  4.3  White  5.0 

Female  5.5  All  Other  4.4 

Males  Females 


Age 

Total 

White 

All  Other 

White 

All  Other 

Under  5 

6.8 

7.5 

5.6 

6.9 

4.0 

5-14 

3.3 

3.8 

2.3 

3.2 

2.5 

15-24 

4.5 

3.5 

2.8 

5.6 

4.5 

25-34 

5.1 

3.4 

3.5 

6.8 

6.4 

35-34 

4.5 

3.6 

3.6 

5.3 

5.9 

45-54 

5.1 

4.1 

4.2 

5.9 

6.7 

55-64 

5.9 

5.5 

4.7 

6.0 

8.2 

65-74 

6.4 

6.0 

6.5 

6.7 

7.4 

75  and  Over 

7.2 

6.5 

7.2 

7.6 

7.4 

Source: 

National  Center  for  Health  Statistics,  Physician  Visits.  Volume 
and  Interval  Since  Last  Visit,  United  States,  1971,  Vital  and 
Health  Statistics,  DHEW,  RSA,  March  1975,  Table  B,  p.  5,  Fable 
7,  p.  21. 

The  number  of  visits  per  person  is  greatest  at  the 
youngest  and  older  age  categories.  Persons  under  five 
years  of  age  averaged  6.8  visits  per  person  in  1971. 
The  number  of  visits  per  person  dropped  sharply  to 
3.3  visits  per  person  for  those  between  the  ages  of  five 
and  fourteen.  From  this  low  it  rose  to  5.1  visits  for 
those  persons  between  the  ages  of  twenty-five  and 
thirty-four,  reflecting  females  in  the  child-bearing 
ages.  There  was  a slight  drop  to  4.5  visits  per  persons 
between  the  ages  of  thirty-five  and  forty-four, 
followed  by  a steady  increase  in  the  remaining  age 
categories,  with  a high  of  7.2  physician  visits  per 
person  for  those  seventy-five  years  old  and  over. 
Rates  for  women  were  higher  than  for  men.  Rates  for 
whites  were  higher  than  for  nonwhites. 

Besides  information  describing  the  independent 
effects  of  age,  sex,  and  race  on  physician  utilization, 
the  National  Center  for  Health  Statistics  provides 
data  demonstrating  the  combined  effect  of  these 
variables.  Table  1 also  shows  the  annual  number  of 
physician  visits  under  the  combined  effect  of  age,  sex, 
and  color. 

The  interaction  effects  of  the  three  factors  reveal  a 
more  complex  pattern  than  when  viewed  independ- 
ently. Males  under  five  show  a higher  utilization  rate 
than  younger  females  and  whites  in  this  age  group 
have  higher  utilization  than  nonwhites.  At  the  upper 
age  limit  the  pattern  is  reversed  with  women  aged 
seventy-five  and  over  exceeding  males  in  utilization. 
White  males  have  higher  utilization  rates  than 
nonwhite  males  in  four  of  the  nine  age  groups, 


especially  under  the  age  of  twenty-four  years.  White 
males  have  higher  utilization  rates  than  nonwhite 
females  under  the  age  of  thirty-four  but  the  reverse 
pattern  is  the  case  for  the  older  age  groups. 

The  national  age,  sex,  race  specific  physician 
utilization  rates  were  used  to  calculate  adjusted 
estimates  of  weekly  visits  for  each  of  the  169  towns  in 
Connecticut.  Data  on  age,  sex  and  racial  composition 
of  each  town  were  drawn  from  the  1970  United  States 
census  for  Connecticut.  Town  level  analysis  rather 
than  county  or  statewide  analysis  was  selected  in 
order  to  maximize  the  variation  in  the  control 
variables.  The  general  formula  describing  our 
multiple  adjusted  visitation  rate  for  each  town  is: 

Vm  - 2 (Pa  * Ra)  a k ) 

where 

Vm  is  the  weekly  number  of  estimated  patient 
visits  based  on  m,  the  multiple  adjusted 
visitation  rates, 

Pa  is  the  number  of  persons  in  the  ath  category 
of  age,  sex  and  race, 

Ra  is  the  national  yearly  physician  visitation 
rate  for  the  ath  category  of  age,  sex,  and 
race,  and 

k is  the  constant  52  which  transforms  the 
yearly  visits  to  a weekly  basis. 

Summated  over  all  169  towns,  this  procedure  yields  a 
statewide  estimated  number  of  weekly  physician  visits 
adjusted  for  town  variations  in  age,  sex,  and  racial 
composition.  In  addition,  a set  of  adjusted  estimated 
visits  were  calculated  using  the  visitation  rates  for  age, 
sex,  and  race  separately.  In  total,  there  were  four 
estimates  of  weekly  physician  visits  adjusted  in  terms 
of  1 ) age  only,  2)  sex  only,  3)  race  only,  and  4)  age,  sex 
and  race  together. 

The  estimates  of  physician  utilization  based  on  the 
various  adjusted  rates  can  then  be  measured  against 
the  utilization  based  on  a constant  rate  which  assumes 
average  consumption  by  all  persons.  The  unadjusted 
number  of  visits  per  week  for  Connecticut  is  simply 
calculated  by  multiplying  the  average  utilization,  4.9 
visits,  times  the  aggregate  population  of  each  town, 
dividing  by  52  weeks,  and  summing  over  all  towns. 

The  analysis  of  the  results  involved  the  application 
of  a statistical  test  of  significance,  the  T-test:  accepted 
p < 05  or  better. 

Results 

Contrary  to  expectations,  there  was  little  difference 
among  the  various  adjusted  estimates  of  weekly 
physician  visits.  The  difference  between  the  mean 
number  of  weekly  visits  for  the  169  towns  estimated 
by  the  unadjusted  method  and  the  mean  number 
estimated  by  each  of  the  four  adjustment  procedures 
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was  not  statistically  significant.  Table  2 shows  that 
the  largest  numerical  difference  in  total  visits  oc- 
curred between  the  estimates  based  on  unadjusted 
rate  (285,675  weekly  visits)  and  the  multiple  esti- 
mate (290,125  weekly  visits).  This  difference  is 
4,450  or  only  1.6  percent  higher  than  the  unadjust- 
ed estimate  of  total  weekly  physician  visits  in  Con- 
necticut. 

Table  2 


SUMMARY  STATISTICS  SHOWING  THE  COMPARISON 
BETWEEN  THE  ADJUSTED  AND  UNADJUSTED  WEEKLY 
PHYSICIAN  VISITS!  CONNECTICUT 


Statistic 

Un- 

adjusted 

Age 
A djust- 
ment 

Sex 

Adjust- 

ment 

Color 

Adjust- 

ment 

Multiple 

Adjust- 

ment 

Total 

Visits 

285,675 

288,368 

286,722 

289,241 

290.125 

Mean 
Number 
of  Visits 

1690.41 

1706.34 

1696.60 

1711.50 

1716.74 

Standard 

Deviation 

2479.86 

2537.95 

2494.67 

2482.02 

2523.68 

t-value* 

.75 

.29 

1.01 

1.25 

P 

> .50 

> .80 

> .30 

> .20 

Signifi- 

cance 

n.s 

n.s 

n.s 

n.s 

*The  values  for  t and  p are  based  on  the  comparison  of  the  un- 
adjusted rate  with  each  adjusted  measure. 


This  conclusion  may  have  resulted  from  the  large 
majority  of  Connecticut’s  towns  being  essentially 
similar  in  terms  of  age,  sex  and  racial  composition.  If 
such  was  the  case,  the  adjustment  process  using  one 
variable  at  a time  would  not  give  major  differences  in 
estimated  visits  compared  to  estimates  derived  from 
an  average  visitation  rate.  One  would  expect 
significant  differences  to  occur  for  populations  with 
major  variations  in  age,  sex,  and  racial  structure.  The 
required  magnitude  of  this  variation  before  the  more 
sophisticated  method  is  warranted  is  not  known  at 
this  time  but  is  likely  to  be  major. 


It  should  be  noted  that  our  conclusions  are  based 
upon  applying  national  age -sex-race  specific  visita- 
tion rates  to  local  areas.  It  should  not  be  inferred  that 
an  analogous  adjustment  procedure  using  local  area 
age-sex-race  specific  visitation  rates  is  not  justified.  In 
cases  where  such  data  are  available  locally  adjusted 
rates  may  differ  significantly  from  unadjusted 
estimates.  Moreover,  the  adjustment  process  utilized 
here  involved  the  total  visitation  rate  per  person  per 
year  and  not  a disease-specific  visitation  rate.  It  is 
likely  that  disease-specific  adjustments  for  local  area 
estimates  of  physician  visits  would  provide  more 
useful  measures  of  the  demand  for  specific  health  care 
systems. 

However,  the  Connecticut  data  discussed  here 
suggest  the  unadjusted  national  physician  visitation 
rate  will  yield  usable  estimates  of  total  weekly 
visits.  These  estimates  may  then  be  used  to  assess 
the  geographic  distribution  of  total  health  care 
systems  in  relation  to  potential  patient  need. 
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Noninvasive  Imaging  in  Obstructive  Jaundice 


ALAN  G.  DEMBNER,  M.D. 


The  diagnosis  of  extrahepatic  cholestatic  jaundice 
is  a common  clinical  problem  and  it  can  be  very 
difficult  to  separate  it  from  hepatocellular  disease, 
even  with  today’s  sophisticated  biochemical  tests. 
Laparotomy  is  highly  diagnostic  but  has  a significant 
morbidity  and  mortality  especially  in  these  patients 
who  may  have  abnormal  coagulation  factors.  In  most 
patients  with  even  mild  to  moderate  jaundice 
standard  radiological  procedures  such  as  oral  chole- 
cystography and  intravenous  cholangiography  will 
not  visualize  the  biliary  tree  to  exclude  extrahepatic 
obstruction.  Studies  such  as  percutaneous  transhepat- 
ic  cholangiography  and  endoscopic  retrograde  cho- 
langiopancreatography are  procedures  that  have  a 
definite  morbidity  and  mortality  and  can  be  extremely 
time  consuming  even  in  experienced  hands.  With  the 
advent  of  new  diagnostic  imaging  procedures, 
specifically  grey-scale  ultrasonography  and  computer- 
ized body  tomography  (CBT),  not  only  can  this 
differential  diagnosis  be  made,  but  the  site  and  cause 
of  the  extrahepatic  obstruction  can  be  demonstrated. 
Radionuclide  examination  of  the  liver  with  Techneti- 
um sulfur  colloid  is  an  excellent  screening  procedure 
and  although  noninvasive,  can  produce  equivocal 
results  since  cold  areas  can  be  made  by  dilated  ducts, 
hepatic  vasculature,  benign  cysts,  and  normal 
variation  of  liver  contour. 

Grey-scale  ultrasonography  is  a very  specific  and 
sensitive  procedure  to  demonstrate  not  only  dilated 
biliary  ducts  but  the  etiology  of  the  obstruction.!. 2 
The  ultrasonic  diagnosis  of  extrahepatic  obstruction 
is  made  by  demonstrating  distention  of  intrahepatic 
and  extrahepatic  ducts.  Dilatation  of  the  gallbladder 
is  physiological  in  a fasting  patient  and  therefore  not  a 
reliable  sign  for  obstruction.  Multiple  transverse, 
sagittal  and  oblique  scans  of  the  liver  are  obtained 
preferably  with  breathholding.  Liver  parenchyma  and 
hepatic  blood  vessels  are  normally  seen  by  grey-scale 
ultrasound.  Nondilated  ducts  are  not  seen  with 
current  resolution  and  dilated  biliary  ducts  which 

ALAN  G.  DEMBNER,  M.D.,  Instructor,  Diagnostic  Radiol- 
ogy, Yale-New  Haven  Hospital. 


branch  and  are  stellate  in  configuration  are  easy  to 
distinguish  from  the  straighter  blood  vessels  (Figure 
1 ).  Multiple  sections  are  obtained  to  trace  the 
structures  to  the  portal  vein  or  common  bile  duct. 

If  dilated  ducts  are  demonstrated,  they  frequently 
can  be  traced  to  a stone  in  the  common  bile  duct  or  to 
a mass  in  the  head  of  the  pancreas  (Figure  2).  One 


Figure  1 


Transverse  scan  through  the  liver  (L)  demonstrating  dilated 
intrahepatic  ducts  (arrows). 


Figure  2 

Parasagittal  section  at  the  aorta  (A)  and  through  the  liver  (L) 
demonstrating  a dilated  common  bile  duct  (arrow)  terminating  in  a 
pancreatic  mass  (P). 
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source  of  error  in  the  diagnosis  of  extrahepatic 
obstruction  is  that  dilatation  of  the  biliary  tree  may 
persist  for  months  following  surgical  decompression 
of  obstructing  lesions.  Thus,  serial  studies  must  be 
correlated  with  clinical  findings  and  serum  bilirubin 
levels. 

Ultrasonography  is  very  accurate  in  demonstrating 
gallstones  especially  when  the  lumen  of  the  gall- 
bladder is  demonstrated.  Gallstones  present  as  echo- 
genic  structures  within  the  gallbladder  which  shadow 
and  move  with  changes  in  position  (Figure  3).  When 


Figure  3 

Parasagittal  (A)  and  transverse  (B)  scans  through  liver  (L)  and 
right  kidney  ( K ) demonstrating  gallstones  (arrows)  within  the 
gallbladder  lumen  and  shadowing  (S)  behind  them. 

the  gallbladder  lumen  is  not  visualized  in  a fasting 
patient,  it  is  highly  suggestive  of  a contracted  diseased 
gallbladder. 

In  patients  in  whom  obstructive  jaundice  is  not 
demonstrated,  ultrasonography  has  the  ability  to 
distinguish  between  intrahepatic  cholestasis  due  to 
metastatic  disease  from  cholestasis  secondary  to 
diffuse  hepatocellular  disease  such  as  cirrhosis  or  fatty 
infiltration.  Metastatic  disease  usually  presents  as 
discrete  sonolucent  area  within  the  liver  although 
distinct  highly  echogenic  areas  can  be  seen  especially 
in  metastatic  disease  from  the  gastrointestinal  tract. 
The  liver  consistency  is  diffusely  abnormal  with 
hepatocellular  disease,  and  a cirrhotic  liver  produces 
an  increase  in  the  number  and  size  of  echos  as  well  as 
a marked  attenuation  of  the  ultrasound  beam. 

Patients  with  excess  intestinal  gas  and/or  obesity 
can  pose  a problem  for  the  ultrasonographer.  These 
patients  are  ideal  candidates  for  computerized  body 
tomography  when  several  attempts  at  ultrasono- 
graphy have  failed.  Although  the  cost-benefit  ratio  of 
CBT  and  the  actual  efficacy  of  CBT  in  the  diagnosis 
of  obstructive  jaundice  has  not  been  fully  made, 
preliminary  studies  have  demonstrated  dilated  bile 
ducts,  metastatic  disease,  fatty  infiltration,  biliary 
stones,  and  pancreatic  disease.3-4  CBT  not  only 
demonstrates  the  specific  organ  in  question  but  gives 
information  on  surrounding  soft  tissues  and  osseous 


structures  as  well.  Although  ionizing  radiation  is 
used,  CBT  poses  no  further  radiation  hazard  than 
conventional  radiological  procedures. 

Dilated  biliary  ducts  are  demonstrated  by  CBT  as 
low  density  branching  structures  (Figure  4).  There  are 
cases  in  which  it  is  difficult  to  separate  dilated  ducts 
from  venous  structures  and  metastatic  disease.  The 
venous  structures  of  the  liver  disappear  with  intra- 
venous contrast.  Metastatic  lesions  usually  have  a 
higher  measured  density  than  dilated  ducts  and  are 
usually  more  irregular  and  larger  than  dilated  ducts. 
Gallstones  can  be  difficult  to  visualize  by  CBT  in 
comparison  to  ultrasound  but  the  pancreas  is  well 
seen.  The  pancreas  can  be  difficult  to  visualize  in  thin 
patients  with  little  fat  surrounding  their  organs. 
Dilated  ducts  and  a mass  in  the  head  of  the  pancreas 
is  highly  suggestive  of  cancer  of  the  pancreas  with 
obstruction  (Figure  5)  although  localized  pancreatitis 
producing  obstruction  cannot  be  ruled  out  with 
today’s  technology. 


Figure  4 

CBT  scan  through  the  liver  (L.)  and  spleen  (Sp)  demonstrating 
dilated  branching  intrahepatic  ducts  (arrows).  The  spine  (V)  and 
fluid  filled  fundus  of  stomach  (F)  are  present. 


Figure  5 

CBT  scan  through  the  liver  (L.)  and  left  kidney  (K)  in  a patient  with 
cirrhosis  presenting  with  jaundice  demonstrating  a mass  in  the  head 
of  the  pancreas  (arrows)  and  ascites  (As).  Surgery  revealed 
carcinoma  of  the  pancreas. 
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In  those  patients  in  which  grey-scale  ultrasono- 
graphy and  CBT  has  failed  to  give  diagnostic  in- 
formation, invasive  procedures  such  as  percutaneous 
transhepatic  cholangiography,  endoscopic  retrograde 
cholangiography  or  surgery  can  be  used.  Both 
ultrasonography  and  CBT  can  aid  the  physician  in 
differentiating  intrahepatic  from  extrahepatic  jaun- 
dice. Hepatobiliary  as  well  as  pancreatic  disease  can 
be  separated  and  more  clearly  defined.  In  this  way 
unnecessary  operations  and  prolonged  hospitalization 
can  be  prevented. 
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Computerized  Tomography  in  the  Assessment 
of  Pancreatic  Mass  Lesions 

Computerized  Tomographic  Case  of  the  Month 
GREGORY  VISCOMI,  M.D.  AND  STEPHEN  L.G.  ROTHMAN,  M.D. 


A.R.,  a seventy-year-old  white  male  presented  to 
Yale-New  Haven  Hospital  with  right  upper  quadrant 
pain  of  two  days’  duration.  History  revealed  that  he 
had  developed  diabetes  two  and  one-half  years  prior 
to  admission,  and  that  he  had  been  increasingly  icteric 
during  the  three  weeks  prior  to  admission.  His 
physical  examination  was  remarkable  only  for  right 
upper  quadrant  tenderness.  No  masses  were  palpable. 
Laboratory  findings  included  a total  bilirubin  of  14, 
with  a direct  bilirubin  of  5.8  Alkaline  phosphatase 
was  53,  SGOT  was  69,  and  Amylase  was  373. 

An  upper  GI  series  was  interpreted  as  normal. 
There  was  no  widening  or  other  abnormality  of  the 
duodenal  sweep.  A barium  enema  was  similarly 
normal  except  for  several  diverticuli. 

A CT  scan  was  then  performed.  Figure  1 is  a scan  6 
cm  above  the  superior  iliac  spine,  showing  a large 
mass  in  the  head  of  the  pancreas.  The  mass  can  be 
seen  to  obstruct  the  biliary  system,  as  evidenced  by  a 
markedly  dilated  gall  bladder  and  dilated  intrahepatic 
ducts.  There  are  two  round  densities  on  either  side  of 
the  aorta  in  what  on  a normal  scan  is  clear  space 
(Figure  2).  This  was  felt  to  represent  paraortic  lymph 
nodal  enlargement  by  metastatic  disease. 

A percutaneous  cholangiogram  was  subsequently 
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Figure  1 


Figure  2 


VOLUME  42,  NO.  3 


163 


performed.  It  confirmed  the  CT  findings  of  an 
obstructed  biliary  system.  Dilated  intra-  and  extrahe- 
patic  biliary  ducts  were  demonstrated. 

The  patient  subsequently  underwent  an  exploratory 
laparotomy.  As  expected,  he  was  found  to  have  a 
large  carcinoma  of  the  head  of  the  pancreas.  The  gall 
bladder  was  distended  and  filled  with  stones.  The 
common  bile  duct  was  distended — obstructed  by  the 
pancreatic  mass. 

A cholecystectomy  and  choledochoduodenostomy 


were  performed  at  the  time  of  exploration.  He  did 
poorly  postoperatively  and  succumbed  three  weeks 
later. 

Reviewing  this  patient’s  diagnositc  workup  it  is 
clear  that  the  upper  G1  and  barium  enema  contribut- 
ed little.  The  percutaneous  cholangiogram  defined 
part  of  the  problem.  On  the  CT  scan  the  patient’s 
entire  clinical  problem  was  clearly  defined.  The  value 
of  such  an  efficient,  non-invasive  technique  in 
critically  ill  patients  cannot  be  over  emphasized. 
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CURRENT  DRUG  INFORMATION 

Moses  Chow,  Pharm.  D.,  Consulting  Editor 


Current  Drug  Therapy  of  Asthma 

J.  KEN  WALTERS,  JR.,  PHARM.  D. 


Successful  treatment  of  the  acutely  asthmatic 
patient  involves  basic  support  measures,  including 
reassurance,  rehydration,  maintenance  of  acid-base 
balance,  oxygen  and  others.  In  addition,  drugs  are 
usually  required,  and  this  paper  will  focus  on  the 
proper  use  of  those  agents  which  are  most  widely 
employed  today. 

Beta-adrenergic  Agents 

The  theory  of  the  Beta-adrenergic  receptor  serves  as 
the  foundation  for  pharmacologic  manipulations  in 
therapy  of  asthma.  It  is  believed  that  Beta-2  receptors 
in  the  lung  mediate  bronchodilation  in  therapy  of 
asthma.  As  depicted  in  the  schematic  diagram  in 
Figure  1,  the  goal  of  treatment  is  to  increase  cyclic 
AMP  in  the  cells  of  the  bronchial  smooth  muscle. 
Adrenergic  stimulants  are  capable  of  achieving  this 
goal  by  increasing  production  of  adenyl  cyclase  which 
results  in  increased  levels  of  cyclic  AMP. 


Figure  1 

SITE  OF  DRUG  ACTION 


ATP  Adenyl  Cyclic  AMP 

Phospho-  AMP 

Cyclase 

Diesterase 

I (increase) 

| (inhibit) 

Adrenergic 

Aminophyllin 

Stimulants 

Theophylline 

In  acute  attacks,  epinephrine  in  a 

1 : 1000  solution. 

given  in  a dose  of  0.01  cc/kg 

(up  to  0.3  cc) 

subcutaneously  has  traditionally  been  successful. 
Epinephrine,  however,  is  regarded  as  a “non-specific” 
adrenergic  stimulant,  and  some  clinicians  feel  that  a 
more  specific  (Beta-2)  agent  might  be  preferable.  For 

example,  terbutaline  in  a dose  of  0.25 

mg  s.c.  in  adults 

J.  KEN  WAITERS.  JR.,  Pharm.  D„  Clinical  Pharmacist,  Hart- 
ford Hospital;  Assistant  Clinical  Professor,  University  of  Con- 
necticut School  of  Pharmacy. 


is  equal  to  epinephrine  in  terms  of  efficacy,  safety,  and 
duration  of  action.1  (Higher  doses  increase  efficacy 
but  at  the  expense  of  added  toxicity.2)  Thus,  either 
agent  may  be  successfully  used,  but  terbutaline’s  long 
term  effects  are  unknown  and  it  is  not  officially 
recommended  for  children  although  some  investiga- 
tors have  given  doses  of  0.01  mg/ kg. 

When  the  stimulants  have  been  only  partially 
successful  by  injection,  their  administration  via 
inhalation  with  IPPB  (Intermittent  Positive  Pressure 
Breathing)  treatments  has  often  meant  the  difference 
between  release  and  admission  to  the  hospital.  One  of 
the  most  popular  drugs  in  this  type  of  therapy  is 
isoetharine,  a selective  Beta-2  stimulant.  Most  often 
used  in  a dilution  of  normal  saline  (1:8  in  children,  1 :4 
in  adults),  such  treatment  not  only  opens  up  affected 
airways  but  also  forces  more  air  into  the  lungs  which 
helps  to  relieve  hypoxia  which  often  accompanies 
acute  asthma.  Terbutaline  and  isoproterenol  are  also 
used  in  this  fashion. 

Bronchodilator  metered-dose  aerosols  are  widely 
employed  in  out-patient  management.  Isoproterenol 
has  recently  been  supplanted  by  newer  agents  (eg, 
metaproterenol,  terbutaline)  due  to  their  longer 
duration  of  action.  Although  these  drugs  are  effective, 
they  can  also  be  severely  toxic  owing  to  their  own 
pharmacologic  properties,  or  to  the  propellants 
contained  in  the  commercial  products.3  Therefore, 
patients  must  be  warned  to  use  them  only  as  directed 
and  should  be  instructed  about  the  problem  of 
tolerance  which  develops  more  quickly  in  patients 
who  over-use  the  medication.  “Rebound  broncho- 
spasm”  can  be  especially  troublesome  and  the 
pharmacist  can  be  a valuable  source  for  physicians 
who  suspect  their  patients  of  overuse.  The  pharmacist 
can  also  aid  patients  by  reinforcing  the  prescriber’s 
instructions  in  addition  to  counseling  as  to  side  effects 
which  may  be  early  warning  signs  of  toxicity. 
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Oral  administration  has  been  precluded  by  the 
rapid  destruction  of  the  adrenergic  agents  in  the  liver. 
The  newer  agents  which  resist  this  rapid  inactivation 
offer  a rational  alternative  to  ephedrine  which  is  only 
mildly  efficacious  by  comparison. 

Theophylline 

Among  the  most  exciting  developments  in  asthma 
therapy,  has  been  the  introduction  into  clinical  use  of 
serum  theophylline  levels,  with  the  concurrent  use  of 
pharmacokinetic  analysis  to  tailor  drug  usage  to 
specific  patient  needs.  These  two  advances  have 
enabled  clinicians  to  know  more  precisely  how  their 
patients  are  responding  to  theophylline  therapy  and 
also  to  guard  against  toxicity.  There  is  a good 
correlation  between  therapeutic  effects  and  serum 
theophylline  levels  over  a wide  range,  but  when  one 
exceeds  20  mg/L,  the  benefit-to-risk  ratio  changes 
substantially  because  theophylline  has  a narrow 
therapeutic  index.  Further,  nausea  and  vomiting 
don’t  always  herald  the  onset  of  more  serious 
problems  like  seizures  or  arrhythmias.  Such  problems 
may  be  the  first  and  only  sign  of  toxicity. 

Theophylline  and  aminophyllin  (which  contains 
85%  theophylline)  have  been  in  clinical  use  for  over 
forty  years,4  but  because  of  the  wide  variety  of  salts  of 
theophylline,  and  the  even  more  numerous  commer- 
cial products,  the  prescriber  must  be  cognizant  of  the 
theophylline-equivalent  dose  of  the  product  used.  It 
should  be  noted,  however,  that  none  of  the  salts  offers 
any  significant  therapeutic  advantage  over  the  parent 
drugs. 

All  of  these  agents  are  believed  to  exert  their 
primary  effect  on  the  Beta-adrenergic  receptor  in  a 
way  which  compliments  the  action  of  the  adrenergic 
agents  (Figure  1).  This  inhibition  of  cellular  phospho- 
diesterase is  related  to  the  level  of  drug  in  the  serum; 
and  the  therapeutic  level,  both  for  children  and 
adults,  is  generally  considered  to  be  10-20  mg/L., 
although  improvement  may  be  noted  at  lower  levels. 
Therefore,  for  maximal  effect,  the  levels  should  reside 
between  these  borders  throughout  the  dosing  interval. 
This  is  more  readily  achievable  in  adults  whose  serum 
theophylline  half-lives  average  5 hours  (range:  2.5-9 
hours)  than  in  children  where  the  average  half-life  is 
3.5  hours  (range:  1.8-7  hours). 

Pharmacokinetic  knowledge  combined  with  patient 
data  enables  the  design  of  specific  dosage  regimens.  In 
general,  the  patient’s  theophylline  half-life  is  the  most 
important  index  to  derive.  This  may  usually  be  done 
after  steady-state  concentrations  of  theophylline  have 
been  reached  in  the  body  (ie,  after  five  half-lives  have 
elapsed,  or  after  about  24  hours,  on  the  same  dose). 
Levels  should  be  checked  \/i-2  hours  after  an  oral 
dose  (1  hour  after  an  IV  dose)  and  4 hours  later  (ie, 
just  prior  to  the  next  dose).  These  two  levels  plotted 
on  semi-logarithmic  paper  or  used  in  pharmacokinet- 
ic equations,  allow  for  determination  of  the  patient’s 
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theophylline  half-life,  which  allows  development  of 
the  proper  dose  and  dosing  interval  to  be  used 
subsequently. 

Dosing  schedules  vary  but  for  acute  asthma  one 
which  has  been  successful  is  that  of  Mitenko  and 
Ogilvie.5  They  recommend  that  patients  be  given  a 
loading  dose  of  5.6  mg/ kg  of  I.V.  aminophyllin 
followed  by  a maintenance  dose  of  0.9  mg/ kg/ hour, 
either  as  a constant,  hourly,  or  6-hourly  infusion. 
(Note:  Aminophyllin  should  be  infused  at  a rate  not 
greater  than  50  mg  per  minute).  This  regimen  should 
result  in  a level  of  approximately  10  mg/L  for  95%  of 
patients,  but  sufficient  variation  exists  to  mandate 
that  levels  be  checked  during  this  type  of  therapy. 

The  final  benefit  of  theophylline  levels,  as  previous- 
ly mentioned,  is  their  value  in  assessing  toxicity, 
which  may  include  nausea,  vomiting,  irritability, 
headache,  hyperactivity,  and  tachycardia.  More 
serious  toxicity  may  also  encompass  arrhythmias  and 
seizures,  and  deaths  have  been  reported  with 
overdoses.  It  is  encouraging  to  note  that  side  effects 
are  rarely  seen  below  15  mg/L. 

In  the  past,  the  rectal  route  was  used  but  was 
discarded  due  to  the  erratic  and  unpredictable 
absorption  patterns  of  aminophyllin  suppositories 
which  caused  deaths  in  children  due  to  inadvertent 
overdoses.6  The  rectal  solutions  now  available  are 
more  reliable  but  generally  their  onset  of  action  is 
too  slow  to  justify  their  use  in  an  acute  attack,  so 
they  have  been  relegated  to  a minor  role  in  chronic 
therapy. 

The  mainstays  of  chronic  therapy  are  aminophyllin 
tablets  (100  and  200  mg),  the  newer  theophylline 
tablets  (100  and  200  mg),  and  sustained-release 
dosage  forms.  With  the  rapidly  acting  forms,  most 
adults  do  well  on  a theophylline-equivalent  dose  of 
200-250  mg  every  six  hours,  whereas  children  re- 
quire 4-6  mg/ kg  of  theophylline  per  dose,  usually 
at  six  hour  intervals.  Liquid  preparations  are  also 
available  but  contain  large  quantities  of  ethanol, 
and  all  have  a disagreeable  taste.  They  are  also 
generally  more  expensive. 

Sustained-release  preparations,  if  well-formu- 
lated, can  significantly  benefit  certain  patients  by 
decreasing  frequent  drug-taking.  However,  the  clin- 
ician should  beware  of  the  different  characteristics 
of  these  medications,  for  example,  delayed  absorp- 
tion. 

Because  theophylline  elimination  is  90%  hepatic 
and  10%  renal,  patients  with  liver  or  kidney 
dysfunction  should  be  monitored  closely  and  receive 
reduced  dosages.  Neonates  and  geriatrics  also  show 
prolonged  excretion  patterns,  as  do  some  cardiac 
patients. 

Corticosteroids 

The  corticosteroids  are,  indeed,  “wonder  drugs”  for 
those  who  need  them,  but  often  result  in  serious 
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toxicity  with  prolonged  usage.  These  agents  exert 
many  beneficial  effects  in  asthma  but  predominant  is 
their  anti-inflammatory  activity. 

In  terms  of  efficacy,  no  preparation  is  demonstra- 
bly superior  to  others.  When  used  intravenously,  the 
drugs  employed  are  usually  hydrocortisone  or 
methylprednisolone,  whose  longer  half-life  offers  no 
advantage  in  this  situation.  Prednisone  or  predniso- 
lone are  the  products  of  choice  for  oral  therapy. 

When  treating  with  steroids,  one  must  remember 
that  the  response  in  acute  asthma  is  delayed,  usually 
for  8-12  hours.  Thus,  although  a dose  of  approxi- 
mately 5 mg/kg  of  hydrocortisone  (or  its  equivalent) 
may  need  to  be  given  every  four  hours  during  the 
acute  phase,  the  dosing  interval  may  be  lengthened 
(up  to  12  hours)  as  the  patient  improves.  Side  effects 
from  short-term  high-dose  therapy  are  rare  and  it  has 
been  suggested  that  steroids  may  be  discontinued 
abruptly  after  short-term  usage  (less  than  one 
month)/ 

Some  patients  will  require  maintenance  steroid 
therapy  but  that  subject  is  beyond  the  scope  of  this 
article.  One  recent  advance  worth  mentioning  is  the 
introduction  of  beclomethasone  inhaler.  Early  results 


with  this  agent,  suggest  a high  degree  of  efficacy  with 
a minimum  of  side  effects. 
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Primary  Care  Physicians 
and  Abortion 

A majority  of  women  do  not  consult  their  primary 
care  physicians  when  coping  with  an  unwanted 
pregnancy.  Of  940  women  who  had  a regular 
physician  and  who  chose  abortion,  only  17  percent 
turned  to  that  physician  for  advice  when  they  first 
suspected  pregnancy.  Only  41  percent  of  these  women 
went  to  that  physician  for  a pregnancy  test. 

The  women  whose  primary  care  physicians  played  a 
part  in  the  decision  making  had  more  conflict  about 
whether  or  not  to  have  the  abortion.  Of  those  women 
having  their  first-trimester  abortion  in  the  hospital,  52 
percent  went  to  that  hospital  on  the  recommendation 
of  their  physician.  Significantly  more  women  choos- 


ing an  abortion  clinic  went  to  a women’s  center  clinic 
rather  than  to  a “commercial  clinic.” 

This  study  indicates  that  primary  care  physicians 
are  used  more  for  service  or  referral  than  for 
counseling,  and  that  women  turn  to  others  for  advice. 
This  would  seem  to  confirm  previous  surveys  which 
indicated  that  physicians  had  negative  feelings  toward 
abortions  or  that  their  attitudes  lagged  behind  the 
general  population’s  attitudes.  However,  when  com- 
pared to  other  sources  of  influence  on  the  decision  to 
abort,  primary  care  physicians  were  found  to  be 
relatively  important.  (American  Journal  of  Public 
Health,  September  1977,  p.  863.) 
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COLONIAL  TRUST 

MANAGEMENT 

CORPORATION 


A Trust  Company  Concept 


Colonial  Bancorp,  Inc.,  is  pleased  to  announce  the  formation 
of  its  newest  subsidiary:  Colonial  Trust  Management  Corporation. 

This  corporation  is  a new  and  truly  unique  organizational  ap- 
proach in  the  Trust  industry.  It  consolidates  the  administration 
and  investment  management  of  the  Trust  Groups  of  the  Colonial 
Bancorp  banks;  The  Colonial  Bank  and  Trust  Company,  Consti- 
tution Bank  and  Trust  Company,  The  Plainville  Trust  Company 
and  Second  New  Haven  Bank.  Colonial  Trust  Management  Cor- 
poration combines  over  100  years  of  knowledge  and  expertise  in- 
to an  efficient  organization  designed  to  meet  all  fiduciary  needs. 
Our  assistance  in  asset  management  and  administration  will 
benefit  individuals,  businesses  and  institutions  ranging  from  ad- 
vice and  management  of  investments  to  estate  analysis  and  set- 
tlement to  pension  and  profit  sharing  plans. 

Colonial  Trust  Management  Corporation  looks  forward  to 
working  with  you  in  the  professional  manner  you  deserve.  For 
more  information,  please  call  George  Jensen,  President,  at 
574-7050. 


COLONIAL  TRUST 
MANAGEMENT  CORPORATION 
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Company 


THE  FEDERAL  TRADE  COMMISSION 

vs. 

AMA,  CSMS  AND  NHCMA 

Abstract  of  the  FTC  Brief 


To:  The  Honorable  Ernest  G.  Barnes 
Administrative  Taw  Judge 

Introduction 

Pursuant  to  Your  Honor’s  Order  of  March  1 , 1977, 
complaint  counsel  submit  their  trial  brief. 

“Federal  Trade  Commission  (FTC)”  counsel 
challenge  an  agreement  among  the  AMA  and  its 
affiliated  medical  societies  to  hinder  competition 
among  medical  doctors.  At  issue  are  their  restraints 
on  advertising  and  solicitation  by  physicians  and  their 
restrictions  on  physicians’  contractual  relations  with 
third  parties.  This  concert  of  action  has  been 
manifested  through  promulgation  and  enforcement  of 
various  anticompetitive  provisions  and  interpreta- 
tions of  the  AMA’s  Principles  of  Ethics.  The 
challenged  interpretations  referred  to  in  this  brief  are 
unlawful  as  part  of  the  broader  combination  and 
conspiracy  as  well  as  standing  alone. 

“Although  professional  codes  of  ethics  may  be 
prompted  by  various  considerations,  including  a 
sincere  belief  that  they  are  in  the  public  interest,  they 
may  also  improperly  frustrate  competition.  In  this 
case,  their  conduct  has  deprived  consumers  of  the 
benefits  of  open  price  competition  and  of  easy  access 
to  relevant  information  on  which  to  choose  a 
physician.  Their  conduct  has  impeded  innovative 
forms  of  medical  care  delivery  and,  in  general,  has 
restricted  competition  among  doctors.  There  is  thus  a 
strong  public  interest  in  dissipating  these  deeply 
embedded  restraints  which  are  in  violation  of  the 
Federal  Trade  Commission  Act.” 


EDITOR’S  NOTE:  The  brief  of  the  Federal  Trade 
Commission  in  its  suit  against  the  AMA,  CSMS,  and 
New  Haven  County  Medical  Association  has  been 
abstracted,  using  its  exact  language  as  much  as 
possible,  without  altering  the  sense  of  the  context. 
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The  Respondents,  the  Enforcement 
Process,  and  the  Basis  for  Deterrence 

A.  The  Respondents  (defendants) 

[The  brief  goes  on  to  describe  the  AMA,  CSMS, 
NHCMA] 

As  for  nonmembers  of  the  AMA,  “they  are  linked 
to  AMA  almost  as  closely  as  AMA’s  direct  members. 
Accordingly,  they  receive  many  of  the  economic 
benefits  of  direct  AMA  membership.  Just  as  impor- 
tant, they  are  susceptible  to  loss  of  these  benefits  when 
they  violate  AMA’s  code  of  ethics.” 

It  states,  “AMA  exerts  the  most  direct  control 
over  the  activities  of  members  of  the  component 
societies,  however,  through  the  medical  ethics 
disciplinary  process  described  below.” 

B.  “The  Principles  of  Medical  Ethics ” and  the 
Process  by  Which  They  are  Enforced 

[H  ere,  FTC  legal  counsel  describes  the  disciplinary 
process  in  the  AMA  and  its  components,  including 
the  role  of  the  Judicial  Council  of  the  AMA,  and  the 
fact  that  its  Opinions  and  Reports  with  their 
interpretations  are  binding  on  all  members  of  the 
AMA.] 

C.  The  Basis  for  Deterrence 

“Medical  societies  penalize  physicians  who  violate 
the  Principles  by  reprimanding,  censuring,  suspend- 
ing, or  expelling  them.  For  a nonmember  physician, 
the  ultimate  sanction  is  denial  of  membership.  Each 
of  these  measures  can  have  serious  adverse  effects  on 
an  accused  physician’s  practice  and  deters  other 
physicians  from  engaging  in  conduct  condemned  by 
the  Principles.  . . . 

“An  informal  reprimand  from  a medical  society,  at 
a minimum,  often  deters  the  accused  physician  from 
continuing  or  repeating  the  alleged  unethical  practice. 
As  a result,  the  physician  may  have  to  forego  valuable 
competitive  opportunities  such  as  a chance  to 
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advertise.  An  informal  reprimand  which  becomes 
known  in  the  medical  community  can  also  result  in 
the  loss  of  status  and  the  respect  of  one’s  peers. 
Censure,  because  of  its  more  formal  and  public 
nature,  may  result  in  severe  economic  consequences 
including  the  loss  of  patient  referrals  from  other 
physicians  in  the  community  and  difficulty  in 
obtaining:  (a)  licenses  to  practice  medicine  in  other 
states;  (b)  membership  in  other  state  and  local 
medical  societies  and  in  other  medical  professional 
organizations;  (c)  board  certification  in  medical 
specialties;  and  (d)  admission  to  hospital  medical 
staffs.  Many  state  licensing  boards,  medical  societies, 
specialty-certification  boards,  hospitals  and  others, 
before  granting  the  physician-applicant  the  valuable 
privilege  he  seeks,  communicate  either  with  AMA  or 
the  physician’s  state  or  local  medical  society, 
including  CSMS  and  NHCMA,  to  receive  assurance 
that  he  has  breached  no  ethical  standards.  . . . 

“Suspension  or  expulsion  of  a physician  from  the 
medical  society  leads,  in  addition  to  the  consequences 
of  reprimand  and  censure,  to  loss  of  the  direct  and 
indirect  economic  benefits  of  membership.  Termina- 
tion of  membership  often  causes  difficulties  in 
obtaining  malpractice  insurance.  In  Connecticut,  for 
instance,  suspension  or  expulsion  from  NHCMA  or 
CSMS  makes  a physician  ineligible  to  participate  in 
the  malpractice  insurance  program  sponsored  jointly 
by  CSMS  and  Aetna  Life  and  Casualty  Company. 
Since  virtually  no  other  malpractice  insurance  is 
available  in  Connecticut,  suspension  or  expulsion 
from  NHCMA  or  CSMS  could  prevent  or  severely 
restrict  continued  medical  practice  by  the  disci- 
plined physician.  The  same  is  true  in  a number  of 
other  states. 

“Involuntary  separation  from  medical  society  is 
punishment  for  violation  of  the  Principles  . . . can 
damage  the  physician’s  practice  in  other  ways.  For 
example,  a doctor  new  to  a community  recently 
permitted  his  name,  address  and  office  hours  to 
appear  in  a newspaper  advertisement.  The  state  and 
local  medical  societies  criticized  the  doctor’s  action  as 
unethical  and  held  up  for  several  months  his 
otherwise  routine  application  for  membership.  As  a 
consequence,  the  local  Blue  Shield  Plan  . . . held  up 
payment  of  the  doctor’s  Blue  Shield  claims  until  he 
ceased  his  ‘unethical’  advertising. 

“In  another  case,  the  Judicial  Council  of  a local 
medical  society  warned  all  of  its  members  who  were 
associated  with  abortion  clinics  not  to  perform 
services  under  the  auspices  of  ‘any  organization  that 
advertises  or  solicits  patients  in  a non-medical  media.’ 
In  response  to  this  edict,  one  such  physician  resigned 
a consulting  position  with  a Planned  Parenthood 
approved  clinic,  thereby  adversely  affecting  the 
clinic’s  functioning.  Another  physician  associated 
with  the  clinic — a board-certified  obstetrician  -was 


denied  even  courtesy  staff  privileges  at  a major  city 
hospital  on  the  ground  that  the  clinic’s  newspaper 
advertisements  violated  AMA’s  ban  on  solicitations. 

“Suspension  or  expulsion  from  a medical  society 
also  terminates  for  the  disciplined  physician  the  other 
economic  benefits  of  membership.  These  valuable 
benefits  include  low-cost  group  insurance  programs, 
pension  plans,  job  placement  services,  medical 
practice  management,  legal  assistance,  free  publica- 
tions, professional  meetings  and  seminars  and 
numerous  other  benefits  offered  by  medical  society  to 
its  members. 

“AMA’s  former  Department  of  Investigation  and 
its  current  Division  of  Library  and  Archival  Services 
and  Division  of  Public  Affairs  maintain  personal  files 
of  most  of  the  physicians  in  the  United  States.  These 
centralized  files  include  information  on  incidents 
involving  unethical  conduct  which  AMA  obtains 
directly  or  through  reports  from  state  and  local 
societies  and  others.  AMA  has  made  such  informa- 
tion available  to  medical  organizations  (including 
medical  colleges,  professional  societies,  boards  and 
hospitals)  and  others  inquiring  as  to  the  qualifications 
of  a particular  physician.  The  simple  knowledge  by 
physicians  that  the  AMA  has  such  a centralized  file 
and  that  it  might  make  its  contents  available  to 
medical  organizations  acts  as  a deterrent  to  conduct 
such  as  advertising,  which  is  condemned  by  AMA’s 
Principles. 

“In  sum,  physicians’  knowledge  of  the  ethical 
enforcement  activities  of  the  AMA,  CSMS, 
NHCMA,  and  other  medical  societies  and  of  the 
damage  which  such  societies’  disciplinary  actions  can 
do  to  their  careers  tends  to  reinforce  their  strict  ad- 
herence to  their  Principles.” 

n 

Respondents  are  Organized  and  Operate 
for  the  Profit  of  Their  Members 

“Section  5 ...  of  the  FTC  Act  empowers  and 
directs  the  Commission  to,  prevent  . . . corporations 
. . . from  using  unfair  methods  of  competition  in  or 
affecting  commerce  and  unfair  or  deceptive  acts  or 
practices  in  or  affecting  commerce.”  . . . “The  facts  in 
this  case  amply  demonstrate  that  respondents  are 
organized  and  operate  for  the  profit  of  their  members 
so  as  to  confer  FTC  jurisdiction.” 

A.  AMA 

“ . . . One  of  the  AMA’s  purposes  is  ’to  safeguard 
the  material  interests  of  the  medical  profession’. 
AMA  openly  admits  today  in  its  publications  that  one 
of  its  primary  purposes  is  to  serve  its  members  and  to 
represent  and  protect  their  interests.  It  has  been 
eminently  successful.  Physicians  enjoy  the  highest 
incomes  of  any  profession  in  the  United  States.  AMA 
itself  reported  that  the  average  physician’s  income 
exceeded  $50,000  in  1974.” 
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B.  CSMS  and  NHCMA 

“Both  CSMS  and  NCHMA  expend  substantial 
sums  of  money  representing  and  protecting  the 
economic  interest  of  their  members.  They  interpret, 
enforce  and  apply  the  same  restrictive  Principles  of 
Ethics  as  AMA.  They  both  sponsor  numerous  group 
insurance  programs  exclusively  for  their  members  and 
offer  valuable  publications  as  a benefit  of  member- 
ship. CSMS  sponsors  the  main  malpractice  program 
in  the  state,  an  economic  necessity  to  most  physicians. 
CSMS  and  NCHMA  both  run  extensive  legislative 
information  and  lobbying  operations  designed  to 
improve  the  economic  status  of  member  doctors.  . . . 

“NHCMA  and  CSMS  intervene  on  behalf  of  their 
members  with  third  party  payors,  hospitals  and 
malpractice  insurance  carriers,  to  protect  the  econom- 
ic interest  of  their  members.  Both  associations,  like 
AMA,  conduct  meetings  on  practice  management  and 
the  socio-economics  of  health  care,  conduct  studies 
into  the  economic  interest  to  physicians,  such  as 
malpractice  liability,  and  publish  magazines  and 
newsletters  to  keep  members  abreast  of  issues  of 
economic  interest  to  them. 

“In  addition,  CSMS  publishes  a ‘relative  value 
scale’  which  assists  members  in  establishing  fees, 
operates  a free  placement  service  for  its  members,  and 
has  brought  suit  on  behalf  of  its  members  to  enjoin 
implementation  of  an  insurance  program  allegedly 
harmful  to  their  economic  interests.  NHCMA 
employs  a public  relations  firm  to  enhance  member 
physicians’  prestige  and  is  forming  a prepaid  health 
plan  in  which  only  NHCMA  members  can  partici- 
pate.” 

Ill 

Respondents’  Restriction  of  Solicitation 
and  Advertising  Violates  the  Section  V 
of  the  Federal  Trade  Commission  Act 

“AMA  has  promulgated,  interpreted  and  enforced 
principles  of  ethics  which  prohibit  solicitation  of 
patients  by  physicians  and  which  restrict  all  forms  of 
advertising  to  an  absolute  minimum.  CSMS, 
NHCMA,  AMA’s  other  member  medical  societies 
and  others  have  acted  in  concert  with  AMA  to  adopt, 
abide  by,  and  enforce  these  restrictions  on  solicitation 
and  advertising.  . . . This  long-standing  practice 
precludes  open  competition  among  doctors  on  the 
basis  of  price,  quality  and  service.  Consequently, 
consumers  are  deprived  of  the  benefits  of  competi- 
tion, including  competitive  pricing  and  basic  informa- 
tion necessary  to  the  informed  choice  and  purchase  of 
doctors’  services. 

“Under  the  present  system  established  by  AMA  and 
its  member  societies,  there  is  no  practical  way  for 
most  consumers  to  gain  answers  easily  to  the 
following  relevant  questions  before  committing 


themselves  to  a visit  (probably  fee-paying)  to  a 
doctor’s  office: 

(a)  What  are  the  usual  fees  for  commonly  used 
services  performed  by  the  doctor,  such  as  a routine 
physical  examination,  office  visit,  blood  test,  cardio- 
gram, chest  X-ray,  etc.? 

(b)  Does  the  physician  accept  Medicare  or  other 
health  insurance  specified  fee  allowances,  or  does  the 
physician  charge  more  than  the  specified  allowance? 

(c)  Does  the  physician  accept  credit  cards,  Medi- 
care, Medicaid,  unior  or  private  insurance  plan 
payment? 

(d)  Does  the  physician  require  the  patient  to  pay 
him  and  then  seek  reimbursement  from  the  patient’s 
health  insurance  plan,  or  will  the  physician  accept 
payment  directly  from  the  insurance  plan? 

(e)  How  much  time  does  the  physician  spend  on 
the  average  with  a patient  in  an  office  visit? 

(0  Does  the  physician  make  house  calls? 

(g)  What  are  the  names  of  the  physicians  working 
for  health  plans  and  what  are  their  backgrounds? 

(h)  What  is  the  average  office  waiting  time  of 
patients? 

(i)  What  special  testing  equipment  does  the 
physician  have  in  his  office  (e.g..  X-ray  machine, 
cardiac  tread  mill  measuring  device,  etc.)? 

(j)  Does  the  physician  employ  paramedical  person- 
nel? 

(k)  From  what  medical  school  did  the  physician 
graduate? 

(l)  What  post-medical  school  residencies  and  other 
postgraduate  training  does  the  physician  have? 

(m)  Is  the  physician  board -certified  in  a specialty? 

(n)  What  hospital  affiliations  does  the  physician 
have? 

(o)  What  particular  surgical  or  medical  procedures 
does  the  physician  perform  most  frequently? 

(p)  Does  the  physician  speak  any  foreign  lan- 
guages? 

(q)  Where  possible  does  the  physician  prescribe 
medications  under  their  lower-cost  generic  names 
rather  than  their  brand  names? 

“The  list  could  go  on.  The  fact  is  that  consumers  of 
physician  services  are  provided  publicly  with  virtually 
no  information  upon  which  to  choose  a doctor,  and 
medical  societies  generally  do  not  give  out  informa- 
tion about  a doctor’s  prices.  In  addition,  there  are  a 
substantial  number  of  persons  who  are  reluctant  and 
somewhat  embarrassed  to  discuss  the  subject  of  price 
directly  with  their  doctor.  The  only  information 
readily  available  is  the  name,  address  and  perhaps  the 
specialty  of  fee-for-service  physicians  contained  in  the 
telephone  directory,  and  whatever  information  the 
consumer  may  glean  by  word  of  mouth  from  relatives 
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or  friends.  This  means  that  doctors  have  very  little  of 
the  normal  free  market  pressure  on  them  to  lower 
their  prices  or  offer  special  services  to  meet  competi- 
tion from  other  doctors  who,  were  it  not  for  AMA’s 
restrictions,  would  have  the  option  of  advertising 
more  attractive  prices  and  services.” 

AMA’s  Principles  and  Interpretations 

“Section  5 of  AMA’s  Principles  . . . states  that  a 
physician  ‘should  not  solicit  patients’.  This  is  one  of 
the  most  severe  prohibitions  on  competition  there  can 
be  since  it  means  that  physicians  are  not  to  compete 
for  the  business  of  each  other’s  clientele.  In  short,  it  is 
an  allocation  of  customers — in  any  other  business  is 
illegal  per  se.  Advertising  is  one  principal  method  of 
solicitation.  AMA’s  Judicial  Council  interpretations 
restrict  virtually  all  means  of  physician  advertising. 
Essentially  a physician  is  allowed  to  divulge  only  his 
name,  address,  telephone  number,  specialty  and  office 
hours.  And  he  may  release  this  very  restricted 
information  only  in  the  ‘accepted  local  media  for 
communication’ — telephone  listings,  office  signs, 
professional  cards  and  dignified  announcements  and, 
then,  only  in  an  extremely  limited  and  tightly 
controlled  fashion.  AMA’s  local  medical  societies, 
which  are  composed  of  competitors  in  the  communi- 
ty, enforce  these  prohibitions  and  determine  whether 
a particular  release  of  information  constitutes 
unethical  advertising  or  solicitation.  AMA’s  compo- 
nent societies  also  engage  in  pre-clearance  of 
advertising  and  releases  of  information  to  the  press  by 
physicians.” 

(In  a footnote,  the  FTC  states,  “Virtually  all 
physician  advertising  constitutes  solicitation  since 
advertising  generally  has  as  its  purpose  or  effect  the 
attraction  of  patients.  Respondents,  however,  engage 
in  semantics  by  absolutely  prohibiting  solicitation 
and,  yet,  purport  to  allow  certain  restricted  forms  of 
advertising  which  they  deem  not  to  be  solicitation. 
Respondents  have  cast  themselves  in  the  Solomon- 
like  role  of  determining  on  an  ad  hoc  basis  what 
advertising  constitutes  forbidden  solicitation.  Thus, 
local  medical  society  ethics  committees  are  encour- 
aged to  make  subjective  decisions  as  to  what 
advertising  by  a competitor-physician  constitutes 
unethical  solicitation.”) 

“ . . . The  medical  profession  must  oppose  any 
prepayment  or  postpayment  program  that  might 
result  in  advertising  or  solicitation  of  patients.  . . . 
These  opinions  and  many  others  prohibit  solicitation 
and  severely  restrict  all  modes  by  which  a physician 
may  advertise  his  services  to  the  public  and  his  fellow 
physicians. 

“ . . . AMA  regularly  renders  formal  and  informal 
interpretations  of  the  Principles  for  state  and  local 
societies,  individual  physicians,  hospitals,  other 
health  care  providers,  medically  related  businesses 


and  the  public  in  general.  It  also  provides  assistance 
and  encouragement  to  local  medical  societies  relating 
to  their  initial  enforcement  against  advertising  solici- 
tation. 

“To  show  how  these  principles  and  interpretations 
have  been  applied,  complaint  counsel  (FDA)  will 
introduce  documentary  evidence  from  the  files  of 
AMA,  the  Connecticut  respondents,  and  other 
component  and  constituent  medical  societies  which 
have  acted  in  concert  with  AMA.  Complaint  counsel 
will  also  introduce  the  testimony  of  the  doctors, 
administrators  of  medical  delivery  systems,  and  other 
persons  who  have  felt  the  impact  of  these  restrictions, 
and  the  testimony  of  consumers  who  have  been  kept 
in  ignorance  by  the  challenged  practices.  Examples, 
among  many: 

“ — A chamber  of  commerce  was  advised  by  CSMS 
that  doctors  could  not  participate  in  a senior  citizens’ 
10%  discount  program  since  the  listing  of  physicians 
in  the  program  brochure  would  constitute  unethical 
advertising  or  solicitation. 

“ — A board-certified  ophthalmologist  who  per- 
forms a new  type  of  cataract  removal  procedure  was 
advised  that  he  could  not  advertise  this  procedure  by 
NHCMA  and  was  challenged  for  listing  himself  in  a 
telephone  directory  in  another  community.  This 
occurred  despite  the  fact  that  persons  in  nearby 
counties,  lacking  knowledge  of  his  capability,  might 
have  to  travel  great  distances  to  major  medical  centers 
for  the  same  medical  procedure. 

“ A plan  to  do  physical  examinations  of  munici- 
pal and  county  governments  for  a low  price  of  $50 
was  discouraged  by  AMA.  . . . 

“ — A university  department  head  who  sent  out  a 
brochure  to  other  doctors  in  the  community  announc- 
ing a new  medical  service  to  be  formed  by  the 
university  hospital  and  specifying  the  low  fees  charged 
was  censured.  . . . 

“ — Focal  telephone  companies  have  been  contact- 
ed by  AMA  component  societies  and  dissuaded 
from  publishing  telephone  listings  stating  that  doc- 
tors perform  certain  medical  procedures.  . . . 

“ — Innovative  and  sophisticated  medical  services 
providing  heart  disease  monitoring  and  physical 
fitness  programs  for  business  executives  have  been 
deterred  from  listing  participating  doctors.  . . . 

“ — Doctors  new  to  a community  . . . have  been  ad- 
monished by  AMA  component  societies  for  violating 
AMA’s  ethical  Principles.  . . . 

“ — A pathologist  who  solicited  the  business  of  a 
hospital  by  offering  lower  fees  and  more  services 
than  the  pathologist  then  servicing  the  hospital  was 
admonished.” 

. . . [The  brief  lists  several  more  instances.] 

FTC  maintains  that  these  “restrictions  on  advertis- 
ing and  solicitation  interfere  with  open  price  competi- 
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tion  among  doctors,  hinder  new  physicians  trying  to 
establish  practices  and  thereby  deprive  consumers  of 
the  normal  price  and  other  competitive  advantages  of 
new  entry,  impede  innovation  in  the  delivery  of 
medical  services  to  the  public,  otherwise  restrict 
competition  among  doctors,  and  deprive  consumers 
of  vital  information.”* 

IV 

Respondents’  Restrictions  on  Physicians’ 
Contractual  Relations  Violate 
Section  5 of  the  Federal  Trade  Commission  Act 

“AMA  and  its  component  societies  interfere  with 
contractual  relations  among  physicians  and  third 
parties  in  a variety  of  ways.  The  Principles  . . . reveal 
hostility  to  various  forms  of  contract  practice.”  [A 
footnote:  “AMA  broadly  defines  contract  practice  as 
‘the  practice  of  medicine  under  an  agreement  between 
a physician  or  a group  of  physicians,  as  principals  or 
agents,  and  a corporation,  organization,  political 
subdivision  or  individual,  whereby  partial  or  full 
medical  services  are  provided  for  a group  or  class  of 
individuals  on  the  basis  of  a fee  schedule,  or  for  a 
salary  or  for  a fixed  rate  per  capita’.  AMA  Opinions 
and  Reports  10.”] 

“The  history  of  these  provisions  shows  that  fear  of 
lower  price  competition  from  contract  practitioners 
was  a substantial  motivation  behind  their  adoption. 
Despite  the  conviction  of  AMA  in  1943  for  using 
these  interpretations  to  retard  competition,  the  same 
or  similar  provisions  are  surprisingly  still  found  in  the 
AMA  Opinions  and  Reports.  . . . AMA  and  its 
component  medical  societies  still  occasionally  invoke 
these  ethics  provisions  to  impede  the  growth  of 
contract  practice.  Doctors  are  discouraged  from 
working  under  various  contract  practice  arrange- 
ments; health  plans,  hospitals  and  other  lay  organiza- 
tions are  equally  discouraged  from  employing  doctors 
under  them.  Moreover,  these  ethical  interpretations 
also  influence  doctors  and  contracting  organizations 
to  engage  in  unnecessarily  cumbersome  and  expensive 
organizational  fictions  in  order  to  maintain  physician 
control  over  the  commercial  aspects  of  medical 
practice.” 

Relief 

“A.  Advertising  and  Solicitation 

Respondents  should  be  ordered  to  cease  and  desist 
from  directly  or  indirectly  restricting  or  seeking  to 

*[“AMA  has  acted  in  concert  with  the  Connecticut  respondents 
and  other  societies  to  promulgate  and  enforce  the  challenged 
ethical  principles.  In  addition  to  the  examples  given  above  relating 
specifically  to  the  Connecticut  respondents,  complaint  counsel 
will  introduce  other  examples  applicable  to  CSM  A and  NHCMA 
which  concern  restraints  on  advertising,  solicitation  and  physi- 
cians’ contractual  relations.  It  should  also  be  noted  that  the 
Connecticut  respondents  incorporate  the  AMA  code  of  ethics  as 
one  of  their  own  membership  requirements.”] 


restrict  advertising  or  solicitation  by  physicians.  In 
order  to  close  all  roads  to  the  prohibited  end,  AMA 
should  cease  and  desist  from  directly  or  indirectly 
encouraging  or  suggesting  that  its  constituent  and 
component  societies,  and  other  medical  organiza- 
tions, restrict  advertising  and  solicitation.  AMA 
should  also  be  ordered  to  direct  its  constituent  and 
component  societies  to  cease  and  desist  from 
promulgating  and  enforcing  restrictions  on  advertis- 
ing and  solicitation.  In  addition,  AMA  should  be 
ordered  to  rescind  and  withdraw  all  ethical  provisions 
and  interpretations  in  the  Opinions  and  Reports,  in 
the  Report  on  Physician- Hospital  Relations  1974 
(1975),  and  elsewhere  which  directly  or  indirectly 
restrict  advertising  or  solicitation.  The  Connecticut 
respondents  should  be  ordered  to  rescind  and 
withdraw  all  similar  communications  to  their 
members. 

“The  respondents  should  not  be  permitted  to 
regulate  even  that  physician  advertising  which  is 
allegedly  false  or  deceptive.  Evidence  of  the  respond- 
ents’ conduct  in  applying  ethical  rules  to  advertising 
will  show  that  they  have  not  exhibited  the  necessary 
impartiality  to  determine  what  is  “false  and  deceptive” 
advertising.  Antagonism  toward  vigorous  competi- 
tion could  easily  color  decisions  by  medical  society 
ethics  committees  as  to  the  “false  and  deceptive” 
character  of  physician  advertisements.  In  this  regard, 
it  is  both  fair  and  realistic  to  observe  that  private 
groups  of  competitors,  including  doctors,  often  seek 
to  protect  their  economic  interest  through  concerted 
action. 

“State  and  federal  laws  already  prohibit  false  and 
deceptive  advertising. 

A group  of  private  citizens,  no  matter  how  public 
spirited  or  altruistically  motivated,  may  not 
relegate  to  themselves  the  essentially  governmental 
function  of  determining  the  standards  which  will  be 
applied  . . . and  band  together  to  inhibit  the 
development  of  [entities]  which  meet  governmental 
but  not  their  own  self-imposed  standards. 

Barring  the  respondents  from  regulating  advertis- 
ing is  the  only  relief  that  will  be  effective  in  these 
circumstances. 

“With  respect  to  restrictions  on  solicitation,  we 
noted  earlier  in  this  brief  that  at  a minimum 
respondents  have  a heavy  burden  to  satisfy  in  order 
to  overcome  a presumption  of  illegality.  In  the  un- 
likely event  that  respondents  prove  that  a certain 
type  of  solicitation  is  clearly  contrary  to  the  public 
interest  and  that  there  is  no  danger  of  anticompetitive 
overreaching  by  private  regulation,  the  order  could 
contain  a narrow  exemption  limited  to  that  type  of 
conduct.  Such  exemptions  would  have  to  be  few  in 
number  or  they  could  emasculate  the  basic  thrust  of 
the  order.  Complaint  counsel’s  thinking  is  along 
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similar  lines  in  regard  to  respondents’  restrictions  on 
contact  practice.” 

“B.  Contract  Practice 

Respondents  should  be  ordered  to  cease  and  de- 
sist from  interfering  or  seeking  to  interfere  with 
physicians’  economic  or  commercial  contractual  re- 
lations with  third  parties.  AMA  and,  where  appli- 
cable, the  Connecticut  respondents  should  cease 
and  desist  from  directly  or  indirectly  encouraging  or 
suggesting  such  restrictions  to  their  constituent  and 
component  societies,  or  to  other  medical  organiza- 
tions. AMA  should  also  be  ordered  to  direct  its 
constituent  and  component  societies  to  cease  and 
desist  from  promulgating  and  enforcing  such  restric- 
tions. And  all  ethical  provisions  and  interpretations 
directly  or  indirectly  restricting  physicians’  contractu- 
al relations  of  a commercial  nature  with  third  parties 
should  be  rescinded  and  withdrawn. 

“The  order  should  also  provide  for  AMA  to  publish 
the  order  in  JAMA  and  AMNEWS,  and  for  the 
Connecticut  respondents  to  do  likewise  in  their 
respective  journals  and  publications.  In  addition,  the 
order  should  direct  respondents  to  mail  copies  of  the 
order  to  those  persons  to  whom  they  have  given 
written  advice  in  the  past  ten  years  with  respect  to  the 
challenged  ethics  provisions.  They  should  notify  such 
persons  that  the  ethical  opinions  upon  which  that 


advice  was  based  have  been  withdrawn.  And  the  order 
should  contain  the  usual  provisions  necessary  for  the 
administration  and  enforcement  of  Federal  Trade 
Commission  orders.” 

• • • 

“C.  Legal  Authority 

The  law  is  well-settled  that  Commission  orders 
cannot  be  restricted  to  the  “narrow  line”  of  respond- 
ents’ unlawful  conduct,  but  must  “be  allowed 
effectively  to  close  all  roads  to  the  prohibited  goal,  so 
that  its  order  may  not  be  by-passed  with  impunity.” 

Thus,  the  Commission’s  wide  discretion  in  its 
choice  of  remedies  clearly  extends  to  barring 
otherwise  lawful  practices  which  could  have  the 
practical  effect  of  continuing  unlawful  conduct. 

Complaint  counsel  reserve  the  right  to  request 
further  relief  if,  after  trial  of  this  matter,  the  record 
discloses  that  additional  relief  is  needed  for  an  order 
to  be  truly  effective.” 

• • • 

Conclusion 

For  the  reasons  given  above,  complaint  counsel  will 
prove  at  trial  that  respondents  have  restrained 
competition  in  violation  of  Section  5 of  the  Federal 
Trade  Commission  Act. 


Cnneeded  Tests  Escalate 
Hospital  Care  Costs 

Routine  ordering  of  chest  x-rays  and  electrocardio- 
grams for  all  patients  admitted  to  the  hospital  is  not 
necessary  and  is  adding  to  the  escalating  cost  of 
medical  care.  Dr.  Richard  J.  Jones  declared  in  a 
recent  issue  of  JAMA. 

Dr.  Jones  is  director  of  the  AMA’s  Division  of 
Scientific  Activities. 

There  is  little  doubt,  he  said,  that  the  inclination  to 
ever  more  elaborate  testing  has  been  fostered  by  third- 
party  payment,  which  insures  that  neither  the  patient 
nor  the  physician  suffers  any  loss,  and  perhaps  gains  a 
remote  benefit  from  extra  testing. 

The  situation  is  aggravated  by  the  physician's 
awareness  that  he  may  be  challenged  in  a malpractice 
suit  as  to  why  he  did  not  order  a certain  test,  so  he 
may  order  beyond  medical  requirements,  the  AMA 
executive  pointed  out. 

“Much  could  be  said  about  the  need  for  teaching 


house  officers  and  medical  students  the  importance  of 
economy  in  the  planning  of  a medical  workup  and  in 
the  administration  of  treatment.” 

House  doctors  order  many  routine  tests  because 
they  fear  the  criticism  of  the  attending  physician,  who 
may  question  why  a certain  procedure  wasn’t  done, 
said  Dr.  Jones. 

The  routine  ordering  of  tests  is  part  of  the  reason 
why  hospital  costs  are  increasing  so  dramatically,  he 
said. 

“There  is  no  doubt  that  routine  testing  does  detect 
some  early  disease  that  would  otherwise  go  unrecog- 
nized, but  whether  this  prolongs  life  or  even  improves 
the  quality  of  life  in  a substantial  number  of  patients 
is  the  basic  question.  Should  the  answer  be  affirma- 
tive, then  society  will  have  to  decide  how  many 
routine,  normal  tests  are  worth  doing  for  a predicta- 
ble reduction  in  illness  and  death.” 
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Profession,  Patient,  Compassion,  Consent: 
Meditations  on  Medical  Philology* * 

EDMUND  D.  PELLEGRINO,  M.D. 


The  commencement  address  is  the  last  penance  a 
school  imposes  on  its  graduates.  It  is  a parting 
reminder  that  a little  pain  accompanies  even  the  good 
things  in  life.  There  must  be  some  little  feeling  of  guilt, 
however,  since  an  outsider  is  customarily  asked  to 
teach  this  final,  and  dubious,  lesson. 

I have  no  justification  for  thus  being  the  instrument 
of  your  discomfiture  beyond  my  inability  to  resist  an 
invitation  to  indulge  in  some  middle-aged  moralizing. 

I hope  you  will  accept  these  musings  in  good  grace. 
After  all,  the  amnesia  for  the  speaker’s  name  and 
topic  which  customarily  attends  these  gatherings  will 
mercifully  erase  the  residual  pain,  and  leave  only  the 
pleasant  memory  of  your  own  graduation. 

To  restrain  my  prolixity  I will  keep  before  me  the 
advice  of  the  author  of  Ecclesiastes: 

“.  . . Let  your  words  be  few,  for  nightmares 
come  with  many  cares  and  a fool’s  utterance 
with  many  words.” 

5,2:3 

But  before  my  “utterance,”  I have  the  pleasant 
privilege  of  congratulating  all  of  you — families, 
faculty  and  graduates.  This  is  truly  a moment  of 
genuinely-shared  pride  and  accomplishment — and 
not  a little  relief  that  another  part  of  your  Sisyphean 
progress  toward  becoming  a physician  is  successfully 
completed. 

To  the  graduates,  I extend  my  warmest  welcome  to 
the  company  of  professed  healers.  That  is  precisely 
what  some  of  you  are  about  to  become — those  who 
consciously  make  the  public  declaration  signified  by 
taking  the  oath  and  accepting  the  medical  degree.  I 
say  some  of  you  deliberately,  because  some  instead 
will  merely  be  passive  recipients  of  a diploma,  and  will 
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intone  the  Oath  mindlessly  with  reservations  or 
perhaps  not  at  all. 

I will  ask  you  now  to  reflect  on  this  distinction  and 
decide,  in  this  little  pause  before  the  Oath  is 
administered,  what  your  personal  choice  will  be.  It  is, 
after  all,  more  than  incidental  that  entry  into  medicine 
has  traditionally  included  two  public  acts:  awarding  a 
degree,  which  confers  privileges  and  therefore 
obligations,  and  taking  an  oath.  Both  are  outward 
signs  of  an  inner  commitment — a commitment 
fundamental  to  becoming  a professed  healer.  This 
commitment  is  far  more  crucial  than  either  the  form, 
or  the  content  of  any  oath.  It  is  the  awesomeness  of 
this  public  declaration  that  justifies  this  meditative 
pause. 

To  assist  your  meditation,  I must  engage  your 
attention  on  a subject  distasteful  to  many  of  our 
contemporaries — the  rehabilitation  and  resuscitation 
of  the  pristine  meanings  to  a few  key  words.  These 
are  words  you  and  your  patients  will  use  in  every  day 
of  your  professional  life.  The  quality  of  your 
commitment  as  a healer  resides  in  how  you  live  what 
these  words  mean. 

1 will  justify  my  little  foray  into  medical  philology 
by  recourse  to  two  quotations.  One  is  from  Ben 
Jonson: 

“Wheversoever  manners  and  fashions  are 
corrupted,  language  is.  It  imitates  the  public 
riot.”1 

For  those  of  you  with  a more  behaviorist,  than  a 
literary  taste,  I quote  Ashley  Montagu: 

“.  . . the  world  we  perceive  is  the  world  we  see 
through  words.  . . hence  the  importance  of 
teaching  language  not  so  much  as  grammar  as 
behavior.”2 

Whether  morals  corrupt  language,  or  language 
morals,  I leave  you  to  decide. 
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The  words  I want  to  rehabilitate  are  these  four: 
profession,  patient,  compassion,  and  consent.  You  all 
imagine,  of  course,  that  you  know  what  they  mean. 
But  language,  as  Jean  Paul  said  is  . a cloud  which 
everyone  sees  in  a different  shape.”3  It  may  not  be 
altogether  useless,  therefore,  to  ask  you  to  contem- 
plate the  shape  of  the  clouds  your  own  language 
makes. 

Perhaps  the  subtlest  form  of  violence  in  our  world 
is  the  crime  of  verbicide,  the  cold-blooded  and  even 
premeditated  mangling,  torturing,  ravaging,  and 
murdering  of  once-worthy  words.  The  verbicides  are 
everywhere,  in  our  written  and  spoken  media,  in 
conversation,  and  even  in  dictionaries.  To  sensitive 
ears,  the  screams,  moans,  and  plaintive  cries — the 
noise  of  dying  words — is  all  around  us.  Max  Picard, 
the  physician-philosopher,  says,  “Man  is  mute,  but 
never  silent.  Verbal  noise  fills  all  space  but  it  does  not 
touch  the  mind  and  spirit.”4  1 hope  these  reflections 
on  words  will  touch  your  mind  and  spirit. 

The  four  words  I have  chosen  all  have  Latin  deriva- 
tions, another  source  for  disdain  of  my  subject. 
Latinity  is  no  longer  respectable,  since  it  is  easier  to 
ignore  what  we  do  not  comprehend.  These  four  words 
entered  the  Anglo-Saxon  language  in  that  period  of 
massive  infusion  of  foreign  words  which  followed  the 
Norman  Conquest.  They  enriched  the  language 
because  they  expressed  certain  precise  notions.  These 
original  meanings  have  been  corrupted  over  the 
centuries  as  the  feeling  for  words  has  declined. 

Let  me  try  to  rescue  those  meanings  since  both  Ben 
Jonson  and  Ashley  Montagu  are  right — we  do  act  in 
accordance  with  what  we  think  words  mean,  and 
when  our  acts  become  morally  dubious,  we  do  distort 
their  meanings  to  suit  the  aberrant  act.  What  the 
enthusiasts  for  laxity  of  language  see  as  enrichment 
may,  in  fact,  be  a mere  excuse  for  submerging  the 
stronger,  and  richer,  earlier  meaning. 

I)  Pro-fession5 

The  first  word  is  profession.  With  the  receipt  of 
your  degree,  each  of  you  officially  becomes  a member 
of  a profession.  In  sociological  terms,  you  join  a body 
of  individuals  sharing  certain  specific  knowledge, 
rules  of  conduct,  ideals  and  entry  requirements.  Some 
will  emphasize  their  entry  to  a privileged  social  group 
entitled  to  a certain  respect,  a wide  discretionary 
space  in  decision-making  and  considerable  authority 
over  others.  The  more  crass  may  even  rejoice  in  the 
license  to  set  and  charge  fees  for  what  only  yesterday 
they  did  for  nothing. 

While  each  of  these  construals  of  the  word  has  a 
certain  truth,  the  original  meaning  is  much  more 
powerful,  and  specific,  to  being  a physician.  It  comes 
from  the  Latin  word  profiteri,  to  declare  aloud,  to 
make  a public  avowal.  It  entered  English  in  the 
thirteenth  century  or  thereabouts,  to  signify  the  act  of 


public  avowal  and  entry  into  a religious  order.  It  was 
a public  declaration  of  belief  and  an  intent  to  practice 
certain  ideals.  In  the  sixteenth  century,  it  included  the 
public  declaration  of  possession  of  certain  skills  to  be 
placed  in  the  service  of  others,  as  in  the  profession  of 
medicine,  law,  or  ministry.  The  word  was  visibly 
distorted  in  the  nineteenth  century  when  the  language 
of  an  industrial  society  infected  our  parlance.  A 
profession  became  simply  a prestigious  occupation. 
Instead  of  commitment,  we  began  to  talk  of 
efficiency,  productivity,  utility — in  Marxist  as  well  as 
capitalist  societies. 

If  you  consciously  accept  your  degree — if  you  do 
not  merely  have  it  conferred  upon  you — you  will 
make  a public  avowal  that  you  possess  competence  to 
heal  and  to  do  so  for  the  benefit  of  those  who  come  to 
you.  In  that  declaration,  you  bind  yourself  publicly  to 
competence  as  a moral  obligation,  not  simply  a legal 
one;  you  place  the  well-being  of  those  you  presume  to 
help  above  the  personal  gain  you  may  receive  from 
them.  If  these  two  considerations  do  not  shape  every 
medical  act  for  the  rest  of  your  lives  in  every 
encounter  with  your  patient,  your  “pro-fession” 
becomes  a lie.  You  are  a fraud  and  your  whole 
enterprise  is  undiluted  hypocrisy. 

These  are  strong  words,  but  they  derive  ineluctably 
from  the  expectations  you  engender  in  others  when 
you  make  your  profession,  your  personal  and 
voluntary  acceptance  of  the  obligations  you  signify 
publicly  you  are  willing  to  assume  when  you  accept 
the  medical  degree.  That  is  the  essence  of  the  Oaths — 
whether  of  Hippocrates,  Maimonides,  or  any  of  the 
others — traditionally  administered  at  graduations. 
These  oaths  are  not  meaningless  condescensions  to 
tradition,  but  living  witnesses  to  society  of  a life-long 
commitment. 

A few  years  ago,  it  was  popular  for  medical 
graduates  to  refuse  to  take  any  oath.  To  their  credit 
they  took  the  oath  seriously  enough  to  resist  when 
they  could  not  agree  with  its  content.  I hope  the  more 
placid  acquiescence  of  today  is  not  evidence  of  moral 
lassitude  or  lack  of  courage  to  dissent. 

You  re-make  your  pro-fessions  every  time  you  dare 
to  offer  yourself  to  a patient.  The  obligation  is 
ineluctable.  It  leaves  little  room  to  excuse  incompe- 
tence, selfishness,  or  even  legitimate  personal  con- 
cerns like  fatigue,  lack  of  time,  or  the  demands  of 
family.  Nor  can  it  condone  the  prevalent  bureaucratic 
ethos  which  buries  individual  acts  in  the  faults  of 
society,  the  institution,  or  the  team.  We  must  not  be 
“auxiliary  bureaucrats,”  the  term  Gabriel  Marcel  used 
for  those  in  a mass  society  who  excuse  themselves  as 
mere  functionaries.6 

If  our  pro-fessions  had  been  authentic  in  the 
pristine  sense,  we  would  now  have  less  malpractice, 
governmental  regulation  and  consumerism  to  worry 
about.  I submit  that  it  is  in  the  actual,  or  perceived 
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failure  to  act  in  accordance  with  the  full  meaning  of 
profession  which  underlies  much  of  the  public 
disquietude  with  medicine  today. 

II)  Patient 

The  next  word  to  examine  is  patient,  another  badly 
tortured  word  whose  original  meaning  has  also  been 
seriously  attenuated.  The  Latin  root  is  patior-pati — to 
suffer,  to  bear  something.  It  was  first  used  in  its 
medical  sense  by  Chaucer.  A person  becomes  a 
patient  when,  in  his  perception  of  his  own  existence, 
he  passes  some  point  of  tolerance  for  a symptom  or  a 
debility  and  seeks  out  another  person  who  has 
declared  that  he/ she  can,  and  will,  help.  The  patient 
bears  and  suffers  something,  and  his  expection  is  that 
every  act  of  the  physician  will  be  to  relieve  him  of  that 
burden  and  restore  his  lost  wholeness — which  is, 
incidentally,  the  meaning  of  the  Anglo-Saxon  word 
“heal.” 

The  patient,  therefore,  is  a petitioner,  a human  in 
distress,  and  an  especially  vulnerable  one.  He  enters  a 
relationship  of  inequality.  He  is  in  pain,  anxious, 
lacking  in  the  knowledge  and  skill  necessary  to  heal 
himself  or  to  make  the  decision  about  what  it  is  best 
for  him  to  do.  The  person  who  has  become  a patient 
thus  loses  some  of  the  most  precious  of  human 
freedoms — freedom  to  move  about  as  he  wishes,  to 
make  his  own  decisions  rationally,  and  freedom  from 
the  power  of  other  persons.  The  patient  bears  in  a real 
sense,  the  burden  of  a wounded  and  afflicted 
humanity. 

The  patient  is  not  a “client,”  a word  I see  appearing 
with  distressing  frequency  in  medical  and  medico- 
legal writing.  Client  is  from  the  word  cliens  and  has  a 
lineage  dating  back  to  Roman  times.  It  referred  to  a 
plebeian,  and  in  the  middle  ages  a vassal,  under  the 
protection  of  a patrician  or  Lord.  The  client  paid 
certain  homage  and  performed  services  to  the  Lord  in 
return  for  his  protection.  Today,  the  client  is  a 
customer.  It  is  alarming  to  see  how  the  spirit  of  this 
word  has  come  to  pollute  the  relationship  of 
physicians  and  patients  and  how  insensitive  we  have 
become  to  the  original  sense  of  what  it  means  to  be  a 
patient. 

Physicians  all  too  frequently  interpret  the  term  to 
mean  long-suffering,  or  enduring  trouble  without 
discontent  or  complaint — a trait  they  ascribe  to 
“cooperative”  patients.  There  are  even  a few  physi- 
cians who  see  patients  as  their  vassals,  paternalistical- 
ly  protecting  them  in  the  distorted  notion  of  their  own 
moral  authority,  making  decisions  for,  rather  than 
with,  the  patient  and  demanding  compliant  behavior 
from  those  they  serve.  We  even  talk,  in  a distorted 
way,  of  educating  patients,  meaning  that  they  must 
conform  to  our  notions  of  how  to  behave  in  illness. 

Think  now  of  the  obligations  you  incur  when  you 


make  a profession  in  the  presence  of  a person  who  has 
become  a patient.  Reflect  upon  it  daily  as  you  become 
impatient  yourselves,  or  regard  those  who  bear  their 
burdens  to  you  with  the  proprietary  interest  of  a Lord 
seeing  a vassal. 

Ill)  Compassion 

If  we  understand — and  feel — the  full  meaning  of 
the  word  patient,  then  we  can  also  understand 
another  word  so  often  tortured  on  the  rack  of 
misuse — compassion.  This  word  is  simply  a deriva- 
tion of  the  same  root,  patior  which  gives  us  the  word 
patient.  It  means  literally,  to  suffer  with,  to  bear 
together,  to  share  in  another’s  distress  and  be  moved 
by  desire  to  relieve  it. 

Compassion  is  not  some  facile  combination  of 
talents  in  public  relations  under  the  rubric  of  bedside 
manner;  nor  is  it  some  mystical  quality  or  charisma 
which  radiates  only  from  the  gifted;  nor,  again,  is  it 
synonymous  with  mawkish  or  demeaning  pity  for  the 
sick,  or  a saccharine  piety  and  self-righteousness. 
These  construals  are  all  offensive  to  true  compassion 
and  an  insult  to  the  wounded  humanity  of  the  patient. 

Compassion  means  genuinely  to  feel  the  existential 
situation  of  the  person  who  is  bearing  a burden,  who 
has  undergone  the  insult  to  his  whole  being  which 
sickness  portends,  and  to  feel  as  much  as  possible  his 
state  of  being.  We  can  never  enter  wholly  into  the 
state  of  being  of  another  human.  But  we  must  strive 
with  all  our  might  to  feel  it  to  the  fullest  extent  our 
sensibilities  will  allow.  It  is  our  failure  to  feel  along 
with  the  patient  that  leads  to  the  complaint  of 
humiliation  and  being  demeaned  we  hear  so  often 
today.  Martin  Buber  put  it  very  well; 

“Consider  the  relation  of  doctor  to  patient.  It  is 
essential  that  this  be  a real  human  relation 
experienced  with  the  spirit  by  the  one  who  is 
addressed;  but  as  soon  as  the  helper  is  touched 
by  the  desire  in  however  a subtle  form  to 
dominate  or  enjoy  his  patient  or  to  treat  the 
latter’s  wish  to  be  dominated  or  enjoyed  by  him 
other  than  as  a wrong  condition  needing  to  be 
cured,  the  danger  of  falsification  arises  besides 
which  all  quackery  appears  peripheral  ”7 


IV)  Con-sent 

If  we  understand  the  full  flavor  of  meanings  of  pro- 
fession, patient,  and  compassion,  then  we  can  easily 
understand  the  last  word  so  prevalent  in  current  legal 
and  moral  discourse — con-sent.  Here,  the  Latin  root 
is  sentire,  a word  which  has  two  senses.  One  is 
emotional  and  physical  and  means  to  feel.  Therefore, 
consent  is  to  feel  together.  And,  the  other  sense  is 
intellectual,  to  know  something  together. 
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Con-sent  grows  out  of  a human  interaction  between 
someone  who  seeks  to  know  what  to  do,  and  one  who 
advises  what  should  be  done.  It  is  not  the  mere 
satisfaction  of  some  legal  formality,  a signature  on  a 
piece  of  paper  duly  witnessed.  It  demands,  rather,  that 
the  action  to  be  taken  arise  from  the  ground  between 
the  patient  and  physician.  Both  must  feel  the  action  is 
the  right  one,  and  agree  on  the  basis  of  knowledge 
that  it  is  a rational  choice  as  well. 

It  is  not  appropriate  to  undertake  a detailed 
consideration  of  the  moral  and  legal  dimensions  of 
consent  which  has  become  such  a tendentious  issue  in 
medical  relationships.  I wish  only  to  underscore  that 
the  word  demands  a joint  and  not  a unilateral 
experience;  it  cannot  be  valid  where  one  party — 
physician  or  patient — decides  for  another;  it  does 
demand  that  both  parties  feel  the  decision  as  their 
own. 

Consent  of  this  quality  is  morally  indispensable  if 
we  only  think  of  the  vulnerable  state  of  the  patient 
and  the  inequality  of  the  relationship  with  the 
physician.  The  obligation  to  obtain  con-sent  flows 
from  the  fact  of  being  a pro-fessed  healer,  one  who 
purports  to  repair  wounded  humanity.  The  physician 
must  restore  as  much  of  the  patient’s  lost  freedom  as 
possible.  That  means  making  available  the 
knowledge — the  alternatives  and  probabilities — 
necessary  to  a free  and  human  decision  to  take  one 
course  as  opposed  to  another,  or,  to  reject  what  the 
physician  proposes. 

It  has  been  said  that  one  picture  can  replace  a 
thousand  words.  But  we  forget  that  one  word  can  also 
paint  a thousand  different  pictures  in  our  minds. 
Pictures  are  static  while  words  undergo  constant 
change.  If  we  destroy  a painting,  it  no  longer 


communicates;  if  we  mutilate  a word,  it  still  has  great 
power  and  can  corrupt,  where  once  it  enhanced 
human  existence. 

It  is  now  time  to  take  the  advice  of  the  skeptical  but 
wise  author  of  Ecclesiastes  “Better  is  the  end  of  the 
speech  than  its  beginning.”  7:9 

The  merciful  amnesia  of  which  I spoke  at  the  outset 
may  have  already  come  upon  you,  and  my  name  and 
my  message  may  even  now  be  falling  into  the  least 
accessible  recesses  of  your  cerebrums.  But,  if  even 
once  in  the  years  ahead  you  remember  some  shred  of 
this  meditation  on  common  words,  if  just  once  the 
richness  and  challenges  of  their  pristine  sense 
modifies  your  behavior  with  a patient,  I will  feel  ex- 
cused for  having  intruded  upon  the  joy  of  your  ac- 
complishment today.  You  may  even  come  to  think  the 
penance  of  this  commencement  address  worthwhile. 
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The  Limits  of  Science 

I do  not  know  what  I may  appear  to  the  world,  but  to  myself  I seem  to  have 
been  only  like  a boy  playing  on  the  seashore,  and  diverting  myself  in  now  and 
then  finding  a smoother  pebble  or  a prettier  shell  than  ordinary,  whilst  the  great 
ocean  of  truth  lay  all  undiscovered  before  me. 

— Sir  Isaac  Newton,  1727 
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Connecticut’s  OB/GYNs  on  Abortion: 
A Two  Year  Follow-up  Study 

GLENN  AFFLECK,  PH  D.  AND  AGNES  THOMAS 


ABSTRACT — Results  of  a two  year  follow-up  study 
of  the  attitudes  toward  abortion  of  OB/GYNs 
practicing  in  Connecticut  are  reported  and  discussed. 
Identical  attitude  scales  were  administered  to  177 
physicians  during  the  spring  of  1975  and  to  a random 
sample  of  57  of  these  physicians  two  years  later. 
Results  indicated  a shift  in  attitudes  toward  a more 
conservative  position  on  abortion,  even  among  those 


It  cannot  be  denied  that  the  practice  of  abortion  has 
presented  some  of  the  more  controversial  social,  legal 
and  ethical  dilemmas  of  the  current  decade.  Certainly 
the  years  following  the  1973  Supreme  Court  decision 
in  Roe  v.  Wade  have  not  witnessed  a diminishment  of 
the  often  polemical  and  occasionally  enlightened 
public  debate  over  abortion  policies.  Indeed,  it  may 
be  observed  that  the  discussion  of  abortion  has 
assumed  even  greater  proportions  in  the  public  forum 
in  part  due  to  the  very  fact  that  the  1973  ruling  raised 
as  many  questions  as  it  resolved.1  The  Edelin  trial,  the 
recent  Supreme  Court  judgments  in  Beal  v.  Doe  and 
Maher  v.  Roe  that  neither  the  Constitution  nor  the 
1965  Medicaid  Act  require  states  to  fund  nonthera- 
peutic  abortions,  and  the  subsequent  efforts  of 
Congress  and  the  States  to  limit  the  use  of  public 
monies  to  support  abortion  except  in  cases  judged 
“medically  necessary”  are  significant  markers  of  the 
continuing  uncertainty  over  public  policy  on  abor- 
tion. 

In  the  Spring  of  1975,  following  the  passage  of 
legislation  in  Connecticut  conforming  to  the  1973 
Supreme  Court  decision,  investigators  at  the  Univer- 
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who  were  ardent  proponents  of  liberalized  regulations 
in  1975.  Members  of  the  study  sample  as  a group 
continue  to  support  the  availability  under  law  of 
abortions  judged  “medically  necessary.”  However, 
most  are  now  disinclined  to  support  the  legalization 
of  abortion  under  various  personal/social  circum- 
stances. 


sity  of  Connecticut  Health  Center  interviewed  most  of 
Connecticut’s  OB/GYNs  to  determine  their  attitudes, 
concerns,  and  practices  with  respect  to  abortion.  At 
that  time,  most  were  apparently  in  favor  of  the  new 
regulations,  but  many  expressed  cautious  concern 
over  the  possibility  of  undesirable  future  develop- 
ments such  as  excessive  reliance  on  abortion  as  a 
method  of  birth  control.  In  order  to  ascertain  the 
stability  of  abortion  attitudes  among  this  population 
following  two  years  of  practice  under  liberalized 
regulations,  we  contacted  a random  sample  of  these 
physicians  in  the  Spring  of  1977,  and  requested  that 
they  complete  an  abbreviated  form  of  the  interview 
schedule.  Comparative  data  from  the  1975  and  1977 
protocols  are  presented  and  discussed  in  this  paper. 

Methodology 

Selection  and  Characteristics  of  the  Study  Sample 

Initial  interviews  were  conducted  between  March 
and  October,  1975,  by  two  interviewers.1  All  physi- 
cians registered  as  specialists  in  Obstetrics/ Gynecol- 
ogy in  Connecticut  (except  those  who  had  been 
interviewed  in  a pilot  study)2  were  asked  to  participate 
in  a personal  interview  concerning  their  attitudes  and 
practices  with  respect  to  abortion.  Data  were 
provided  by  1 77  of  249  OB/GYNs  (70.1%),  either  via 
the  personal  interview  or  by  completion  of  portions  of 
the  interview  schedule  by  mail. 

A stratified  random  sample  of  61  physicians  whom 
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we  interviewed  in  1975  were  selected  for  the  June, 
1977,  follow-up  study.  Three  strata  were  constructed 
from  the  1975  respondents  on  the  basis  of  their 
responses  to  a semantic  differential  scale3  designed  to 
measure  a general  evaluative  attitude  towards 
abortion.  Fifty  percent  of  respondents  were  randomly 
selected  as  candidates  for  the  follow-up  study  from 
each  of  three  attitude  groups:  (I)  an  anti-abortion 
group  (N  = 12);  (II)  an  ambivalent  group  (N  = 27);  and 
(III)  a pro-abortion  group  (N  = 22).  Of  these 
candidates,  57  OB/GYNs  (93.4%)  provided  data  for 
the  follow-up  investigation  by  returning  mail-out 
questionnaires,  a result  which  indicated  a high  level  of 
interest  in  the  study. 

Characteristics  of  the  study  sample,  based  on  1975 
data,  may  be  summarized  as  follows:  The  mean  age  of 
the  sample  was  50.82  years  with  a range  of  33  to  70 
years.  An  average  of  35%  time  in  obstetrics  and  65% 
time  in  gynecology  characterized  the  distribution  of 
clinical  activities  in  the  study  sample.  Twenty-one 
percent  of  the  sample  identified  themselves  as 
Catholics,  3 1 .5%  as  Protestants,  and  3 1 .5%  as  Jewish. 
During  1974,  according  to  the  State  Health  Depart- 
ment records,  60.6%  of  the  study  sample  performed 
at  least  one  abortion  and  45.6%  performed  more  than 
20  abortions.  No  data  were  collected  on  numbers 
of  abortions  performed  since  1974. 

The  Survey  Instrument 

Two  self-completion  scales  were  included  in  the 
survey  package:  (a)  an  abortion  circumstances 
scale,  and  (b)  an  abortion  opinionnaire. 

The  abortion  circumstances  scale  presented  re- 
spondents with  13  circumstances  under  which  a 
woman  might  request  an  abortion: 

1.  Threat  to  mother’s  life 

2.  Rape 

3.  Incest 

4.  Threat  to  mother’s  physical  health 

5.  Threat  to  mother’s  mental  health 

6.  Risk  of  fetal  abnormality  (physical) 

7.  Risk  of  fetal  abnormality  (mental) 

8.  Too  old 

9.  Too  young 

10.  Financial  hardship 

11.  Disruption  to  career/education 

12.  Unmarried 

13.  Does  not  want  more  children 

Two  response-dimensions  were  presented  for 
each  circumstance:  (1)  extent  of  personal  approval 
on  a four-point  scale  of  1 - strongly  disapprove, 
2 - moderately  disapprove,  3 - moderately  approve, 
and  4 - strongly  approve;  and  (b)  agreement  or  dis- 
agreement with  legalization  of  abortion  for  the 
stipulated  circumstance. 

The  abortion  opinionnaire  was  designed  to  eval- 
uate the  degree  of  agreement  with  eighteen  state- 


ments derived  from  the  interviews  of  OB-GYNs  in 
an  earlier  pilot  study  (e.g.  “Abortions  are  too  easily 
obtained  today”;  “Abortion  is  overly  used  as  a 
method  of  birth  control”;  “Abortion  should  be  avail- 
able on  demand”;  “No  abortions  ought  to  be  per- 
mitted during  the  third  trimester.”)  Again  a four- 
point  scale  measuring  degree  of  agreement  with 
these  statements  was  provided  for  each  abortion 
opinionnaire  item  (1  - strongly  disagree;  2 - moder- 
ately disagree;  3 - moderately  agree;  4 - strongly 
agree). 

Results 

Results  of  the  two  attitude  measures  are  presented 
separately  below.  Comparisons  between  the  1975  and 
1977  data  for  the  total  study  sample  and  the  three 
attitude  subgroups  (anti-abortion;  ambivalent;  and 
pro-abortion)  created  from  the  1975  semantic 
differential  analysis  are  considered  and  evaluated  for 
significance  of  change.  Whereas  it  is  possible  that  due 
to  a correlation  between  the  semantic  differential  and 
attitude  data  from  the  other  two  measures,  any 
findings  of  significant  attitude  changes  within  Groups 
I and  III  may  be  an  artifact  of  “regression  to  the 
mean,”  it  is  doubtful  that  this  phenomenon  applies 
here,  given  the  consistent  results  that  all  significant 
changes  within  Groups  I and  III  were  in  the  same 
direction. 

Abortion  Circumstances  Scale.  Whereas  most  of 
the  average  personal  approval  scores  did  not  change 
significantly  over  the  two  year  period,  the  study 
sample’s  evaluation  of  three  circumstances  did  yield 
significant  changes  in  attitudes  indicative  of  declining 
approval  between  1975  and  1977.  Total  sample  mean 
differences  were  found  for  two  circumstances: 
“disruption  to  patient’s  career/ education”  (1975  mean 
= 2.73;  1977  mean  = 2.34; -2.02;_p  < .05,  54df)  and 
“patient  too  young”  (1975  mean  = 2.89;  1977  mean  = 
2.69;  t.  = -2.1 1; jp  < .05,  54  df).  OB/GYNs  in  the  anti- 
abortion and  pro-abortion  groups  evidenced  signifi- 
cant changes  in  degree  of  personal  approval  for  these 
two  circumstances  in  the  direction  of  a decline  in 
approval.  The  only  other  significant  change  was  a 
decline  in  approval  among  pro-abortion  OB/GYNs 
for  the  circumstance  “patient  does  not  want  children” 
(1975  mean  = 3.89;  1977  mean  = 3.62;  t.=  -2.14; p < .05, 
17  df). 

Views  regarding  approval  of  legalization  of 
abortion  under  many  of  the  stipulated  circumstances 
also  changed  in  the  direction  of  diminishing  support 
of  the  current  legal  policy.  Nearly  half  of  the  13 
circumstances  yielded  a significant  change  in  the 
opinions  of  the  total  study  sample  between  1975  and 
1977.  The  application  of  McNemar  tests4  established 
the  existence  of  significant  changes  (p  < .05)  in  the 
direction  of  more  conservative  views  toward  legaliza- 
tion in  the  following  circumstances:  “patient  is 
unmarried”  (from  61.5%  to  43.6%  in  favor  of 
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legalization);  “financial  hardship”  (from  61.5%  to 
41.0%);  “patient  does  not  want  more  children  (from 
66.7%  to  53.8%);  “patient  too  old”  (from  64.1%  to 
46.1%);  “disruption  to  career/ education”  (from  59.0% 
to  41.0%);  and  “patient  too  young”  (from  64.1%  to 
43.6%).  Of  particular  interest  is  the  fact  that  in  all  but 
one  of  these  circumstances,  advocates  of  legalization 
declined  from  a majority  to  a minority  of  OB/GYNs 
during  the  past  two  years.  The  remaining  seven 
circumstances  did  not  elicit  a significant  change  in 
opinion,  but  continued  overwhelmingly  to  be  sup- 
ported as  conditions  meriting  continued  availability 
of  abortion  under  law  (ranging  from  71.8%  approval 
in  the  case  of  “a  threat  to  the  patient’s  mental  health” 
to  92.3%  approval  where  “pregnancy  is  the  result  of 
incest”). 

Abortion  Opinionnaire.  Of  the  18  statements 
presented  to  respondents  in  the  study  sample,  seven 
yielded  significant  changes  over  the  two  year  period. 
On  a scale  of  1 - strongly  disagree,  2 - moderately 
disagree,  3 - moderately  agree,  and  4 - strongly  agree, 
total  sample  mean  differences  were  found  for  five 
items:  (#1)  “Abortions  are  too  easily  obtained  today” 
(1975  mean  = 2.10;  1977  mean  = 2.47;_t.=  3.1 1;  p < .01, 
54  df);  (#2)  “No  abortions  ought  to  be  permitted  after 
six  month  gestational  age”  (1975  mean  = 3.07;  1977 
mean  = 3.48;  1=  2.01;  _p  < .05,  54  df);  #3)  "Abortions 
are  overly  used  as  a method  of  birth  control”  (1975 
mean  = 2.45;  1977  mean  = 2.80;_t  = 2.13;  p < .05,  54  df); 
#4)  “The  life  of  the  unborn  child  takes  precedence 
over  the  life  of  the  mother”  (1975  mean  = 1.13;  1977 
mean  = 1.35;  1=  2.27;  £<  .05,  53  df);  and  #5)  “More 
psychological  harm  to  the  mother  comes  from  giving 
up  a child  for  adoption,  than  from  abortion”  (1975 
mean  = 2.95;  1977  mean  = 2.57;  t_=  -2.02;  p < .05,  54 
df).  The  Anti-abortion  Group  means  for  item  #1 
above,  and  the  Ambivalent  Group  means  for  items 
#1,  #2,  and  #4  above  increased  significantly. 


Discussion 

Callahan5  has  observed  that  “even  in  a nation  well 
familiar  with  acrimonious  debate,  the  struggle  over 
abortion  takes  a special  place.  It  . . . remains  an  open 
source  of  dispute  among  physicians,  who  are  as 
divided  as  the  rest  of  society.”  The  results  of  our  two 
year  follow-up  study  of  OB/GYNs  practicing  in 
Connecticut  confirm  that  as  a group  these  physicians 
were  divided  in  1975  and  continue  to  be  divided  in 
1977  in  the  continuing  controversy  over  abortion. 
What  may  have  changed  during  the  past  two  years, 
however,  is  the  balance  of  opinion  among  these 
physicians.  Our  findings  suggest  that  the  attitudes  of 
OB/GYNs  toward  abortion  have  shifted  in  an 
identifiable  direction  towards  a more  conservative 
position. 

This  conclusion  is  supported  by  the  consistent 


finding  that  all  significant  differences  between  the 
1975  and  1977  data  generated  by  the  two  attitude 
scales  indicated  declining  approval  of  pro-abortion 
positions.  Whereas  it  is  true  that  as  a group 
Connecticut’s  OB/GYNs  still  personally  approve  of 
requests  for  abortion  under  most  circumstances,  two 
years  of  experience  under  a liberalized  abortion  policy 
have  apparently  been  associated  with  growing 
concern  over  the  appropriateness  of  terminating 
pregnancies  under  some  conditions.  These  conditions 
constitute  what  might  be  termed  “personal/ social” 
requests  for  abortion,  (e.g.  circumstances  such  as  the 
desire  to  limit  the  size  of  the  family,  the  wish  to 
maintain  continuity  in  one’s  career  or  education,  or 
the  fact  that  the  mother  is  too  young).  Changes  in  the 
direction  of  lesser  approval  of  these  personal/ social 
circumstances  were  even  evident  among  OB/GYNs 
who  in  1975  were  the  most  favorably  disposed  toward 
abortion. 

It  is  noteworthy  that  little  change  in  personal 
approval  was  evident  in  the  case  of  circumstances 
subsumed  by  the  criterion  of  “medical  necessity”  (e.g. 
conditions  such  as  threat  to  life  or  mental/ physical 
health  of  the  mother,  pregnancies  due  to  rape  or 
incest,  or  the  likelihood  of  the  birth  of  a handicapped 
child).  These  conditions  continue  to  elicit  a high 
degree  of  personal  approval  among  Connecticut’s 
OB/GYNs  as  a group. 

More  striking  than  changes  in  degree  of  personal 
approval  were  clearly  shifting  views  on  the  desirability 
of  maintaining  the  current  legal  policy  on  abortion.  In 
1975,  a majority  of  the  study  sample  favored  the  new 
liberalized  regulations  regarding  abortion  under  most 
circumstances.  In  the  Spring  of  1977,  however,  only  a 
minority  of  these  physicians  supported  continued 
legalization  of  abortion  under  many  of  the  personal- 
/ social  reasons  underlying  patients’  requests  for 
abortions.  The  cases  in  which  a patient  is  unmarried, 
too  old,  too  young,  or  in  which  carrying  the  child  to 
term  would  present  a financial  hardship  or  disruption 
to  the  patient’s  career  or  education  are  now  viewed  by 
a majority  of  the  study  sample  as  circumstances  which 
do  not  warrant  the  continued  availability  of  abortion 
under  law.  However,  most  physicians  continue  to 
support  legalization  of  abortion  under  those  circum- 
stances usually  characterized  as  “medically  neces- 
sary.” 

Additional  conclusions  regarding  the  changing 
views  of  OB/GYNs  in  Connecticut  are  prompted  by 
the  results  of  the  abortion  opinionnaire.  In  1977, 
members  of  the  study  sample  expressed  significantly 
greater  concern  that  abortions  are  too  easily  obtained 
and  are  being  used  excessively  as  a method  of  birth 
control.  Some  OB/GYNs  also  appear  to  be  giving 
greater  weight  to  the  matter  of  fetal  rights  in  assessing 
the  balance  between  the  right  of  the  unborn  child  to 
life  and  a woman’s  freedom  of  choice  in  the  area  of 
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reproductive  decision-making.  Also,  some  physicians 
seem  to  have  changed  their  opinion  that  abortion  is 
usually  more  desirable  than  carrying  the  pregnancy  to 
term  and  presenting  the  child  for  adoption.  Finally, 
more  physicians  are  apparently  questioning  the 
desirability  of  late  term  abortions. 

In  summary,  our  findings  tend  to  support  the 
contention  of  Kessler  and  Weiss6  that  many  health 
professionals,  even  those  who  originally  favored 
liberalized  abortion  policies,  have  reconsidered  the 
issue  of  abortion  during  the  years  following  legaliza- 
tion. Our  results  suggest  that  many  OB/GYNs  are1 
now  less  willing  to  place  various  personal/social 
circumstances  on  an  equal  footing  with  medically 
indicated  criteria  in  evaluation  of  abortion  policies. 
On  balance  it  is  possible  that  we  are  witnessing  a 
pendular  swing  of  undetermined  moment  and  that 
two  years  hence,  the  attitudes  of  these  physicians  will 
not  be  a simple  linear  extension  of  the  two  year  trend 


delineated  in  this  investigation.  Nevertheless  it  is 
worth  noting  that  the  observed  changes  in  attitudes 
are  not  incongruent  with  recent  efforts  of  governmen- 
tal agencies  and  institutions  to  modify  the  existing 
public  policy  on  abortion. 
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NEW  YORK  UNIVERSITY  POST-GRADUATE  MEDICAL  SCHOOL 

announces  the  following  AMA  and  AAFP  approved  seminars 


ADVANCES  IN  CLINICAL  HEMATOLOGY  AND 
ONCOLOGY  FOR  THE  PRACTICING  PHYSICIAN 

with 

Patient  Management  Problems  and 
Demonstration  Workshops 
Wednesday  - Friday  May  17  - 19,  1978 

Course  Director:  Dr.  Michael  J.  Freedman 

This  course  is  designed  for  physicians  (who  are  not  hematologists 
or  oncologists)  to  assist  them  in  updating  their  diagnostic  and 
therapeutic  skills  for  the  effective  management  of  patients  with 
hematological  diseases  and  malignancies.  Special  emphasis  is  on 
the  practical  application  of  newer  techniques  of  diagnosis  and 
treatment  in  both  the  office  and  hospital  setting.  Morning  sessions 
include  core  lectures  stressing  the  latest  clinical  concepts  in 
hematology/ oncology.  The  afternoon  program  consists  of  com- 
monly encountered  patient  management  problems  using  the  case 
study  method,  and  audiovisual  demonstrations  of  morphologic  and 
laboratory  diagnosis.  A written  syllabus  supplements  the  instruc- 
tional materials.  Ample  time  is  provided  for  questions  and 
discussions  from  course  participants. 

Guest  Speaker:  William  B.  Castle,  M.D.,  Francis  W.  Peabody, 
Faculty  Professor  of  Medicine,  Emeritus,  Harvard  University. 

Accreditation:  21  AMA  Category  I credit  hours; 

21  AAFP  prescribed  hours. 


INFECTIOUS  DISEASES  AND  ANTIBIOTIC  USE 

with 

Patient  Management  Problems 

Saturday  and  Sunday  May  6-7,  1978 

( ourse  Directors:  Drs.  James  Rahal,  Jr.,  and 
Michael  S.  Simberkoff 

For  primary  care  physicians  to  improve  and  update  basic 
knowledge  and  clinical  skills  in  managing  patients  with  common 
infectious  diseases.  Teaching  emphasizes  practical  problem  solving 
built  around  carefully  selected  case  studies  that  illustrate  common 
clinical  problems  in  office  and  hospital  practice.  Instructors  review 
each  case  giving  their  views  on  differential  diagnosis  and  proper 
approaches  to  treatment.  Registrants  participate  through  the  use  of 
anonymous  self-assessment  questions.  Special  attention  is  given  to 
untangling  difficult  diagnostic  and  treatment  dilemmas  and 
identifying  and  dealing  with  complications  of  therapy.  There  is 
ample  opportunity  for  questions  and  informal  interchange  between 
instructors  and  registrants.  Registrants  are  invited  to  submit 
problem  cases  from  their  practices  for  discussion. 

Accreditation:  14  AMA  Category  1 credit  hours; 

14  AAFP  prescribed  hours. 

Fee:  $175 


Fee:  $250 


Special  Note:  Tuition  includes  Continental  Breakfasts,  refreshments  and  lunches.  There  is  a 10%  reduction  in  tuition  for  each  course  after 
the  first  one  taken  at  NYU  Post-Graduate  Medical  School  during  any  one  academic  year  (Sept-Aug). 

For  information:  Write  or  phone.  Registration  Department,  NYU  Post-Graduate  Medical  School,  550  First  Avenue,  NYC,  NY  10016; 
212-679-3200,  Ext.  4038. 
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Functions  and  Reimbursement  of  Nurse  Practitioners 


The  AMA’s  Council  on  Medical  Service  reported 
that  the  Board  of  Trustees  had  approved  establish- 
ment of  a Council  Ad  Hoc  Committee  on  Functions 
and  Reimbursement  of  New  Health  Practitioners,  to 
study  and  further  clarify  issues  related  to  physician’s 
assistants  and  other  new  health  practitioners.  The 
Committee’s  specific  assignment  was: 

(a)  To  review  current  studies  and  compile  addition- 
al information  as  needed  on  the  current  roles  and 
functions  of  physician’s  assistants,  nurse  practition- 
ers, and  other  professionals  who  may  be  assuming 
expanded  service  roles; 

(b)  To  compile  similar  information  on  the  costs  of 
medical  services  involving  these  new  health  profes- 
sionals under  different  utilization  and  supervision 
patterns,  and  current  sources,  methods  and  levels  of 
reimbursement;  and 

(c)  To  inform  AMA’s  House  of  Delegates  and  the 
profession  generally  of  current  trends  in  this  area. 
The  Committee  has  met  twice  since  its  establish- 
ment. They  have  met  with  representatives  of  the 
American  Academy  of  Physician’s  Assistants,  the 
Bureau  of  Health  Insurance  of  DHEW,  Health 
Insurance  Association  of  America,  and  National 
Association  of  Blue  Shield  Plans,  to  discuss  issues 
related  to  health  care  roles  and  reimbursement  for 
services  of  physician’s  assistants.  The  Committee  also 
met  with  representatives  of  some  of  the  specific 
nursing  organizations  and  medical  specialty  groups 
extensively  involved  or  concerned  with  expanded 
nursing  roles,  to  begin  exploration  of  the  same 
questions  in  relation  to  nurse  practitioners. 

The  purpose  of  the  present  report  is  to  convey  to 
the  House  of  Delegates  some  of  the  pertinent 
information  on  these  new  fields,  and  the  substance  of 
the  Committee’s  and  Council’s  deliberations  to  date, 
as  well  as  to  summarize  pertinent  AMA  policy  on  the 
subject. 

It  has  been  common  practice  in  the  past  to  include 
under  such  generic  terms  as  “new  health  practition- 
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ers”  or  “physician  extenders,”  two  different  categories 
of  new  health  manpower — physician’s  assistants  and 
nurse  practitioners.  While  the  service  roles  of  these 
two  professional  groups  may  be  similar  in  many 
health  care  settings,  they  may  be  quite  different  in 
others;  in  addition  the  background  and  educational 
preparation  of  these  groups  are  distinctly  different. 
Hence,  the  role  of  nurse  practitioners  will  be  discussed 
separately  in  the  remainder  of  this  report. 

Nurse  Practitioners 

Nurse  practitioners  are  registered  professional 
nurses  with  a Diploma,  Associate  Degree,  or 
Baccalaureate  Degree,  who  have  received  from  a few 
months  to  two  years  of  additional  education  in 
physical  diagnosis  and  other  subjects  related  to 
medical  and  nursing  care  beyond  their  basic  nursing 
education,  and  who  have  earned  either  a Certificate  or 
a Master’s  Degree  attesting  to  expanded  competence. 
(Information  provided  by  the  American  Nurses’ 
Association  (ANA)  indicates  that  a few  baccalaureate 
programs  are  preparing  their  students  to  function  as 
nurse  practitioners  upon  completion  of  their  basic 
nursing  education,  without  the  need  for  additional 
post-graduate  preparation.) 

Nurse  Practitioner  Roles  and  Functions 

According  to  the  American  Nurses’  Association, 
the  professional  nurse  practitioner: 

‘‘provides  direct  care  to  individuals,  families,  and 
other  groups  in  a variety  of  settings — homes, 
institutions,  offices,  industries,  schools,  and 
other  community  agencies.  The  nurse  practition- 
er engages  in  independent  decision-making  about 
the  nursing  care  needs  of  clients  and  collaborates 
with  other  health  professionals,  such  as  the 
physician,  social  worker,  and  nutritionist  in 
making  decisions  about  other  health  care  needs. 
The  nurse  working  in  an  expanding  role  practices 
in  primary,  acute  and  chronic  health  care 
settings.  As  a member  of  the  health  care  team, 
the  nurse  practitioner  plans  and  institutes  health 
care  programs.” 

The  Nurses  Association  of  the  American  College  of 
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Obstetricians  and  Gynecologists  (NAACOG)  defines 
nurse  practitioners  as: 

“Professional  nurses  prepared  in  a specialized 
education  program  with  emphasis  on  the 
expanded  nursing  role.  This  preparation  shall  be 
either  in  the  context  of  a formal  continuing 
education  program  or  an  advanced  degree 
nursing  program.” 

NAACOG  further  distinguishes  between  such  nurse 
practitioners  involved  in  delivery  of  primary  health 
care,  and  two  other  categories  of  professional  nurses 
who  are  involved  in  advanced  nursing  care: 

a)  “Nurse  Clinicians — Professional  nurses  who 
demonstrate  expertise  in  nursing  practice  and 
insure  ongoing  development  of  expertise  through 
clinical  experience  and  continuing  education.  At 
the  present  time,  this  attainment  is  by  means  of 
certification  for  excellence.” 

b)  “Clinical  Nurse  Specialists — Professional 
nurses  with  advanced  knowledge,  skill  and 
competence  in  a specialized  area  of  nursing. 
Clinical  nurse  specialists  are  prepared  at  the 
Masters  level  with  emphasis  in  specific  areas  of 
clinical  nursing.” 

According  to  NAACOG,  the  Clinical  Nurse 
Specialist  differs  from  the  Nurse  Clinician  primarily 
in  the  attainment  of  an  advanced  degree  of  clinical 
nursing;  both  categories  function  primarily  in  direct 
patient  care. 

Historically,  efforts  to  expand  nursing  practice  date 
as  far  back  as  the  1930s,  when  nurse-midwives  began 
to  be  trained  to  carry  out  some  of  the  more  routine 
functions  previously  provided  by  obstetricians  and 
other  physicians.  In  the  1960s,  the  impetus  developed 
for  educational  programs  to  expand  nursing  functions 
in  such  other  areas  as  pediatrics,  adult  and  family 
health,  and  psychiatric  nursing.  During  the  past  few 
years,  training  programs  for  nurses  in  expanded  roles 
have  increased  rapidly  across  the  country,  with 
considerable  variation  in  curriculum,  faculty,  dura- 
tion of  training  and  prospective  employment  settings. 

Today,  it  is  estimated  by  the  ANA  that  about  8,000 
professional  nurses  are  filling  expanded  health  care 
roles  in  maternal  and/or  child  care,  adult  and  family 
health  care  or  psychiatric  care,  under  such  titles  as 
Pediatric  Nurse  Practitioner  (or  Associate),  Nurse- 
Midwife,  Family  Nurse  Practitioner,  Primary  Care 
Nurse  Practitioner,  OB-GYN  Nurse  Practitioner, 
Adult  Health  Care  Practitioner,  Community  Health 
Nurse,  Rural  Health  Specialist,  Family  and  Com- 
munity Nurse  Clinician,  or  Psychiatric  Nurse  Clini- 
cian. The  annual  number  of  graduates  from  both 
types  of  expanded  nursing  programs — certificate  and 
Master’s  Degree — increased  from  174  in  1970  to 
nearly  1,200  in  1974  for  the  certificate  programs,  and 
from  75  to  311  over  the  same  period  for  the  Master’s 
Degree  programs. 
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Like  physician’s  assistants,  nurse  practitioners  are 
relatively  more  concentrated  in  the  field  of  primary 
care;  unlike  PAs,  however,  they  are  less  likely  to  be 
employed  by  physicians  in  rural  practice  settings,  and 
more  likely  to  be  employed  in  clinics,  hospitals  or 
other  organized  health  care  programs.  According  to 
the  ANA,  only  about  1%  of  nurse  practitioners 
currently  are  self-employed,  and  it  is  believed  that 
most  of  these  self-employed  individuals  are  working 
in  the  field  of  psychiatric  nursing. 

Medicine’s  Interest  in  Nurse  Practitioners 

The  AM  A has  expressed  support  for  expanding  the 
role  of  the  nurse  in  patient  care.  This  report  urged 
constructive  collaboration  of  medicine  with  the 
various  elements  of  the  nursing  profession  to  achieve 
such  expanded  nursing  roles. 

To  implement  such  collaboration,  the  AMA  in 
1971  established  with  the  American  Nurses’  Associa- 
tion a National  Joint  Practice  Commission,  com- 
posed of  an  equal  number  of  physicians  and  nurses — 
the  majority  of  whom  are  active  in  patient  care. 
Through  interdisciplinary  conferences,  publications, 
and  encouragement  of  counterpart  joint  practice 
committees  at  the  state  level,  the  NJPC  has  attempted 
to: 

“(l ) identify  and  examine  health  care  needs;  (2) 
examine  roles  and  functions  in  medical  and 
nursing  practice  and  define  new  roles  and 
relationships;  (3)  to  improve  communications 
between  medicine  and  nursing  and  promote  joint 
planning  and  action;  (4)  recommend  changes  in 
professional  education  in  support  of  new  roles  of 
nurses  and  physicians;  (5 ) attack  long-standing 
professional  differences  in  order  to  promote  new 
collaborative  nurse-physician  relationships,  and 
(6)  attack  problems  growing  out  of  basic  role 
realignments.” 

A number  of  nursing  organizations  are  also 
engaged  individually  in  reexamining  and  redefining 
the  role  of  the  professional  nurse — many  in  conjunc- 
tion with  the  appropriate  medical  specialty  society. 
For  example,  the  Nurses  Association  of  the  American 
College  of  Obstetricians  and  Gynecologists  (NAA- 
COG) has  worked  jointly  with  the  American  College 
of  Obstetricians  and  Gynecologists  (ACOG)  to  define 
the  OB-GYN  Nurse  Practitioner  as: 

“a  professional  practitioner  who  is  capable  of: 

1.  Collecting  significant  health  data; 

2.  Integrating  this  information  into  meaningful 
assessments; 

3.  Implementing  appropriate  therapeutic  action 
on  the  basis  of  the  above  judgments.” 

The  NAACOG  statement  notes  that  “It  is 
incumbent  upon  medical  and  nursing  members 
of  health  teams  to  collaborate  in  the  development 
of  management  plans  which  fully  utilize  the 
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unique  skills  of  the  OB-GYN  Nurse  Practitioner, 
which  rationally  delegate  appropriate  responsi- 
bilities to  the  nurse  and  which  encourage  partici- 
pation by  the  nurse  in  the  management  of  the 
patient’s  care.”  It  adds  that  "In  developing  these 
management  plans,  emphasis  should  be  placed 
on  providing  the  nurse  with  responsibility  for  the 
management  of  care  in  normal  patients,  and  for 
the  detection  of  abnormal  states  as  they  may 
develop.  She  should  also  be  expected  to  provide 
maintenance  supervision  for  specific  abnormal 
states,  working  within  a previously  defined 
protocol  of  management.”  The  statement  notes 
that  “ The  physician’s  skills  are  primarily  directed 
toward  the  evaluation  of  abnormal  states  and  the 
treatment  of  disease.  While  he  may  not  personal- 
ly provide  all  care  to  patients,  he  must  retain 
ultimate  responsibility  for  the  care  rendered .”6 
(emphasis  added) 

In  this  same  general  area  of  maternity  care,  the 
American  College  of  Nurse  Midwives  (ACNM)  has 
defined  the  Nurse  Midwife  as: 

"a  Registered  Nurse  who  by  virtue  of  added 
knowledge  and  skill  gained  through  an  organized 
program  of  study  and  clinical  experience  recog- 
nized by  the  American  College  of  Nurse 
Midwives,  has  extended  the  limits  of  her  practice 
into  the  area  of  management  of  care  of  mothers 
and  babies  throughout  the  maternity  cycle  so 
long  as  progress  meets  criteria  accepted  as 
normal ,”6  The  ACNM  statement  continues  "In 
association  with  the  obstetrician  to  whom  she  is 
responsible,  the  nurse-midwife  provides  care  as 
long  as  progress  is  normal.  She  cares  for  the 
mother  during  pregnancy  and  stays  with  her 
during  labor  providing  continuous  physical  and 
emotional  support.  She  evaluates  progress  and 
manages  the  labor  and  delivery,  always  watchful 
for  signs  requiring  medical  attention.  She 
evaluates  and  provides  immediate  care  for  the 
newborn.  She  helps  the  mother  to  care  for  herself 
and  for  her  infant;  to  adjust  the  home  situation  to 
the  new  child;  and  to  lay  a healthful  foundation 
for  future  pregnancies.  The  nurse-midwife  is 
prepared  to  teach,  interpret  and  provide  support 
as  an  integral  part  of  her  service.  In  the  U.S.A.  a 
nurse-midwife  always  functions  within  the 
framework  of  a medically  directed  health  service; 
she  is  not  an  independent  practitioner.”1 
In  1971,  the  ACNM  joined  with  ACOG  and 
NAACOG  in  making  the  following  recommendations 
to  achieve  optimal  maternity  care  for  women: 

“1.  The  health  team  organized  to  provide 
maternity  care  will  be  directed  by  a qualified 
obstetrician-gynecologist. 

2.  In  such  medically-directed  teams,  qualified 
nurse-midwives  may  assume  responsibility  for 
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the  complete  care  and  management  of  uncompli- 
cated maternity  patients. 

3.  In  such  medically-directed  teams,  obstetric 
registered  nurses  may  assume  responsibility  for 
patient  care  and  management  according  to  their 
education,  training  and  experience. 

4.  In  such  medically-directed  teams,  other  health 
personnel  who  have  been  trained  in  specific  areas 
of  maternity  care  may  participate  in  the  team 
functions  according  to  their  abilities  and  within 
the  definitions  of  responsibility  established  by  the 
team. 

5.  Written  policies  describing  the  specific  func- 
tions of  each  of  the  team  members  should  be 
prepared.  They  should  be  reviewed  and  revised 
periodically  according  to  changing  needs.”* 
Similar  collaborative  relationships  exist  between 

nursing  and  medicine  in  other  specialty  areas.  For 
example,  the  American  Academy  of  Pediatrics  and 
the  National  Association  of  Pediatric  Nurse  Asso- 
ciates and  Practitioners  have  jointly  defined  the 
Pediatric  Nurse  Practitioner  as  follows: 

“A  pediatric  nurse  practitioner  / associate 
(PNP/  A)  is  a registered  nurse  who  has  acquired 
advanced  knowledge  and  clinical  skills  in  nursing 
through  successful  completion  of  a formal 
program  of  study  which  was  developed  jointly 
and  continues  to  be  a collaborative  effort  of 
nursing  and  medicine.  The  program  will  have 
met  guidelines  jointly  established  by  the  two 
professions. 

"PNP/ A’s  have  the  competence  to  provide  a 
broad  range  of  primary  health  care  services.  They 
are  jointly  educated  and  trained  by  nurses  and 
physicians  to  prepare  them  to  function  in  an 
expanded  nursing  role  in  the  provision  of  child 
health  care  and  to  prepare  them  further  to 
provide  selected  health  care  services  which 
traditionally  have  been  the  responsibility  of 
physicians.  In  the  provision  of  these  delegated 
medical  services,  the  pediatric  nurse  practitioner / 
associate  does  not  function  independently,  but 
under  the  physician’s  supervision,  direction  and 
review.’’9  (emphasis  added) 

The  Council  on  Medical  Service  believes  that 
collaboration  of  this  kind  between  medicine  and 
nursing  makes  an  important  contribution  to  im- 
proved patient  care,  and  that  such  collaboration 
should  be  continued  and  encouraged  in  other 
specialty  areas  as  well. 

Training  Programs 

A “Directory  of  Programs  Preparing  Registered 
Nurses  for  Expanded  Roles,”  published  jointly  by  the 
American  Nurses’  Association  and  the  DHEW 
Bureau  of  Health  Resources  Development,  contains 
information  on  137  educational  programs  operational 
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in  the  academic  year  1973-74,  all  of  which  required  R. 
N.  licensure  for  admission  to  training.  Eighty-three  of 
these  programs  awarded  a certificate  in  one  of  the 
specialty  nursing  areas  identified  earlier,  after  periods 
of  study  ranging  from  2 to  12  months.  The  remaining 
54  programs  awarded  a Master’s  Degree,  after  periods 
of  study  ranging  from  one  to  two  years,  and  most  of 
these  required  a Baccalaureate  Degree  in  addition  to 
R.  N.  licensure  for  admission  to  training. 

A more  recent  study  by  the  Division  of  Nursing, 
DHEW  Bureau  of  Health  Manpower,  conveys 
essentially  similar  information  with  reference  to  such 
educational  programs,  listing  86  certificate  and  45 
Master’s  Degree  programs  in  operation  as  of  1975. 
Almost  half  of  the  certificate  programs  listed  were 
preparing  nurses  for  expanded  roles  in  pediatrics,  and 
another  20%  prepared  family  nurse  practitioners. 
Over  one-fourth  of  the  Master’s  Degree  programs 
were  in  family  nursing,  with  adult  care  and  pediatrics 
the  next  two  most  frequent. 

The  source  for  accreditation  of  nurse  practitioner 
educational  programs  varies  with  the  program  type 
and  setting.  Almost  all  of  the  approximately  1,300 
basic  professional  nursing  education  programs 
(Diploma,  Associate  and  Baccalaureate  Degree)  now 
in  operation  are  accredited  by  the  National  League 
for  Nursing  (NLN)*.  Those  nurse  practitioner 
programs  offered  by  a school  of  nursing  are  included, 
therefore,  in  the  accreditation  granted  that  school  by 
the  NLN.  For  example,  about  35  of  the  approximate- 
ly 50  pediatric  nurse  practitioner  programs  currently 
offered  by  NLN-accredited  schools  of  nursing  are 
thus  so  accredited. 

In  addition,  the  American  Nurses’  Association, 
through  its  Commission  on  Education  and  Council 
on  Continuing  Education,  has  designed  an  accredita- 
tion process  specifically  for  the  programs  that  prepare 
nurses  for  expanded  role  functions.  This  accrediting 
mechanism  is  part  of  a structure  headed  by  the 
National  Accreditation  Board  of  Continuing  Educa- 
tion, which  has  overall  authority  and  responsibility 
for  accrediting  continuing  education  in  nursing.  A 
National  Review  Committee  is  responsible  to  the 
National  Accreditation  Board  for  Continuing  Educa- 
tion for  accreditation  of  short-term  programs  prepar- 
ing nurses  for  expanded  roles. 

Accreditation  of  expanded  role  programs  is  granted 
by  the  National  Review  Committee  acting  upon  the 
recommendations  of  one  of  five  review  teams,  each 
representing  a specialized  area  of  nursing  practice: 


*The  National  League  for  Nursing  is  an  organization  whose 
membership  is  composed  of  both  individual  professional  and 
practical  nurses  and  approximately  1,800  nursing  education 
and  service  agencies.  The  American  Nurses’  Association  is  an 
organization  of  registered  professional  nurses. 


Community  Health,  Geriatrics,  Maternal-Child 
Health,  Medicine-Surgery,  and  Psychiatric-Mental 
Health.  Accreditation  is  based  on  adherence  to  ANA- 
developed  “Standards  for  Continuing  Education  in 
Nursing”  and  to  “Guidelines  for  Short  Term  Continu- 
ing Education  Programs,”  which  are  specific  to  such 
diverse  areas  of  practice  as  adult  and  family  care, 
pediatrics,  geriatrics,  intensive  neonatal  and 
maternal-fetal  care,  and  school  nursing  practice,  and 
which  have  been  developed  jointly  by  the  ANA  with 
other  appropriate  professional  groups.  As  of  May, 
1977,  seven  nurse-practitioner  programs  were  accred- 
ited under  the  ANA  accreditation  process. 

Accreditation  of  the  programs  offering  a certificate, 
Master’s  Degree  or  refresher  training  in  Nurse- 
Midwifery  is  conducted  by  the  American  College  of 
Nurse-Midwives. 

Nurse  Practitioner  Certification 

The  source  of  certification  for  nurses  functioning  in 
expanded  service  roles  also  varies  with  the  area  of 
practice.  Separate  certification  programs  for  Pediatric 
Nurse  Practitioners/ Associates  are  conducted  by  the 
American  Nurses’  Association,  and  by  the  National 
Board  of  Pediatric  Nurse  Practitioners  and  Associates 
(NBPNP/A;  which  is  cosponsored  by  the  American 
Academy  of  Pediatrics,  NAPNAP  and  the  Associa- 
tion of  Facilities  of  Nurse  Practitioners/ Associate 
Programs). 

The  National  Board  of  PNP/ A grants  certification 
to  Pediatric  Nurse  Associates  who:  (a)  graduate  from 
an  educational  program  meeting  the  jointly  published 
AAP-ANA-NAPNAP  “Guidelines  on  Short-Term 
Continuing  Education  Programs  for  Pediatric  Nurse 
Associates;”  and,  (b)  successfully  complete  a certifica- 
tion examination  evaluating  basic  competencies  in 
pediatric  nursing  practice. 

To  receive  certification  under  the  ANA  program, 
candidates  must  have  worked  for  two  years  as  a 
pediatric  nurse  practitioner  as  well  as  have  completed 
an  approved  educational  program,  and  must  success- 
fully complete  an  examination  different  from  that 
offered  under  the  NBPNP/A  Program. 

The  NBPNP/A  Program  is  designed  to  certify 
entry-level  competence  in  pediatric  nursing  practice, 
while  the  ANA  certification  is  intended  to  recognize 
demonstrated  professional  achievement  of  excellence 
in  practice.  Some  823  candidates  were  certified  as 
Pediatric  Nurse  Practitioners/ Associates  following 
the  first  administration  of  the  NBPNP/A  examina- 
tion in  February,  1977.  About  120  nurses  are  certified 
under  the  ANA  program  for  pediatrics. 

The  ANA  offers  similar  “excellence  in  practice” 
certification  to  nurse  practitioners  with  training  and 
work  experience  in  adult  and  family  nursing  practice, 
and  has  certified  about  500  nurses  in  this  field.  In 
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addition,  the  ANA  has  just  embarked  with  NAACOG 
on  a joint  program  to  certify  practitioners  in 
maternal-gynecological-neonatal  nursing. 

The  American  College  of  Nurse  Midwives  offers 
entry-level  certification  to  graduates  of  both  certifi- 
cate and  Master’s  Degree  Midwifery  educational 
programs  which  have  been  accredited  by  the  ACNM. 

Regulation  of  Nurse  Practitioner  Functions 

In  order  to  accommodate  and  insure  the  legality  of 
expanded  roles  for  nursing,  the  National  Joint 
Practice  Commission  has  recommended  that  state 
professional  practice  acts  be  jointly  reexamined  and 
modified  where  necessary  by  representatives  of 
medicine  and  nursing.  In  1974,  the  NJPC  recom- 
mended that: 

“1.  Practice  acts  which  are  broad  enough  to 
permit  flexibility  within  the  confines  of  licensure 
be  left  as  they  are  and  that  statements  addressing 
themselves  to  the  issues  of  role  realignment  and 
adjustments  be  initiated  by  state  joint  practice 
committees  or  other  joint  bodies  of  medicine  and 
nursing. 

2 . Practice  acts  of  medicine  or  nursing  which 
are  so  defined  and  constrained  that  they  do  not 
allow  for  flexibility  within  the  limits  of  legality  be 
restated  to  permit  breadth  and  flexibility,  neither 
delineating  nor  contraindicating  specific  func- 
tions within  the  role.  State  joint  practice 
committees,  joint  bodies,  or  members  of  both 
professions  acting  jointly  will  then  be  free  to  issue 
statements  relating  to  role  changes  and  role 
realignment  without  recourse  to  further  legisla- 
tion.” 

As  of  May,  1977,  29  states  had  enacted  statutes 
which  expanded  the  scope  of  permissible  nursing 
duties  to  include  certain  medical  functions,  provided 
that  certain  additional  education  and  clinical  require- 
ments are  met.  These  states  are  Alabama,  Arizona, 
California,  Colorado,  Florida,  Georgia,  Idaho, 
Indiana,  Iowa,  Maine,  Maryland,  Massachusetts, 
Minnesota,  Mississippi,  Montana,  New  Hampshire, 
New  Mexico,  New  Jersey,  North  Carolina,  North 
Dakota,  Oklahoma,  Oregon,  Pennsylvania,  Rhode 
Island,  South  Carolina,  South  Dakota,  Utah, 
Vermont,  and  Virginia. 

Statutes  in  several  of  the  above  states  provide  that 
nurses  may  engage  in  the  practice  of  such  medical 
activities  as  are  approved  by  the  state  medical  board 
and  the  state  board  of  nursing,  and  thereby  delegate 
to  those  boards  the  authority  to  jointly  determine 
which  medical  activities  may  properly  be  performed 
by  nurses.  Such  “joint  determination”  provisions  are 
in  effect  in  Alabama,  Florida,  Indiana,  Idaho,  Iowa, 
Maryland,  Massachusetts,  Mississippi,  New  Hamp- 
shire, New  Mexico,  North  Carolina,  North  Dakota, 
Pennsylvania,  South  Carolina,  South  Dakota,  Utah, 


Vermont,  and  Virginia.  As  a variation  on  this 
approach,  an  Illinois  statute  creates  a Board  for 
Opinions  on  Professional  Nursing  composed  of 
nurses  and  physicians.  This  Board  periodically  issues 
opinions  as  to  whether  certain  acts  constitute  the 
practice  of  nursing  or  medicine. 

Some  states,  including  Colorado,  Louisiana,  New 
Jersey,  North  Dakota,  Oregon,  and  Pennsylvania, 
permit  nurses  to  engage  in  the  “ diagnosing  and 
treating  human  responses  to  actual  or  potential 
physical  and  emotional  health  problems,  through 
such  services  as  case-finding,  health  counseling  and 
provision  of  care  supportive  to  or  restorative  of  life 
and  well  being.”10  “Diagnosis”  in  the  nursing  context 
means  “ that  identification  and  discrimination  be- 
tween physical  and  psychological  signs  and  symptoms 
essential  to  effective  execution  and  management  of 
the  nursing  regimen.”  Pennsylvania  also  provides 
that  “ diagnosis  or  prescription  of  medical  therapeutic 
or  corrective  measures  may  be  performed  by  persons 
licensed  pursuant  to  the  act  of  May  22,  1951  (P.  L. 
317,  No.  69)  known  as  the  ‘Professional  Nursing 
Law’,  if  authorized  by  rules  and  regulations  jointly 
promulgated  by  the  Board  (of  Medicine)  and  the 
State  Board  of  Nursing  Examiners.”10 

At  least  one  state  (California)  provides  for  nurse 
administration  of  methadone  and  other  controlling 
substances  to  addicts  when  such  is  performed  under 
the  direction  of  a physician.  A number  of  states  (e.g., 
Arizona,  Montana,  South  Carolina,  Virginia)  permit 
licensure  or  certification  of  nurse-midwives,  to  aid  in 
childbirth  and  to  perform  midwife  functions  pursuant 
to  childbirth.  Finally,  at  least  four  states  (California, 
Florida,  New  Mexico  and  Minnesota)  require  nurses 
to  participate  in  a program  of  continuing  education  as 
a condition  of  practice. 

Salaries  and  Reimbursement 

Although  extensive  data  are  lacking,  the  represen- 
tatives of  nursing  organizations  who  met  with  the 
Council’s  Committee  estimated  an  average  annual 
income  of  about  $15,000  for  nurse  practitioners  of  all 
types,  with  a range  extending  from  $ 10,000  to  $25,000 
per  year. 

Committee  discussions  with  both  nursing  organiza- 
tions and  representatives  of  the  Health  Insurance 
Association  of  America,  National  Association  of  Blue 
Shield  Plans  and  HEW  Bureau  of  Health  Insurance 
indicate  that  the  situation  with  respect  to  third  party 
reimbursement  for  procedures  performed  by  nurse 
practitioners  is  similar  to  that  described  previously  in 
this  report  with  respect  to  services  involving  physi- 
cian’s assistants.  Services  by  both  categories  of 
personnel  are  subject  to  the  same  reimbursement 
exclusions  and  restrictions  under  the  Medicare  law. 
Policies  of  local  Blue  Shield  Plans  and  health 
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insurance  companies  are  generally  similar  to  those  in 
effect  for  physician’s  assistants. 

As  indicated  previously,  the  majority  of  nurses 
functioning  in  expanded  service  roles  are  currently 
salaried  employees  of  a medical  practice,  clinic, 
hospital  or  other  institutional  health  care  setting.  An 
estimated  1%  are  self-employed — again,  primarily  in 
psychiatric  nursing — and  presumably  are  reimbursed 
directly  by  clients. 

In  April  1976,  the  American  Academy  of  Pediatrics 
and  National  Association  of  Pediatric  Nurse  Asso- 
ciates and  Practitioners  issued  the  following  “State- 
ment on  Reimbursement  of  the  Pediatric  Nurse 
Associate”: 

“1.  Pediatric  medical  services  provided  by  the 
Pediatric  Nurse  Associate  (PNA)  who  functions 
under  direct  supervision  of  a physician  should  be 
reimbursable.  With  the  intention  of  fostering 
super\>ised,  collaborative  practice  between  the 
physician  and  the  PNA,  the  mechanism  of 
payment  for  these  services  should  be  to  the 
supervising  physician  or  to  the  responsible  health 
organization. 

“2.  Reimbursement  for  services  (should)  be  on 
the  basis  of  type,  quality  and  equivalence  of 
sendee  rendered,  rather  than  who  provides  the 
sendee 1 

The  foregoing  summarizes  the  information  ob- 
tained on  this  subject  to  date  by  the  Council  on 
Medical  Service  and  its  Ad  Hoc  Committee  on 
Functions  and  Reimbursement  of  New  Health  Practi- 
tioners. 


The  Council  and  its  Committee  will  continue  to 
study  the  issues  and  problems  related  to  functions  and 
reimbursement  for  new  health  practitioners. 
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CONNECTICUT  STATE  MEDICAL  SOCIETY 
Hartford  Hilton  Hotel,  Hartford 
May  3,  4,  1978 

PRELIMINARY  PROGRAM 

Wednesday,  May  3 — ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

Thursday,  May  4 — GENERAL  SCIENTIFIC  PROGRAM — SECTION  MEETINGS— The  theme  for  the 
general  scientific  program  will  be  coronary  artery  disease  with  prominent  speakers 
discussing  both  the  medical  and  surgical  aspects  of  the  subject.  Following  are  the  topics 
that  will  be  presented: 

IDENTIFICATION  OF  MURMURS— INNOCENT  OR  OTHERWISE? 
ARRHYTHMIAS  BENIGN  OR  DISASTROUS 
CORONARY  ARTERY  DISEASE 
NEW  CARDIAC  DIAGNOSTIC  PROCEDURES 
CORONARY  ARTERY  DISEASE  TO  PASS  OR  NOT  TO  PASS 
Surgical  and  Medical  Aspects 
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The  Use  of  Truth  and  Falsehood  in  Medicine 


RICHARD  C.  CABOT 


...  1 approach  the  subject  of  truth  in  medicine,  not 
from  the  point  of  view  of  scientific  method,  nor  of 
metaphysical  analysis,  but  of  professional  ethics.  I do 
not  ask  “how  can  we  find  truth,”  nor  “what  is  truth,” 
but  “how  far  should  we  speak  the  truth  in  dealing  with 
our  patients,  our  colleagues,  or  anyone  else?”  “Are  lies 
ever  in  place?  If  so,  under  what  conditions?” 

My  method  is  experimental,  the  only  one  in  which 
reasonable  men  place  confidence,  the  only  sound, 
scientific  method.  ...  1 have  made  an  experimental 
study  of  two  different  hypotheses  on  the  subject, 
submitting  them  to  the  test  of  experience,  as  any 
candid  person  must,  if  he  wishes  to  make  the  fairest 
judgment  in  his  power  on  any  question.  . . . 

1 began,  as  was  natural,  with  the  hypothesis  on 
which  I had  been  brought  up.  My  medical  training 
included  some  few  lectures  on  medical  ethics,  but  in 
such  matters  example  far  more  than  precept  was  the 
guide  of  the  Harvard  medical  student  of  my  day.  Only 
once  during  my  course  was  the  question  of  veracity  in 
medical  matters  directly  treated. 

“When  you  are  thinking  of  telling  a lie,”  said  the 
teacher,  “ask  yourself  whether  it  is  simply  and  solely 
for  the  patient’s  benefit  that  you  are  going  to  tell  it.  If 
you  are  sure  that  you  are  acting  for  his  good  and  not 
for  your  own  profit,  you  can  go  ahead  with  a clear 
conscience.  ...” 

In  the  course  of  a lecture  on  the  prognosis  of  heart 
disease,  I once  heard  the  following  story: 

A business  man  past  middle  life  was  found  to  be 
suffering  from  some  form  of  heart  disease.  His  wife 
inquired  about  the  diagnosis  and  hearing  it  was  heart 
disease,  she  asked:  “Isn’t  it  true  that  he  may  drop  dead 
suddenly?”  The  doctor  had  to  confess  that  this  was  a 
possibility.  “The  consequence  was,”  went  on  the 
story-teller,  “that  day  after  day  she  sat  at  her  window 
about  the  time  that  her  husband  should  be  returning 
from  business,  watching  to  see  whether  he  would 
come  home  on  his  feet  or  in  an  ambulance.” 

“Now,”  said  the  narrator,  “when  you  get  into 
practice,  gentlemen,  whatever  you  do,  don’t  do  that. 
Don’t  make  a woman’s  life  miserable  because  you 
can’t  keep  a fact  to  yourself.” 

The  article,  edited  by  Jay  Katz,  originally  appeared  in  R.C.  Cabot, 
Social  Service  and  the  Art  of  Healing.  New  York:  Moffat,  Yerd 
and  Co.,  I 19-170  (1909). 


Surely  it  seems  as  if  this  is  the  place  for  a good 
straight  lie.  I thought  so  when  I heard  the  story  and 
made  up  my  mind  that,  whatever  blunders  1 made  in 
dealing  with  any  patients  I might  have,  this  one  1 
would  avoid.  But  I found  it  more  difficult  than  I had 
anticipated.  It  was  not  very  many  years  before  I saw 
in  consultation  a case  the  duplicate  of  that  just 
described.  Mr.  B.  had  angina  pectoris,  with  serious 
disease  of  his  heart  and  kidneys.  He  needed  rest.  He 
had  refused  to  take  it,  and  the  chances  were  that  he 
would  continue  to  force  himself  along  until  he 
dropped  in  his  tracks.  After  I had  talked  over  the  case 
with  the  attending  physician  and  was  about  to  return 
and  say  a word  to  the  family,  my  colleague  said: 
“There’s  one  thing  I must  warn  you  about.  This  man’s 
wife  is  an  excessively  nervous,  excitable  woman  of  no 
stamina  at  all.  She  gets  hysterical  on  the  slightest 
pretext,  and  when  that  happens  she  makes  everyone 
else  in  the  house  sick.  If  she  hears  what’s  the  matter 
with  her  husband,  she’ll  go  all  to  pieces.  So  you’ll  be 
very  guarded  in  what  you  say,  won’t  you?”  To  this  I 
readily  agreed.  Remembering  my  lesson,  we  went 
downstairs  where  Mrs.  B.  was  waiting  to  hear  the 
result  of  our  deliberations.  She  placed  a chair  for  me 
and  then  planted  herself  in  another,  squarely  facing 
me  and  very  near.  “Now,  first  of  all,”  said  she,  “I  want 
to  know  whether  you  are  going  to  give  me  a straight 
and  true  answer  to  everything  I ask  you?”  Having  just 
promised  the  family  physician  that  I would  do 
nothing  of  the  kind,  I was  so  taken  aback  that  I 
hesitated  a moment.  “That’s  enough,”  said  Mrs.  B., 
getting  up.  “I  don’t  care  to  hear  anything  more  from 
you.” 

I did  not  blame  her.  She  had  fairly  caught  us  in  our 
attempt  to  trick  her.  But  the  anecdote  shows  that  the 
path  of  the  medical  man  who  conscientiously  tries 
to  shield  people  from  pain  and  trouble  is  sometimes 
a difficult  and  thorny  one. 

By  means  of  these  examples  I hope  I have 
succeeded  in  making  clear  the  problems  that  1 wish 
next  to  discuss  in  more  detail. 

I propose  now  to  consider:  (1)  Veracity  in 
diagnosis:  (2)  Veracity  in  prognosis;  (3)  Veracity  in 
treatment. 

By  veracity  I mean  doing  one’s  best  to  convey  to 
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another  person  the  impression  that  one  has  about  the 
matter  in  hand.  One  may  do  one’s  best  and  yet  fail; 
but  that  is  not  lying.  . . . 

A true  impression,  not  certain  words  literally  true, 
is  what  we  must  try  to  convey.  When  a patient  who 
has  the  earliest  recognizable  signs  of  phthisis  in  one 
lung,  and  tubercle  bacilli  in  his  sputum,  asks,  “Have  1 
got  consumption?”  it  would  be  conveying  a false 
impression  to  say,  “Yes,  you  have,”  and  stop  there. 
Ten  to  one  his  impression  is  that  by  consumption  1 
mean  a disease  invariably  and  rapidly  fatal.  But  this  is 
not  at  all  my  impression  of  his  case.  To  be  true  to  that 
patient  one  must  explain  that  what  he  means  by 
consumption  is  the  later  stages  of  a neglected  or 
unrecognized  disease;  that  some  people  have  as  much 
trouble  as  he  now  has  and  get  over  it  without  finding 
it  out;  that  with  climatic  and  hygienic  treatment  he 
has  a good  chance  of  recovery,  etc.  To  tell  him  simply 
that  he  has  consumption  without  adding  any  further 
explanation  would  convey  an  impression  which  in  one 
sense  is  true,  in  the  sense,  namely,  that  to  another 
physician  it  might  sound  approximately  correct. 
What  is  sometimes  called  the  simple  truth,  the  “bald 
truth,”  or  the  “naked  truth,”  is  often  practically 
false — as  unrecognizable  as  Lear  naked  upon  the 
moor.  It  needs  to  be  explained,  supplemented, 
modified. 

Bearing  in  mind,  then,  that  by  veracity  1 mean  the 
faithful  attempt  to  convey  a true  impression,  and  by 
lying  an  intentional  deception,  however  brought 
about;  let  us  take  up  the  question  of 

I 

Truth  and  Falsehood  in  Diagnosis 

The  common  conception  of  a doctor’s  duty  in  this 
matter,  and  one  according  to  which  1 practiced 
medicine  for  the  first  five  or  six  years  after  my 
graduation,  is  something  as  follows: 

“Tell  the  truth  so  far  as  possible.  But  if  you  are 
young  and  not  yet  firmly  established  in  practice,  it 
won’t  do  to  let  the  patient  or  his  family  know  when 
you  are  in  doubt  about  a diagnosis.  If  you  do,  they 
will  lose  confidence  in  you  and  perhaps  turn  you  out.” 
That  is  what  is  implied  in  the  frank  and  refreshing 
confession  of  a middle-aged  and  successful  physician 
whose  words  I have  already  quoted:  “The  great 
advantage  of  getting  old  is  that  when  you  don’t  know, 
you  can  enjoy  the  luxury  of  saying  so.” 

The  first  experience  that  made  me  doubt  whether  it 
was  necessary  for  a young  practitioner  to  pretent 
omniscience  in  order  to  retain  his  patients’  confidence 
was  the  following:  1 had  the  opportunity  of  driving 
about  a large  town  some  twenty-five  miles  from 
Boston  with  a young  physician  only  a year  or  two  my 
senior.  ...  I never  have  seen  manifested  more  implicit 
confidence  in  a physician  than  during  that  drive.  He 
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never  forced  his  doubts  or  his  suspicions  upon  his 
patients,  but  when  they  asked  a straight  question  they 
got  a straight  answer.  A baby  had  a fever.  “What’s  the 
baby  got?”  asked  its  mother.  “Can’t  tell  yet,”  said  the 
doctor,  “may  be  going  to  break  out  with  something 
to-morrow,  or  it  may  be  all  right  in  a day  or  two.  We 
shall  have  to  wait  and  see.  ...” 

I asked  him  the  obvious  question:  “How  can  you  be 
so  frank  with  your  patients  and  yet  keep  their 
confidence?” 

“Because  they  know,”  said  he,  “that  whenever 
anything  unusual  comes  up  that  I can’t  handle  or  that 
puzzles  me  I have  a consultant.  So  when  I say  that  1 
do  know,  they  believe  me,  and  when  I say  I don’t 
know  and  yet  don’t  call  in  a consultant  they 
understand  that  nothing  of  any  seriousness  is  the 
matter,  and  that  they  don’t  need  to  worry.  Lots  of 
men  are  afraid  to  call  a consultant  because  they  are 
afraid  the  family  will  think  the  less  of  their  ability.  But 
it  makes  the  family  feel  a great  deal  safer  to  know  that 
1 don’t  pretend  to  know  everything  and  stand  ready 
any  moment  to  call  in  someone  who  knows  more  than 
1 do.  I’ve  seen  a man  lose  a family  because  he  didn’t 
have  a consultant,  but  never  because  he  did.  ...” 

As  a result  of  that  conversation  1 began  cautiously 
to  try  the  experiment  of  telling  the  truth,  whether  1 
understood  the  case  thoroughly  or  not.  I never  had 
reason  to  regret  it,  and  I am  every  year  more  firmly 
convinced  that  the  young  doctor,  even  when  practic- 
ing chiefly  among  uneducated  people,  does  not  need 
to  pretend  omniscience  merely  because  he  is  young 
and  his  patients  ignorant.  The  truth  works  just  as  well 
for  the  pocket,  and  a great  deal  better  for  the 
community  and  for  our  own  self-respect. 

“A  certain  profession  of  dogmatism,”  said  Sir 
Frederick  Treves  in  an  address  to  medical  students, 
“is  essential  in  the  treatment  of  the  sick.  The  sick  man 
will  allow  of  no  hesitancy  in  the  recognition  of 
disease.  He  blindly  demands  that  the  appearance  of 
knowledge  shall  be  absolute,  however  shadowy  and 
unsubstantial  may  be  the  basis  of  it.” 

This  declaration  has  the  great  merit  of  frankness. 
But  how  would  a doctor  like  to  have  his  patients  hear 
those  words?  How  would  he  like  to  be  caught  by  his 
patients  in  the  act  of  passing  on  to  medical  students 
such  little  tricks  of  the  trade  as  this?  It  is  true  that  his 
address  may  never  come  to  his  patients’  ears;  he  may 
never  be  found  out.  But  is  it  good  for  us  as 
professional  men  to  have  our  reputations  rest  on  the 
expectation  of  not  being  found  out? 

1 doubt  beside  whether  (As  Dr.  Gould  once  point- 
ed out  in  an  admirable  editorial)  we  “succeed  in 
humbugging  the  patient’s  relations  and  friends  by  the 
devices  which  apparently  suit  the  patient.  Among 
intelligent  laymen,  far  more  frequently  than  is 
supposed,  one  finds  that  such  sham  certainly  without 
the  reality  of  knowledge  and  conviction  is  at  once 
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detected.  Doctors  make  a great  mistake  when  they 
think  their  deceits  really  deceive. 

Then  there  is  the  patient  who  recovers.  When  he  is 
well,  the  false  diagnoses,  the  changes  of  dogmatic 
opinions  and  of  medicines,  the  blind  alley  of  proved 
errors,  these  are  thought  over.  ...” 

1 have  been  speaking  of  the  disadvantages  of  trying 
to  deceive  a patient  or  those  interested  in  him  with 
regard  to  the  diagnosis.  1 have  argued  so  far  that  it  is 
not  necessary  to  assume  absolute  knowledge  in  order 
to  impress  the  patient’s  mind  and  hold  his  confidence, 
and  that  owing  to  the  increasing  scepticism  of  the 
public,  it  is  becoming  more  and  more  difficult  to  fool 
the  patient  at  all.  . . . 

II 

Truth  and  Falsehood  in  Prognosis 

That  it  is  a bad  thing  to  lie  about  a prognosis  we 
all  admit,  as  a general  rule,  but  there  are  cases  when 
it  is  not  easy  to  see  what  harm  it  does  when  the  good 
that  it  does  is  very  evident  indeed. 

A patient  has  gastric  cancer.  He  is  told  that  he  had 
neuralgia  of  the  stomach,  and  feels  greatly  relieved  by 
the  reassurance,  for  the  effect  of  psychic  influences  is 
nowhere  more  striking  than  in  gastric  cancer  (as  the 
cases  quoted  in  Osier’s  textbook  show).  Meantime  the 
truth  is  told  to  the  patient’s  wife,  and  she  makes 
whatever  preparations  are  necessary  for  the  inevitable 
end.  Now  what  harm  can  be  done  by  such  a lie  as  this? 
The  sufferer  is  protected  from  anticipations  and 
forebodings  which  are  often  the  worst  portion  of  his 
misery,  while  his  wife,  knowing  the  truth  and. 
thoroughly  approving  of  the  deception,  is  able  to  see 
that  her  husband’s  financial  affairs  are  straightened 
out  and  to  prepare,  as  well  as  may  be,  for  his  death. 
Surely  this  seems  a humane  and  sensible  way  to  ease 
the  patient’s  hard  path,  and  who  can  be  the  worse  off 
for  it? 

1 answer,  “Many  may  be  worse  off  for  it,  and  some 
must  be.”  The  patient  himself  is  very  possibly  saved 
some  suffering.  But  consider  a minute.  His  wife  has 
now  acquired,  if  she  did  not  have  it  already,  a 
knowledge  of  the  circumstances  under  which  doctors 
think  it  merciful  and  useful  to  lie.  She  will  be  sick 
herself  some  day,  and  when  the  doctors  tell  her  that 
she  is  not  seriously  ill,  is  she  likely  to  believe  them? 

1 was  talking  on  this  subject  not  long  ago  with  a girl 
of  twenty-two.  “Oh,  of  course,  1 never  believe  what 
doctors  say,”  was  her  comment,  “for  I’ve  helped  'em 
lie  too  often  and  helped  fix  up  the  letters  that  were 
written  so  that  no  one  should  suspect  the  truth.” 

In  other  words  such  lies  simply  transfer  to  the 
future  account  of  one  person,  the  sufferings  which  we 
spare  another.  We  rob  Peter  to  pay  Paul.  . . . 

We  think  we  can  isolate  a lie  as  we  do  a case  of 
smallpox,  and  let  its  effect  die  with  the  occasion  that 
brought  it  about.  But  is  it  not  common  experience 


that  such  customs  are  infectious  and  spread  far 
beyond  our  intention  and  our  control?  They  beget,  as 
a rule,  not  any  acute  indignation  among  those  who  get 
wind  of  them  (for  “how,”  they  say,  “could  the  doctor 
do  otherwise”),  but  rather  a quiet,  chronic  incredulity 
which  is  stubborn.  . . . 

You  will  notice  that  I am  not  now  arguing  that  a lie 
is,  in  itself  and  apart  from  its  consequences,  a bad 
thing.  1 am  not  saying  that  we  ought  to  tell  the  truth  in 
order  to  save  our  own  souls  or  keep  ourselves 
untainted.  1 am  saying  that  many  a lie  saves  present 
pain  at  the  expense  of  greater  future  pain,  and  that  if 
we  saw  as  clearly  the  future  harm  as  we  see  the  present 
good,  we  could  not  help  seeing  that  the  balance  is  on 
the  side  of  harm.  Only  intellectual  short-sightedness 
blinds  us  to  this.  . . . 

Since  I have  been  experimenting  with  the  policy  of 
telling  the  truth  (at  first  cautiously,  but  lately  with 
more  confidence),  I have  become  convinced  that  the 
necessity  is  a specious  one,  that  the  truth  works  better 
for  all  concerned,  not  only  in  the  long  run,  but  in 
relatively  short  spurts,  and  that  its  good  results  are 
not  postponed  to  eternity,  but  are  usually  discernible 
within  a short  time. 

In  vindication  of  my  belief  let  me  relate  the  sequel 
to  one  of  the  stories  already  told.  The  reader  will 
recall  that  1 prepared  “to  be  very  guarded  in  what  I 
said”  (as  the  technical  phrase  is)  to  a lady  whose 
husband  had  angina  pectoris.  ...  It  will  be 
remembered  that  I made  up  my  mind  to  conceal  the 
truth  from  her  if  1 could,  and  how  she  upset  all  my 
calculations  by  asking  me  suddenly  whether  or  not  I 
would  tell  her  the  whole  truth  so  far  as  I knew  it. 

Now  consider  a moment  the  difficulties  of  that 
situation. 

“Will  you  give  me  a true  answer  to  every  question  I 
ask  you?”  1 could  scarcely  be  expected  to  pop  out  a 
prompt  “yes”  when  I had  just  promised  the  family 
physician  not  to  do  anything  of  the  sort.  Of  course  I 
could  not  say  “no,”  and  if  I hesitated  an  instant,  1 had 
betrayed  my  intention  of  deceiving  her.  What  would 
you  have  done? 

As  a matter  of  fact  I hesitated  a bit,  as  1 think 
anyone  but  a most  practiced  liar  or  a hide-bound 
truth-teller  would  have  done.  “That’s  enough,”  said 
she;  “that’s  all  I want  to  hear.”  But  of  course  I 
couldn’t  leave  it  here,  so  1 pulled  myself  together  and 
made  a clean  breast  of  the  whole  thing.  . . . 

Several  weeks  after,  I met  the  family  physician  and 
learned  that  for  some  mysterious  reason  the  expected 
collapse  on  the  part  of  the  neurotic  wife  had  never 
arrived.  Everyone  was  still  expecting  her  to  go  to 
pieces,  but  as  yet  she  had  got  along  about  as  usual.  In 
point  of  fact  she  had  never  met  their  expectation.  It  is 
now  nearly  fourteen  years  since  the  dreadful  truth  was 
told  her  and  no  breakdown  has  occurred. 
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After  that  most  astonishing  experience  I began 
cautously  to  tell  the  truth  in  similar  cases,  even 
though  intimate  friends  or  relations  of  the  patient 
declared  that  the  truth  could  not  be  borne,  and  even 
when  I had  no  knowledge  of  the  patient’s  character  to 
set  against  that  of  his  closest  friends.  It  has  been,  on 
the  whole,  the  most  interesting  and  surprising 
experiment  that  I have  ever  tried.  The  astounding 
innocuousness  of  the  truth  when  all  reason  and  all 
experience  would  lead  one  to  believe  it  must  do  harm, 
has  never  ceased  to  surprise  me.  It  seems  as  if  when 
the  pinch  comes  and  the  individual  has  to  face  stern 
realities,  some  species  of  antitoxin  is  spontaneously 
and  rapidly  developed  whereby  the  individual  is 
rendered  immune  to  the  toxic  and  deleterious  effects 
of  the  nervous  shock!  . . . 

May  we  not  conceive  that  under  the  stimulus  of  the 
first  sting  and  nettle  of  hard  truth,  the  nervous  system 
of  the  patient  produces  rapidly  an  overplus  of  fighting 
courage — rises  to  the  emergency,  as  we  ordinarily  say, 
and  so  is  rendered  immune  against  the  otherwise 
depressing  effects  of  full  knowledge?  . . . 

But  whatever  the  theory,  the  fact  has  been  brought 
home  to  me  as  it  can  only  be  brought  home  by 
actually  trying  the  experiment;  the  fact,  namely,  that 
patients  and  patients’  friends  exhibit  an  astonishing 
power  to  stand  the  full  truth,  an  amazing  immunity 
against  its  depressing  effects.  No  one  ought  to  believe 
this  who  has  not  tried  it.  All  that  my  say-so  ought  to 
accomplish  is  to  make  someone  ready  to  try  the 
experiment;  to  take  the  risks  which  we  must  always 
face  if  we  are  to  get  ahead,  and  see  whether  he  can 
verify  my  findings.  . . . 

If  anyone  tries  to  repeat  my  experiments  1 trust  that 
he  will  notice  just  what  it  is  that  I recommend  him  to 
try.  . . . 

A straight  answer  to  a straight  question  is  what  I 
am  recommending,  not  an  unasked  presentation  of 
any  of  the  facts  of  the  patient's  case.  He  may  not  care 
to  know  those  facts  any  more  than  I care  to  know  the 
interesting  details  of  dental  pathology  in  which  my 
dentist  might  wish  to  instruct  me;  I prefer  to  leave  all 
that  to  him.  Just  so  my  patient  may  very  properly 
prefer  to  be  told  nothing  about  his  disease,  trusting 
that  I shall  do  my  best  and  let  him  know  when  there  is 
anything  for  him  to  do  in  the  matter. 

But  a straight  answer  does  not  mean  what  is  often 
called  the  “blunt  truth,’’  the  “naked  truth,’’  the  dry, 
cold  facts.  Veracity  means  (as  I have  said)  the  attempt 
to  convey  a true  impression,  a fully  drawn  and 
properly  shaded  account  such  as  is,  as  I well  know, 
very  difficult  to  give.  I know  one  physician  (and  a 
splendid  type  of  man  he  is,  too)  who,  when  he  sees  a 
case  of  rheumatic  heart  trouble,  and  is  asked  for  a 
prognosis,  is  apt  to  say  something  like  this:  “Well,  I’m 
mighty  sorry  for  you,  but  your  trouble  is  incurable. 
Your  heart  is  damaged  past  repair  and  there  is  not 
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much  of  anything  to  be  dome  except  to  take  sodium 
salicylate  during  the  acute  attacks  and  hope  that  the 
process  will  become  arrested  spontaneously  before 
long.”  “Is  it  likely  to  get  worse?”  asks  the  patient. 
“Yes,  I’m  afraid  that  it  is.” 

Now  in  one  sense  that  is  all  true,  but  the 
impression  that  it  will  convey  to  the  patient  is  not 
true,  not  at  all  what  I mean  by  veracity.  I would  rather 
a physician  would  tell  this  sort  of  truncated, 
imperfect,  and  very  distressing  truth,  than  give  the 
patient  a smooth  and  pleasant  assurance  that  he  can 
be  cured  and  that  all  will  go  right  provided  he  does  so 
and  so. 

But  better  than  either  a misleading  half-truth  or  a 
pleasing  lie,  is  an  attempt  so  to  answer  the  patient’s 
question  that  he  shall  see  not  only  what  he  can’t  do 
and  can’t  hope  for,  but  what  he  can  do  and  what  there 
is  to  work  for  hopefully.  That  his  heart-valve  is  leaky 
and  perhaps  useless  is  true,  and  in  that  sense,  to  that 
extent,  he  is  incurable;  the  damaged  heart-valve  is 
damaged  once  for  all.  Yet  by  accommodating  himself 
to  his  diminished  heart  power,  the  patient  can 
gradually  educate  to  a considerable  extent  both  his 
heart  and  the  rest  of  himself.  His  heart  can  be  made  to 
adjust  itself  to  its  maimed  state  and  to  put  forth,  in 
spite  of  it,  a good  deal  more  power  than  it  would  have 
done  without  the  educational  process;  and  the 
individual,  by  learning  to  take  the  best  advantage  of 
all  the  power  he  has,  can  accomplish,  not  all  that  he 
could  in  health,  but  yet  perhaps  as  much  as  he 
actually  would  have  done,  allowing  for  the  amount  of 
wasted  time  and  wasted  opportunity  that  has  often  to 
be  deducted  from  the  effective  power  of  a healthy 
man. 

Because  this  kind  of  explanation  is  so  difficult  and 
takes  so  much  time,  doctors  are  apt  to  shirk  it  and 
give  the  patient  either  a rough  half-truth  or  a smooth 
lie.  . . . 

Not  infrequently  we  need  to  choose  our  time  well,  if 
a piece  of  painful  truth  has  to  be  communicated,  and 
it  may  be  necessary  to  avoid  giving  the  patient  a 
chance  to  cross-question  us  at  a time  when  we  con- 
sider him  temporarily  below  par.  I have  heard  a 
patient  say:  “The  doctor  didn’t  mean  to  let  me  get  that 
out  of  him  to-day,”  but  it  was  said  without  any 
bitterness  or  sense  of  being  tricked  by  his  physician, 
for  the  fact  that  the  doctor  avoided  being  questioned 
presaged  that,  if  cornered,  he  would  not  tell  a lie.  . . . 

Ought  we  to  persist  in  telling  the  truth  even  when 
we  know  that  it  may  kill  the  patient?  Could  any  ef- 
fect produced  by  a lie  be  as  bad  as  the  loss  of  a 
human  life? 

Before  answering  this  question  directly,  let  me  ask 
you  to  consider  a somewhat  fanciful  hypothesis. 
Suppose  it  lay  in  our  power  to  let  loose  into  the 
atmosphere  a poisonous  gas,  which  would  vitiate  the 
air  of  a whole  town  so  that  the  whole  community 
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would  gradually  suffer  in  efficiency,  in  physical  and 
moral  fiber.  Would  it  not  be  worth  sacrificing  a 
human  life  to  save  a whole  community  from  such 
deterioration? 

Now  a lie  seems  to  me  to  do  something  like  that.  By 
undermining  the  confidence  of  man  in  man  it  does  its 
part  in  making  not  one  but  every  human  activity 
impossible.  If  we  cannot  trust  one  another,  we  cannot 
take  a step  in  any  direction.  Business,  social  relations, 
science,  everything  worth  doing  depends  on  mutual 
confidence.  It  is  the  very  air  we  breathe.  To  poison  it 
is  to  do  a thing  far  worse  for  society  than  the  loss  of  a 
single  life.  Hence  though  1 believe  that  it  is 
extraordinarily  rare  to  be  able  to  save  a life  by  a lie,  it 
seems  to  me  that  the  remedy,  the  lie,  is  worse  than 
death. 

HI 

Truth  and  Falsehood  in  Treatment 

In  discussing  truth  and  falsehood  in  diagnosis  and 
in  prognosis,  I have  dealt  chiefly  with  spoken  truth  or 
spoken  lies.  In  the  domain  of  treatment  the  true  or 
false  impression  is  often  conveyed  without  words. 

I do  not  know  who  it  was  that  defined  a quack  as 
“one  who  pretends  to  possess  or  to  be  able  to  use 
powers  (either  of  diagnosis,  prognosis,  or  treatment) 
which  in  fact  he  knows  he  is  without.”  If  we  think  over 
the  various  forms  of  quacks  familiar  to  us—  Dr. 
Munyon,  with  his  lifted  hand  swearing  to  the  value  of 
all  those  specific  cures  which  he  knows  he  does  not 
possess;  the  cancer  curers,  those  who  advertise  to  cure 
“weak  men;”  Francis  Truth,  who  cheats  his  dupes 
with  all-healing  handkerchiefs  sent  through  the 
mails  at  $5  apiece — we  see  that  they  all  pretend  to 
use  knowledge  about  valuable  medicines  or  other 
remedies  which  they  know  are  frauds. 

Now,  I was  brought  up,  as  I suppose  every 
physician  is,  to  use  what  are  called  placebos,  that  is 
bread  pills,  subcutaneous  injections  of  a few  drops  of 
water  (supposed  by  the  patient  to  be  morphine),  and 
other  devices  for  acting  upon  a patient’s  symptoms 
through  his  mind.  How  frequently  such  methods  are 
used  varies  a great  deal  I suppose  with  individual 
practitioners,  but  I doubt  if  there  is  a physician  in  this 
country  who  has  not  used  them  and  used  them  pretty 
often.  It  never  occurred  to  me  until  I had  given  a great 
many  “placebos”  that,  if  they  are  to  be  really  effective, 
they  must  deceive  the  patient.  I had  thought  of  them 
simply  as  a means  of  getting  rid  of  a symptom  and  no 
more  a lie  than  hypnotism  or  any  other  form  of 
frankly  mental  therapeutics. 

But  one  day  a patient  caught  me  in  the  attempt  to 
put  her  to  sleep  by  means  of  a subcutaneous  injection 
of  water.  “I  saw  you  get  that  ready,”  said  she,  “and 
there  is  no  morphine  in  it;  you  were  just  trying  to 
deceive  me.”  I was  fairly  caught  and  there  was  no  use 
in  trying  to  bluff  it  out,  so  1 merely  protested  that  my 
deception  was  well  meant,  that  it  profited  me  nothing, 
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that  it  was  simply  intended  to  give  her  a night’s  rest 
without  the  depressing  effects  of  morphia,  etc. 

“Of  course  I see  that,”  she  said,  “but  how  am  I to 
know  in  future  what  other  tricks  you  will  think  it  best 
to  play  me  for  my  good?  How  am  1 to  believe 
anything  you  say  from  now  on?” 

1 did  not  know  what  answer  to  make  at  the  time, 
and  I have  never  been  able  to  think  of  any  since. 

But  water  subcutaneously  does  not  differ  in 
principle  from  any  other  placebo.  If  the  patient  knows 
what  we  are  up  to  when  we  give  him  a bread  pill  it 
will  have  no  effect  on  him.  If  he  is  dyspeptic  he 
must  believe  that  we  consider  the  medicine  we  give 
likely  to  act  upon  his  stomach  and  not  merely  upon 
his  stomach  through  his  mind.  Otherwise  it  will  do 
him  no  good.  Suppose  we  said  to  him:  “I  give  you  this 
pill  for  its  mental  effect.  It  has  no  action  on  the 
stomach”;  would  he  be  likely  to  get  benefit  from  it? 
No,  it  is  only  when  through  the  placebo  one  deceives 
the  patient  that  any  effect  is  produced.  It  is  only  when 
we  act  like  quacks  that  our  placebos  work.  . . . 

The  majority  of  placebos  are  given  because  we 
believe  the  patient  will  not  be  satisfied  without  them. 
He  has  learned  to  expect  medicine  for  every  symptom, 
and  without  it  he  simply  won’t  get  well.  True,  but  who 
taught  him  to  expect  a medicine  for  every  symptom? 
He  was  not  born  with  that  expectation.  He  learned  it 
from  an  ignorant  doctor  who  really  believed  it,  just  as 
he  learned  many  old  legends,  as,  for  example,  that 
pimples  are  a disease  of  the  blood,  that  “shingles”  kills 
the  patient  whenever  it  extends  clear  round  the  body, 
and  that  in  the  spring  the  blood  should  be  “purified” 
by  this  or  that  remedy.  It  is  we  physicians  who  are 
responsible  for  perpetuating  false  ideas  about  disease 
and  its  cure.  The  legends  are  handed  along  through 
nurses  and  fond  mothers,  but  they  originate  with  us, 
and  with  every  placebo  that  we  give  we  do  our  part  in 
perpetuating  error,  and  harmful  error  at  that.  If  the 
patient  did  not  expect  a medicine  for  his  attack  (say  of 
mumps)  we  should  not  give  it,  yet  we  do  all  we  can  to 
bolster  up  his  expectation  for  another  time,  to  deepen 
the  error  we  deplore. 

Some  years  ago  an  unfortunate  patient  was  floating 
around  from  one  clinic  to  another,  as  happens  now 
and  then  when  diagnosis  and  treatment  are  unsuccess- 
ful. This  poor  woman  complained  that  she  had  a 
lizard  in  her  stomach,  that  she  felt  his  movements 
distinctly,  and  that  they  rendered  her  life  unbearable. 
Doctor  after  doctor  had  assured  her  that  the  thing 
was  impossible,  that  no  such  animal  could  subsist 
inside  a human  being,  that  the  trouble  was  wholly  a 
fanciful  one,  and  that  she  must  do  her  best  to  think 
of  it  no  more.  But  all  such  explanations  and  reas- 
surances were  of  no  avail. 

One  evening  a group  of  physicians  at  a small 
medical  club  were  discussing  the  nervous  affections  of 
the  stomach,  with  this  case  as  a text.  Then  up  spoke 
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one  of  the  elder  of  the  number,  “I’ll  fix  that  woman; 
you  send  her  to  me!”  So  said,  so  done.  The 
unfortunate  female  appeared  at  his  clinic  within  a few 
days.  Our  friend  the  doctor  listened  with  great 
attention  to  all  her  symptoms,  nodding  his  head 
gravely  from  time  to  time.  He  entered  a lengthy 
account  of  the  case  upon  his  records,  and  meditated 
sagely  for  a time  when  she  had  finished.  “Yes,”  he 
said,  with  a sigh,  “there  is  no  doubt  about  it;  it’s  a 
clear  case  of  lizard  in  the  stomach.  It  is  no  use 
concealing  the  truth  from  you  any  longer;  you  have 
every  symptom  of  the  disease.  But  we  have  made  a 
good  deal  of  progress  within  the  last  few  months. 
Madam,  in  the  treatment  of  that  trouble,  and  while  I 
cannot  make  any  promises  (for  no  honorable  doctor 
can  do  anything  of  that  kind),  I think  I can  give  you 
good  hope  that  you  may  be  relieved.  A medicine  has 
recently  been  discovered  which,  in  the  majority  of 
cases — not  all  cases,  mind  you — will  dissolve  lizards 
in  the  stomach  and  allow' the  resulting  substance  to  be 
excreted  by  the  kidney.  As  I say.  Madam,  1 cannot 
promise  a cure;  but  this  I can  promise:  within  a few 
days  after  you  have  taken  my  medicine  you  will  be 
absolutely  sure  whether  or  not  it  has  proved  effective. 
In  case  it  should  prove  effective,  you  will  notice  within 
forty-eight  hours  from  the  time  you  take  it  an 
extraordinary  change  in  the  color  of  your  urine, 
which  will  be  tinged  some  shade  of  blue,  or  bright 
green.  In  case  the  medicine  fails,  as  is  quite  possible 
that  it  may,  there  will  be  no  change  whatever  in  the 
color  of  the  urine.  The  medicine  will  be  contained  in 
three  capsules,  for  which  I have  just  written  a 
prescription;  they  can  be  obtained  only  at  one 
apothecary’s  in  the  city,  as  the  medicine  is  difficult  to 
procure  and  known  to  but  few.  I have  written  his 
address  on  the  prescription.” 

The  doctor  then  handed  her  a prescription  for 
three-grain  capsules  of  Methylene  Blue,  a substance 
which,  when  taken  into  the  stomach,  invariably 
produces  a deep  blue  color  in  the  urine.  The  woman 
took  the  medicine,  perceived  to  her  amazement  and 
delight  that  a blue  color  was  imparted  to  her  urine, 
recognized  that  the  lizard  must  have  been  dissolved, 
and  was  at  once  freed  from  all  her  symptoms. 

Now,  this  is  the  end  of  the  story  as  it  is  usually  told; 
but  there  is  a sequel.  Within  the  course  of  three 
months  another  lizard  grew.  This  time  the  poor  lady 
had  no  more  faith  in  Methylene  Blue  as  a permanent 
cure,  and  turned  up  at  still  another  Out-Patient  clinic 
under  the  charge  of  a very  honest  physician,  to  whom 
she  told  her  story.  He  said  of  course  that  it  was 
ridiculous  and  impossible,  because  lizards  couldn’t 
grow  in  people’s  stomachs.  “Oh,”  she  said,  you  know 
Doctor  Blank,  don’t  you?  He  is  a good  doctor,  isn’t 
he?”  “Yes.”  “Well,  he  told  me  1 had  all  the  symptoms 
of  lizard  in  the  stomach.  He  wouldn’t  tell  me  a lie, 
would  he?” 


“Well,  anyway,  you  haven’t  got  a lazard  in  your 
stomach  now.”  From  this  the  doctor  went  one  step 
further  than  anyone  had  gone  before;  he  investigated 
not  only  what  was  not  the  matter  with  her,  but  what 
the  trouble  actually  was.  He  found  that  she  had  an 
excess  of  gastric  juice  in  her  stomach,  the  irritation  of 
which  gave  the  gnawing  and  scratching  feeling  which 
she  attributed  to  the  presence  of  a lizard.  Having 
discovered  this  fact  he  proceeded  to  treat  her  for  this 
trouble,  which  he  succeeded  in  curing,  and  after  that 
time  the  lizard  never  grew  again.  All  of  which  shows 
that  lies  do  not  always  work,  and  that  the  truth 
sometimes  does. 

Placebos  with  or  without  lies  are  unnecessary.  I 
have  for  the  past  few  years  been  trying  the  experiment 
of  explaining  to  the  patient  why  he  does  not  need  a 
drug,  when  there  is  no  drug  known  for  his  trouble.  It 
takes  a little  more  time  at  first,  but  one  thorough 
explanation  serves  for  many  subsequent  occasions. 
One  has  only  to  remind  the  patient  of  what  we  have 
gone  over  with  him  before.  When  the  occasion  for 
a drug  really  comes,  the  patient  has  far  more  con- 
fidence in  its  workings.  . . . 

But  the  habit  of  giving  placebos  has  another  evil 
result.  It  gives  the  patient  indirectly  a wrong  idea,  a 
harmful  idea  of  the  way  disease  is  produced  and 
avoided.  If  symptoms  can  be  cured  by  drugs,  it  is 
impossible  to  bring  to  bear  upon  the  patient  the  full 
force  of  that  most  fundamental  principle  of  therapeu- 
tics; “To  remove  a symptom  remove  its  cause.”  That  a 
man  can  be  made  well  “in  spite  of  himself’  as  the 
patent-medicine  advertisements  say  (that  is,  in  spite  of 
violating  the  laws  of  health)  is  a belief  produced  as 
one  of  the  by-products  of  the  way  we  hand  out 
placebos  especially  in  our  hospitals  and  dispensaries. 
Thus  we  foster  the  patent-medicine  habit.  . . . 

Before  I close  this  chapter  I want  to  speak  of  one 
further  point  which  my  experiments  with  truth  and 
falsehood  have  brought  home  to  me.  When  I have 
plucked  up  courage  and  ventured  to  tell  the  truth  in 
hard  cases,  I have  been  surprised  again  and  again  to 
find  how  all  the  chances  and  accidents  of  nature  have 
backed  me  up.  Everything  seems  to  conspire  to  help 
you  out  when  you  are  trying  to  tell  the  truth,  but  when 
you  are  lying  there  are  snares  and  pitfalls  turning  up 
everywhere  and  making  your  path  a more  and  more 
difficult  one. 

I will  sum  up  the  results  of  my  experiments  with 
truth  and  flasehood,  by  saying  that  I have  not  yet 
found  any  case  in  which  a lie  does  not  do  more  harm 
than  good,  and  by  expressing  my  belief  that  if 
everyone  will  carefully  repeat  the  experiments  he  will 
reach  similar  results. 

The  technic  of  truth-telling  is  sometimes  difficult, 
perhaps  more  difficult  than  the  technic  of  lying,  but 
its  results  make  it  worth  acquiring. 
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All  organizations  have  the  need  to  provide  their  membership  with  complete 
and  continuing  information  as  to  goals  and  accomplishments.  To  that  end  1 
report  the  following. 

Your  leadership  has  attempted  maximally  to  involve  the  Society  in  all 
phases  of  the  delivery  of  medical  care.  We  therefore  have  been  catalytic  in 
the  new  consortium  of  Health  Professionals.  We  play  a leading  role  in  the 
newly  formed  Connecticut  State  PSR  Council.  The  newly  reorganized 
Connecticut  Medical  Institute  will  have  our  representative  on  its  board. 
There  is  physician  input  into  all  five  HSA’s;  and  our  vice-president  is  a board 
member  of  “Schick.”  Dialogue  continues  with  the  Connecticut  Nurses 
Association  and  the  Connecticut  Hospital  Association.  We  continue  to  be  represented  on  the  Board  of 
the  Cost  Commission.  We  formally  are  on  the  Committee  to  Study  Medicare  Assignment.  We  are 
legislatively  committed  to  support  the  two  new  physician-sponsored  HMO’s.  Our  President-elect  is  an 
officer  of  the  newly  created  National  Council  of  State  Committees  on  Continuing  Education  and  has 
been  successful  in  stimulating  the  AM  A to  study  problems  inherent  in  the  rationing  of  health  care. 

It  is  timely  to  report  our  success  in  having  the  Medicare  community  adopt  our  “piggyback”  concept 
of  one  form  for  all  Medicare  charges.  On  July  1 . 1978  this  simplified  billing  mechanism  should  make  it 
possible  for  all  eligible  Medicare  recipients  more  easily  to  file  or  have  filed  all  their  charges  so  that 
many  previously  uncompensated  may  soon  be  reimbursed.  The  Medicare  community  hopes  that  this 
simplification  will  encourage  more  physicians  to  accept  assignment  and  lessen  the  burdens  hitherto 
borne  by  their  patients. 

In  1976  and  again  recently  when  we  learned  that  four  state  physicians  were  indicted  for  medical 
fraud,  we  urged  Governor  Grasso  to  promptly  prosecute  all  guilty  physicians  and  offered  our 
assistance  to  that  end.  As  a result,  with  Council  endorsement,  the  Society  and  the  State  Police  are 
involved  in  a dialogue  to  determine:  (a)  How  the  Society  can  help  the  police  stamp  out  fraud  and 
(b)  How,  with  our  help,  the  police  will  not  involve  our  members  in  any  pattern  of  well-meaning  but 
false  accusation,  misrepresentation  or  distortion. 

It  is  a matter  of  no  small  satisfaction  that  our  Society  has  for  seven  months  had  in  place  a working 
program  in  hospital  cost  containment  that  just  recently  the  AMA  has  designated  as  an  urgent  major 
goal  for  all  state  societies.  Our  efforts,  cosponsored  with  the  CHA,  are  becoming  known  and  accepted 
locally  and  receiving  attention  nationally.  We  have  recently  met  for  the  second  time  with  hospital 
administrators  and  chiefs  of  staff  to  set  up  local  committees  of  staff  physicians  expected  locally  to 
implement  those  cost  effective  techniques  either  demonstrated  by  our  state-wide  seminars  or  initiated 
locally  at  the  hospital  level. 

On  January  26,  1978  our  third  statewide  seminar  was  held,  dealing  with  techniques  in  reducing  the 
number  of  laboratory  services  performed  and  monies  expended  while  at  the  same  time  increasing  the 
quality  of  work  performed.  It  was  reported  that  a program  of  this  type  was  successfully  introduced 
that  not  only  reduced  direct  laboratory  cost  but  also  indirectly  reduced  inappropriate  clinical 
application  of  questionable  data  with  improved  quality  of  patient  care. 

On  March  7,  1978  we  plan  our  fourth  seminar  on  patterns  of  practice  in  the  intensive  care  unit.  It 
has  yet  to  be  determined  whether  there  is  any  basis  for  minimizing  costs  without  jeopardizing  quality 
of  care  in  these  areas.  Perhaps  savings  can  only  be  achieved  at  the  expense  of  quality — a tradeoff  not 
acceptable  either  now  or  in  the  future. 

It  is  of  course  obvious  that  there  is  a limit  to  the  value  of  single  seminars  focusing  on  narrow  facets 
of  patient  care.  But  small  savings  in  local  situations  become  savings  of  large  amounts  in  the  aggregate 
and  by  increasing  awareness  ever  so  little  in  some  and  greater  in  others,  we  can  create  an  atmosphere 
of  concern  among  all  providers  of  care  in  the  expenditure  of  the  health  dollar. 

And  so  the  Connecticut  State  Medical  Society  will  continue  in  its  efforts  to  stimulate  interest  in  the 
reduction  of  health  costs,  continuing  to  involve  different  physicians  and  different  service  components 
in  our  program.  We  hope  to  create  a “ripple  effect”  and  by  so  doing,  broaden  our  effectiveness  and 
maintain  a high  level  of  interest  in  this  vast  problem  which  is  such  a major  concern  to  so  many  in  the 
health  field. 

Isadore  H.  Friedberg,  M.D. 

President 


Working  together 

is  the 

best  medicine. 


Avoiding  malpractice  is  often  a matter  of 
knowing  ahead  of  time  where  the  pitfalls  are. 
dEtna  Life  St  Casualty  wants  to  help  alert 
physicians  and  their  employees  to  malpractice 
traps.  So  we  offer  a variety  of  services  and 
materials  at  no  charge. 

For  instance,  we  offer  a free  videotape 
service  demonstrating  some  of  the  frequent 
causes  of  malpractice.  Our  constantly  updated 
selection  of  brochures  offers  common  sense 
tips.  We  also  conduct  seminars  for  doctors  to 
benefit  from  their  collective  experience. 

/Etna  employs  the  know-how  of  physi- 
cians, medical  malpractice  lawyers  and  health 
and  safety  experts  to  prepare  these  services. 


The /Etna  Casualty  and  Surety  Company 


This  Loss  Control  and  Education  Program  has 
been  instrumental  in  allowing  /Etna  to  provide 
professional  liability  coverage  to  physicians 
on  a continuing  basis. 

We  believe  covering  you  against  malprac- 
tice is  not  enough.  We  want 
to  work  with  you  to  help 
you  prevent  it.  Your  /Etna 
Account  Supervisor  is  there 
to  help.  Call: 

Frank  Ginty 
Ttna  Life  & Casualty 
Commerce  Building 
4675  Main  Street 
Bridgeport,  Conn.  06606 

Standard  Fire  Insurance  Company 


LI  FE&  CASUALTY 


Reflections  from  the  Dean's  Office 

ROBERT  U.  MASSEY,  M.D. 


Technology  has  been  blamed  for  most  that  has 
gone  wrong  in  the  twentieth  century,  and  modern 
man,  defined  by  his  inventiveness,  has  suspected  that 
one  day  his  creatures  would  turn  on  him: 

“Things  are  in  the  saddle 
And  ride  mankind1” 

There  is  a line  perceived  to  be  running  through 
August  4,  1914  and  on  to  the  holocaust  at  the  end  of 
the  world;  that  line  marks  the  uncontrolled  develop- 
ment of  technology.  Along  it  a whole  host  of  evils  are 
seen  or  imagined:  war,  accidents,  disease,  and  death, 
pollution  and  despoliation  of  the  environment, 
overpopulation,  declining  quality  of  life,  fading  of 
both  the  liberal  and  the  fine  arts,  and  an  unprecedent- 
ed rise  in  the  cost  and  callousness  of  medical  care.  All 
of  these  and  evils  even  more  fundamental  are  ascribed 
to  modern  technology,  and  all  manner  of  rituals  from 
organic  gardening  to  natural  childbirth  are  prescribed 
to  ward  off  its  melancholy  mechanical  spell. 

The  difficulty  is  that  technology  includes  almost  all 
that  we  do  or  make,  with,  of  course,  some  important 
exceptions.  The  Oxford  Dictionary  says  that  technol- 
ogy is  both  “a  discourse  or  treatise  on  an  art  or  arts,” 
and  the  “practical  arts  collectively.”  Webster  defines 
technology  as  “the  totality  of  the  means  employed  to 
provide  objects  necessary  for  human  sustenance  and 
comfort.” 

Whatever  may  be  excluded  from  that  definition, 
such  as  philosophy,  theology,  jurisprudence,  and 
some  literature  and  art,  medicine  cannot  be  regarded 
essentially  as  anything  other  than  a technology.  East 
summer  at  the  University  of  Hamburg  medical 
philosophers  held  a conference  on  Science,  Technol- 
ogy, and  Medical  Practice,  and  the  participants  found 
it  difficult  to  separate  technique  from  practice  and 
both  from  science. 

Does  science  give  rise  to  the  technology  which  then 
becomes  practice?  Or  is  it  the  other  way  round? 
Historically,  practice  was  the  mother  of  technology 
and  often  science  followed.  What  mattered  afterward 
had  to  do  with  creativity,  but  it  was  technology  which 
reduced  the  labor  expanded  in  comparison  with  the 
value  of  the  product.  It  is  cheaper  to  send  a message 
across  the  Atlantic  by  radio  than  by  sail;  to  print  bills 
bv  computer  than  to  transcribe  them  by  hand;  to  treat 
tuberculosis  with  isoniazide  than  by  pneumothorax; 
and  to  diagnose  a meningioma  with  computerized 
tomography  than  by  air  encephalography. 

In  his  delightful  little  book  Dynamo  and  Virgin 
Reconsidered,  Lynn  White  describes  in  our  time  an 
increasing  “recognition  that  technology  and  science 
are  and  always  have  been,  integral  to  the  human 
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adventure”  (italics  his).  Later  he  writes  that  “Engi- 
neers are,  and  always  have  been,  implicitly  dedicated 
to  the  liberation  of  mankind  from  the  limitations  of 
the  physical  world.”2 

Faust,  after  all  his  striving  after  knowledge  and 
certainty  for  which  he  has  gambled  his  soul,  declares 
before  he  dies; 

“Below  the  hills  a marshy  plain 

Infects  what  I so  long  have  been  retrieving: 

This  stagnant  pool  likewise  to  drain 
Were  now  my  latest  and  my  best  achieving.”3 
Health  planners  would  like  to  limit  the  availability 
of  new  technologies  and  to  slow  their  development, 
claiming  that  they  add  more  to  the  cost  than  to  the 
value  of  medical  care.  Cost  depends  upon  definitions 
and  who  the  bookkeeper  is.  When  we  recall  how 
pneumonia  was  treated  in  1938  with  type-specific 
rabbit  anti-serum  and  sulfanilamide  in  the  hospital, 
and  compare  that  with  penicillin  treatment  at  home, 
we  seem  to  have  an  exception.  If  the  technology 
involved  in  modern  treatment  of  acute  myocardial 
infarction  has  been  a factor  in  reducing  the  number  of 
cardiac  deaths,  are  we  calculating  its  cost  properly? 
CT  scanners  are  now  selling  for  less  than  $100,000; 
will  they  not  decrease  the  cost  of  medical  care?  Some 
neurosurgeons  believe  that  they  reduced  costs  even 
before  their  prices  fell. 

It  may  be  that  no  accepted  medical  technology, 
properly  used,  and  after  development  costs  had  been 
paid,  has  ever  increased  the  cost  of  medical  care.  I am 
not  enough  of  an  economist,  or  accountant,  to  know. 
But  I do  know  from  experience  with  ball  point  pens, 
calculators,  computers,  penicillin,  and  polio  vaccine 
that  the  cost  of  technology  diminishes  as  its 
effectiveness  increases.  Encouraging  man’s  capacity  to 
invent  may  be  the  only  way  to  decrease  the  absolute 
costs  of  health  care. 

There  remains  the  troublesome  line  which  began 
with  man’s  beginnings  and  runs  through  August  4, 
1914  and  August  6,  1945  right  on  to  the  end  of  the 
world.  So  far  we  have  lacked  the  will  or  the  wit  to 
change  its  course.  That  is  a different  problem  from 
health  care  costs.  Technology,  as  Bacon  knew,  has 
two  faces,  a superior  and  inferior: 

“The  end  of  our  foundation  is  the  knowledge  of 
causes,  and  secret  motion  of  things;  and  the  enlarging 
of  the  bounds  of  human  empire,  to  the  effecting  of  all 
things  possible.”4 
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THE  IRONY  OF  HAVING 

THE  BEST 


It  might  be  said  that  medical  advances  are  now 
coming  back  to  haunt  us  — and  in  a rather  strange 
way. 

Health  care  professionals  have  devoted  years  to 
improving  their  knowledge  and  skills  to  the  point 
where,  collectively,  America’s  doctors,  hospitals 
and  medical  technology  rank  with  the  world's  best. 

Often  overlooked,  however,  is  the  fact  that  ad- 
vancements cost  money. 

And  we  must  also  add  the 
practical  knowledge  that 
this  medical  success  may 
have  brought  about  a cer- 
tain public  complacency, 
a feeling  that  "if  I get 
sick,  they'll  fix  me  up  in 
no  time  and  my  health 
insurance  will  cover  it." 

That  attitude  also  adds 
to  costs. 

Then  we  must  consider 
the  fact  that  there  are  non- 
medical costs  attached  to 
health  care  — labor,  food, 
administration  — and  the 
biggest  economic  factor 
of  them  all,  inflation. 

Each  of  these  items  has 
a dollar  sign  attached  to  it,  and  have  combined  to 
produce  the  admittedly  higher  costs  associated 
with  human  healing,  maintenance  and  longevity. 

Physicians,  hospitals,  patients  or  Blue  Cross  & 
Blue  Shield  alone  have  not  been  able  to  alter  this 
rise,  so  the  message  becomes  quite  clear:  we  must 
begin  immediately  to  work  together.  For  it  appears 


quite  obvious  that  only  a collective  effort  can 
have  any  chance  for  success. 

Blue  Cross  & Blue  Shield  has  been  telling  its 
subscribers  (as  well  as  the  public  in  general)  how 
they  can  take  better  care  of  themselves.  We  have 
been  asking  them  to  question  costs,  to  speak  with 
their  doctors  about  alternatives  like  ambulatory 
care,  and  to  look  upon  us  as  a source  of  health 
care  financing,  backing  up 
and  supporting  their  ef- 
forts and  those  of  their 
physicians. 

But  we  need  your  help, 
too.  We  ask  you  to  take  a 
hard  look  at  costs.  Not 
just  your  professional  fees, 
but  total  costs.  (We  think 
you  might  be  astonished  at 
how  fast  surgery,  with 
attendant  inpatient  costs, 
can  pyramid  into  an  astro- 
nomical "bottom  line.") 

Please  remember  there 
are  alternatives  to  inpa- 
tient care.  Blue  Cross  & 
Blue  Shield  provides  bene- 
fits for  outpatient  surgery 
and  diagnostic  services, 
Pre-Admission  Testing,  and  Coordinated  Home 
Care  to  cut  down  on  inpatient  days.  These  are 
just  a few  of  the  available  alternatives. 

Trying  to  stop  this  upward  price  spiral  is  a 
tremendous  task,  but  if  everyone  works  together, 
perhaps  we  can  begin  to  at  least  slow  down  in- 
creasing costs. 
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EDITORIALS 

Richard  C.  Cabot— Some  Reflections  on 
Deception  and  Placebos  in  the  Practice 
of  Medicine 

Elsewhere  in  this  issue  appears  an  edited  version  of 
a remarkable,  though  forgotten,  article  by  a most 
distinguished  physician.  Richard  C.  Cabot,  one  ol 
those  “restless  souls  who  cannot  be  made  to  fit  the 
common  mold,”1  is  best  remembered  as  the  father  of 
the  Clinicopathological  Conference  which  following 
its  birth  at  the  Massachusetts  General  Hospital  in 
1910  was  quickly  adopted  by  most  teaching  hospitals 
throughout  the  United  States.2 

Cabot’s  article  on  The  Use  of  Truth  and  Falsehood 
in  Medicine:  An  Experimental  Study  is  an  uncom- 
promising and  far-ranging  endorsement,  unparalleled 
in  medical  literature,  of  total  honesty  in  physician- 
patient  interactions.  1 shall  expand  only  on  two  issues 
discussed  by  Cabot:  The  consequences  of  lying  and 
the  use  of  placebos. 

Cabot  asks:  Can  we  “isolate  a lie  as  we  do  a case  of 
small  pox  and  let  its  effect  die?”  He  answers  “no,”  and 
points  to  an  oft-forgotten  aftermath:  “[Lies]  beget  as  a 
rule  not  any  acute  indignation  . . . but  rather  a quiet, 
chronic  incredulity  . . .”  Professional  insistence  on 
patients’  unreserved  trust  has  concealed  the  insidious 
consequences  of  “incredulity,”  and  indeed  made  their 
study  superfluous.  Yet  the  plea  for  trust,  however 
appropriate  for  some  facets  of  the  physician-patient 
relationship,  requires  re-examination  when  it  comes 
to  communications  between  doctors  and  patients.  For 
already  as  children,  many  patients  observed  how 
physicians  conspired  with  their  parents  in  lying  to  sick 
grandparents  about  diagnosis,  therapy  and  prognosis. 
It  may  indeed  have  been  their  first  experience  with  an 


exception  to  truth-telling.  And  subsequently  in  their 
personal  encounters  with  many  doctors,  they  must 
have  wondered  why  they  had  not  been  informed 
about  complications  which  they  suffered,  about 
treatment  failures  which  they  experienced,  or  about 
alternative  modes  of  therapy  of  which  they  only  later 
gained  knowledge.  The  “hope”  and  “reassurance” 
they  had  received  instead,  however  much  intended  for 
their  welfare,  did  not  always  comport  with  subsequent 
experience,  and  incredulity  was  reinforced. 

A number  of  troublesome  questions  emerge:  Do 
and  can  patients  believe  what  physicians  tell  them? 
Must  patients  naggingly  wonder  whether  their 
physicians’  pronouncements  are  or  are  not  a mixture 
of  truths,  evasions,  omissions  or  lies?  The  more  I 
reflect  on  these  deceptive  practices,  the  more 
convinced  I am  that  most  patients  can  never  fully 
believe  physicians,  and  that  as  a consequence  they  do 
not  listen  as  attentively  as  they  might,  even  when 
doctors  wish  them  to  listen.  Patients’  doubts  must 
leave  a residue,  be  it  a desire  to  believe  that  they  are 
being  told  the  truth,  though  never  being  quite  able  to 
surrender  to  it;  treating  good  news  with  suspicion 
when  there  is  no  reason  to  doubt  it;  or  a conscious 
and  unconscious  propensity  never  to  believe  any- 
thing. Such  doubts,  in  turn,  contribute  to  the  much 
decried  lack  of  cooperation,  “shopping  around”  for 
new  doctors,  or  visits  to  “quacks.” 

Moreover,  I have  begun  to  wonder  whether  a 
connection  exists  between  such  doubts  and  patients’ 
lack  of  accurate  recall  of  physicians’  disclosures,  as 
reported  in  recent  studies.3  Patients  may  listen  to  their 
doctors  only  with  half  an  ear,  convinced  that  there  is 
no  need  to  pay  attention  because  they  cannot  be  sure 
how  truthful  their  doctor  will  be  in  the  first  place.  To 
be  sure,  there  are  other  reasons  for  listening  only  half- 
heartedly, such  as  the  conviction  that  their  participa- 
tion in  the  “informing”  process  matters  little,  for  it  is 
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the  doctor  who  will  decide  what  is  “in  their  best 
interests.” 

We  need  to  study  in  depth  how  patients  listen  to  us 
and  the  extent  to  which  they  believe  us.  We  might 
learn  from  such  research  that  Cabot’s  prescription  for 
uncompromising  truthfulness  has  great  merit. 

Cabot’s  position  on  placebos  is  similarly  unequivo- 
cal: “no  lies  in  the  shape  of  placebos.”  But  here  the 
problems  become  more  complex,  for  placebo  treat- 
ment is  not  necessarily  a resort  to  deception.  We  have 
learned  that  placebos  are  not  merely  pharmacologi- 
cally “inert”  substances  or  “spurious”  interventions 
but  powerful  prescriptions  in  their  own  right.  Since 
their  effectiveness  is  increased  significantly  by  the 
unquestioned  faith  of  patients  and  physicians  in  the 
intervention,  a new  question  emerges:  To  what  extent 
should  physicians  and  patients  become  aware  of  the 
tremendous  uncertainties  inherent  in  most  medical 
practices,4  at  the  risk  of  undermining  or  reducing  the 
“therapeutic”  placebo  effect  which  so  much  depends 
on  faith?  Yet  medical  uncertainty,  on  the  one  hand, 
and  the  therapeutic  power  of  faith  (the  placebo 
effect),  on  the  other,  will  place  limits  on  the  call  for 
awareness,  unless  one  has  visions  of  altering  funda- 
mentally traditional  medical  practices,  and  even 
human  nature.  But  there  are  other  questions:  Is 
medicine  an  art  or  a science,  or  better,  does  its 
scientific  posture  demand  only  the  prescription  of 
“tested”  drugs  and  interventions,  freed  of  their 
placebo  effects?  Should  placebos  be  left  to  faith- 
healers  and  should  physicians  instead  swear  allegiance 
to  new  gods  of  science?  Put  another  way,  should 
physicians  extend  their  assistance  to  all  “suffering” 
humanity  or  only  to  that  group  which  they  can  treat 
with  their  scientific  knowledge? 

If  placebos  have  a place  in  the  practice  of  medicine, 
then  physicians  must  appreciate  more  fully  that 
placebos  are  not  innocuous,  that  they  can  do  much 
harm; for  example,  by  becoming  a means  for  hurriedly 
doing  something  in  order  to  see  the  next  patient,  when 
nothing,  except  careful  explanation,  need  be  pro- 
vided; by  not  allowing  the  healing  power  of  nature  to 
take  its  course  and  instead  prescribing  active 
“placebos”  which  can  produce  iatrogenic  ailments 
that  require  further  treatment;  by  making  persons 
through  placebo  treatments  dependent  on  physicians, 
confirming  them  in  the  status  of  patients  when  instead 
their  “recovery”  could  have  been  accomplished 
through  reliance  on  the  persons  own  recuperative 
powers;  by  blinding  physicians  to  recommend  with 
enthusiasm  remedies  of  no  value,  and  disregarding  in 
the  process  less  detrimental  alternatives.5  This  brings 
us  full  circle  because  restrictions  on  the  use  of 
placebos  could  interfere  with  “cure.”  What  is 
unknown,  however,  is  whether  greater  honesty,  the 
substitution  of  explanation  for  the  misuse  of 
placebos,  will  not  turn  out  to  be  “curative”  in  its  own 


right.  Will  the  economic  cost  of  such  a dialogue  be 
less  or  greater  than  the  costs  of  laboratory  tests, 
prescriptions  and  hospitalizations?  Is  that  even  a 
significant  question?  We  must  be  grateful  to  Cabot  for 
making  us  mindful  of  these  problems  seventy  years 
ago.  In  1916  the  Massachusetts  Medical  Society 
considered  expelling  him  “for  publicly  advertising  the 
faults  of  the  general  practioner.”6  He  deserved  a better 
hearing  then  as  he  does  today. 

Jay  Katz,  M.D. 

Professor  (Adjunct)  of  Law  and  Psychiatry 
Yale  Law  School 
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Medicare  B Assignment: 

Clearing  the  Red  Tape 

In  a joint  press  release,  two  of  the  state’s  major 
health  insurance  carriers  have  announced  their 
agreement  to  establish  an  information-sharing  system 
to  speed  up  and  simplify  the  way  patients  and 
physicians  in  Connecticut  file  claims  for  Medicare 
Part  B and  Blue  Shield  supplementary  insurance 
benefits.  The  new  Medicare  claims  procedure,  called 
“piggybacking,”  calls  for  the  approved  portion  of  a 
patient’s  claim  not  covered  by  Medicare  to  be 
forwarded  directly  to  the  state’s  Blue  Cross  and  Blue 
Shield  office,  which  provides  subscribers  with 
supplementary  coverage  for  approved  health  care 
costs  that  Medicare  does  not  cover. 

One  of  the  recommendations  of  the  Society’s 
Report  on  Connecticut’s  Medicare  B Assignment 
Rate,  published  in  Connecticut  Medicine  in  No- 
vember, 1977,  was  that  the  Medicare  carrier, 
Connecticut  General  Insurance,  share  information 
with  Connecticut  Medical  Service  (Blue  Shield), 
carrier  for  the  20%  coinsurance  and  $60  deductible. 
The  purpose  for  this  was  so  that  the  physician  who 
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accepts  assignment  would  receive  all  entitled  pay- 
ments of  his  covered  charges  directly  from  the  carriers 
by  filing  only  a single  claim  form.  At  present  patient 
and  physician  must  file  separate  forms,  and  payment 
of  coinsurance  benefits  goes  to  the  patient,  even  when 
assignment  is  accepted,  so  that  the  physician  must  bill 
the  patient  as  well. 

Lindsay  D.  Hanna,  director  of  governmental 
programs  for  CG’s  Medicare  claims  operation,  said  he 
expects  the  new  system  to  “help  eliminate  the  extra 
work  involved  in  filling  out  two  separate  claims 
forms.  ‘Piggybacking’  will  mean  faster  claims  service 
because  it  will  be  easier  for  both  physicians  and 
patients  to  file  claims.”  Hanna  said  that  by  mid-year 
Connecticut  General  will  begin  to  furnish  magnetic 
computer  tapes  containing  data  needed  by  Blue  Cross 
& Blue  Shield  to  process  supplemental  coverage 
claims. 

Howard  E.  Bierkan,  Vice  President,  Professional 
Relations  and  Professional  Claims,  Blue  Cross  & Blue 
Shield  of  Connecticut,  noted  that  “this  new  system 
allows  us  to  be  more  responsive  to  subscribers  of  our 
supplementary  coverage.  Hence,  this  is  an  arrange- 
ment that  benefits  everyone:  patients  with  valid  claims 
to  be  paid,  physicians  entitled  to  compensation  for 
their  services,  and  the  insurers  who  are  obligated  to 
provide  as  high  a level  of  service  as  possible.” 

CG’s  Hanna  expressed  the  hope  that  the 
information-sharing  program  and  the  efficiencies  it  is 
expected  to  produce  “will  serve  as  an  added  incentive 
to  more  physicians  to  accept  Medicare  cases  on 
assignment.”  The  elimination  of  dual  claim  filing,  he 
noted,  should  make  it  more  attractive  for  physicians 
to  tile  claims  on  behalf  of  their  patients  and  accept 
direct  reimbursement  from  Medicare. 

The  implementation  of  this  new  claims  processing 
system  will  fulfil  one  of  the  key  recommendations  of 
the  CSMS  Report.  However,  physicians  should  be 
aware  that  the  report  estimates  that  only  about  50% 
of  Medicare-eligible  patients  have  supplementary 
coverage  for  the  20%  coinsurance,  and  only  about 
25%  are  also  covered  for  the  annual  $60  deductible. 
Separate  billing  is  thus  still  in  order  for  most  patients, 
even  if  assignment  is  accepted. 

A second  key  recommendation  of  the  Society  was 
that  all  supplementary  insurance  sold  in  Connecticut 
include  coverage  of  both  the  20%  coinsurance  and  the 
$60  deductible,  as  is  presently  the  case  in  Rhode 
Island,  which  has  a 76%  assignment  rate.  A third 
recommendation  was  that  such  coverage  be  vigorous- 
ly promoted  and  marketed,  to  bring  the  level  of 
insured  Medicare  eligibles  above  the  50%  mark. 

This  latter  recommendation  followed  from  the 
finding  that  physicians  were  twice  as  likely  to  accept 
assignment  for  patients  covered  by  supplementary 
insurance  as  for  those  not  so  covered,  and  that  states 


with  higher  assignment  rates  also  had  higher 
percentages  of  their  Medicare  populations  covered 
with  supplementary  insurance. 

Nevertheless,  the  streamlining  of  claims  processing 
scheduled  to  begin  this  summer,  will  cut  through 
much  of  the  red  tape  which  has  plagued  doctors  and 
patients  alike.  Another  CSMS  recommendation 
already  in  the  process  of  implementation  by  Connecti- 
cut General,  is  the  sending  to  each  physician  of  his 
Medicare  fee  profile.  Although  the  reimbursement 
profiles  of  each  physician  may  vary,  maximum 
allowable  reimbursement  levels  in  Connecticut  are 
generally  higher  than  in  the  other  New  England  states, 
and  higher  than  Blue  Shield  Century  Contract  levels. 

These  two  efforts  to  increase  the  acceptance  of 
assignment  by  the  state’s  physicians  depend,  of 
course,  upon  the  doctors’  own  cooperation  with  those 
recommendations  of  the  Society  directed  to  the 
physicians  themselves:  that  they  seek  to  determine 
each  Medicare  patient's  ability  to  pay,  and  that  they 
consider  “accepting  Medicare  B benefits  by  assign- 
ment if  such  hardship  appears  probable.” 

The  Society  has  acknowledged  that  acceptance  of 
assignment  is  well  in  keeping  with  the  time-honored 
principle  of  medical  ethics  that  the  physician’s  fee  “be 
commensurate  with  the  services  rendered  and  the 
patient’s  ability  to  pay.”  Since  elderly  patients  may 
often  be  reluctant  to  request  special  consideration  out 
of  pride  or  fear  of  rebuff,  the  physician’s  discreet 
sensitivity  to  these  situations  is  of  great  importance. 

Robert  J.  Brunell,  M.A. 

Connecticut  State  Medical  Society's 
Assistant  Executive  Director  for 
Educational  and  Scientific  Affairs 


Abortion 

The  “debate”  on  abortion  has  grown  into  a fight 
between  two  factions  with  extreme  views  neither  of 
which  considers  facts  or  the  complexities  of  attitudes 
and  feelings  about  sex  and  fertility.  On  the  one  side, 
the  forces  of  tradition  and  religion  would  not  allow 
any  abortions  or  even  the  avoidance  of  pregnancy 
except  by  sexual  abstinence.  On  the  other,  there  are 
groups  which  consider  abortion  to  be  the  “right”  of  a 
woman,  which  insist  that  even  asking  the  question, 
“Why  did  you  allow  yourself  to  get  pregnant  when 
you  do  not  want  a child?”  denies  that  right. 

One  might  admire  the  values,  strength,  and  self- 
control  of  those  who  believe  that  abortion  should 
never  be  considered.  However,  bringing  up  a child 
requires  a mother  who  is  reasonably  mature,  has  the 
skills  and  stability  needed  for  child  rearing  and  who  is 
able  to  adjust  to  an  unplanned  pregnancy;  by 
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preference,  also  a father  who  takes  responsibility  for 
his  child  and  its  mother;  and  a society  which, 
recognizing  the  needs  of  its  future  citizens,  is  ready  to 
support  them  materially,  educationally,  and  medically 
when  the  parents  cannot  provide  properly.1  On  the 
other  side  of  the  controversy  are  women  who  believe 
they  are  entitled  to  frequent  abortions  whenever  they 
“need”  them.  They  have  overextended  the  Supreme 
Court  decision  of  1973  and  use  it  to  abrogate  all 
responsibility  for  planning  the  control  of  their 
fertility. 

Medical  research  has  made  it  possible  for  a woman 
to  avoid  pregnancy  and  still  have  an  active  sex  life. 
However,  the  use  of  contraceptives  is  fraught  with 
conflicts  for  many  couples  who  have  not  adjusted  to 
such  separation  of  sex  and  procreation;  who  are 
unaccustomed  to  plan  their  lives;  or  whose  wishes  for 
a child  are  grossly  unrealistic,  e.g.,  wishing  for 
something  warm  to  hold,  to  have  someone  to  love 
them — without  the  emotional  or  economic  capacities 
to  bring  up  a child.  People  need  help  in  planning  for  a 
family,  couples  need  to  improve  communication 
about  procreative  plans.  Women  need  to  look  into 
themselves  to  consider  their  feelings,  wishes,  needs, 
and  plans.  Sexual  desire  and  satisfaction  must  be 
differentiated  from  procreation  in  their  planning  and 
sexual  activity. 

Our  young  people  need  to  be  educated  before 
puberty,  not  only  about  the  functioning  of  their 
bodies,  sexual  intercourse,  pregnancy  and  delivery, 
but  also  about  the  needs  of  a child,  the  complexities  of 
child  care,  and  the  importance  of  family  life  for  the 
child.  We  have  neglected  such  educational  and  social 
services  in  favor  of  having  abortion  clinics.  Rather 
than  fight  about  the  legality  of  abortion,  we  must 
emphasize  that  abortion  can  be  avoided,  and  teach 
how  it  can  be  done.  Once  our  society  has  reached  a 
state  when  all  pregnancies  are  planned  and  wanted, 
and  when  children  are  born  to  parents  mature  enough 
to  care  for  them,  few  abortions  will  be  needed  and 
requested  and  abortion  clinics  as  they  now  exist  will 
become  obsolete.  Until  that  time,  abortion  needs  to  be 
available  to  women  who,  finding  themselves  preg- 
nant, do  not  want  or  are  not  ready  to  have  a child. 
They  should,  however,  be  provided  with  help  to  face 
and  resolve  the  question  of  why  they  allowed 
themselves  to  become  pregnant  when  they  did  not 
want  a child.  To  many,  such  questions  mean  facing 
what  they  want  in  life,  and  planning  for  the  future  for 
the  first  time,  as  well  as  working  through  conflicts 
about  becoming  pregnant  with  husband  or  boyfriend. 

The  Supreme  Court,  Congress,  and  the  President 
have  recently  backed  away  from  the  concept  of  the 
“right”  to  abortion  by  severely  restricting  the  use  of 
Medicaid  funds  for  abortions.  Groups  who  are 
against  abortion  have  become  more  vociferous  and 
even  a new  conservative  trend  has  arisen  among 
professional  people.2  The  result  of  the  Executive  and 
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legislative  policies  is  that  abortions  are  all  right  only 
for  women  who  can  afford  them.  Women,  often 
young  girls,  who  cannot  raise  the  money  have  the 
choice  of  seeking  an  illegal  abortion  with  all  the 
physical  risks  and  complications  or  else  of  bearing  the 
child  with  grave  psychosocial  consequences  to 
themselves  and  the  child.  The  immature  girl  or  young 
woman  is  neither  ready  to  be  a mother  nor  capable  of 
bringing  up  a child.  By  the  time  the  child  comes  to  the 
attention  of  the  child  psychiatrist  at  age  two  or  three, 
even  great  effort  and  time  commitment  on  the  part  of 
a psychiatrist  or  social  worker  has  little  effect  on  the 
child  or  on  the  chaotic  home  situation.3 

Society  in  general  is  also  not  well  served  by  forcing 
women  or  adolescent  girls  to  have  children  against 
their  wishes.  They  add  to  the  swelling  welfare  rolls 
and  the  services  required  by  many  girls  after  the  birth 
of  the  child  are  often  very  costly  and  rather  futile. 

The  physician  has  to  regard  the  request  for 
abortion  as  a failure  of  contraception  whether  or  not 
the  woman  decides  for  or  against  abortion.  In  order 
to  help  a woman  plan  her  pregnancies  one  cannot 
simply  “offer”  her  contraception  but  rather  it  is 
necessary  to  work  with  her  and  when  feasible  also  her 
partner  carefully  to  help  them  communicate  and 
understand  their  attitudes  toward  sexuality,  fertility, 
parenthood,  and  infertility.4  Conflicts  can  run  deep 
and  sometimes  are  “irrational,”  as  some  wish  for 
impregnation  but  do  not  want  a child,  and  others 
want  a baby  but  not  a child.  Others  slip  up  in  their  use 
of  contraception  consciously  or  unconsciously  when 
in  stressful  situations,  particularly  when  grieving.5  To 
be  able  to  protect  themselves  from  unwanted 
pregnancies,  women  must  become  conscious  of  such 
danger  situations,  and  health  professionals  must  be 
prepared  to  help  women  to  accomplish  this. 

To  those  who  insist  abortion  is  a right,  I agree  that 
it  can  be  an  unfortunate  necessity  but  one  from  which 
a woman  should  learn  to  assume  responsibility  for  her 
fertility.  To  those  who  insist  that  incipient  life  is  holy, 

1 would  say,  let  us  seek  to  have  children  who  will  have 
the  chance  to  achieve  heaven  rather  than  be  fated  to 
hell. 

Ruth  W.  Lidz,  M.D. 

Clinical  Professor  of  Psychiatry 
Yale  University  School  of  Medicine 
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Opinions  and  Reports 
of  the 

AMA’s  Judicial  Council 

Advertising  and  Solicitation 

This  statement  reaffirms  the  long-standing  policy  of 
the  Judicial  Council  on  advertising  and  solicitation  by 
physicians.  The  Principles  of  Medical  Ethics  are 
intended  to  discourage  abusive  practices  that  exploit 
patients  and  the  public  and  interfere  with  freedom  in 
making  an  informed  choice  of  physicians  and  free 
competition  among  physicians. 

Advertising. — The  Principles  do  not  proscribe 
advertising;  they  proscribe  the  solicitation  of  patients. 
Advertising  means  the  action  of  making  information 
or  intention  known  to  the  public.  The  public  is 
entitled  to  know  the  names  of  physicians,  the  type  of 
their  practices,  the  location  of  their  offices,  their  office 
hours,  and  other  useful  information  that  will  enable 
people  to  make  a more  informed  choice  of  physician. 

The  physician  may  furnish  this  information 
through  the  accepted  local  media  for  advertising  or 
communication,  which  are  open  to  all  physicians  on 
like  conditions.  Office  signs,  professional  cards, 
dignified  announcements,  telephone  directory  listings, 
and  reputable  directories  are  examples  of  acceptable 
media  for  making  information  available  to  the  public. 

A physician  may  give  biographical  and  other 
relevant  data  for  listing  in  a reputable  directory.  A 
directory  is  not  reputable  if  its  contents  are  false, 
misleading,  or  deceptive  or  if  it  is  promoted  through 
fraud  or  misrepresentation.  If  the  physician,  at  his 
option,  chooses  to  supply  fee  information,  the 
published  data  may  include  his  charge  for  a standard 
office  visit  or  his  fee  or  range  of  fees  for  specific  types 
of  services,  provided  disclosure  is  made  of  the  variable 
and  other  pertinent  factors  affecting  the  amount  of 
the  fee  specified.  The  published  data  may  include 
other  relevant  facts  about  the  physician,  but  false, 
misleading,  or  deceptive  statements  or  claims  should 
be  avoided. 

Local,  state,  or  specialty  medical  associations,  as 
autonomous  organizations,  may  have  ethical  restric- 
tions on  advertising,  solicitation  of  patients,  or  other 
professional  conduct  of  physicians  that  exceed  the 
Principles  of  Medical  Ethics.  Furthermore,  specific 
legal  restrictions  on  advertising  or  solicitation  of 
patients  exist  in  the  medical  licensure  laws  of  at  least 
34  states.  Other  states  provide  regulation  through 
statutory  authority  to  impose  penalties  for  unprofes- 
sional conduct. 

Solicitation. — The  term  “solicitation”  in  the  Princi- 
ples means  the  attempt  to  obtain  patients  by 


persuasion  or  influence,  using  statements  or  claims 
that  (1)  contain  testimonials,  (2)  are  intended  or 
likely  to  create  inflated  or  unjustified  expectations  of 
favorable  results,  (3)  are  self-laudatory  and  imply 
that  the  physician  has  skills  superior  to  other 
physicians  engaged  in  his  field  or  specialty  of  practice, 
or  (4)  contain  incorrect  or  incomplete  facts,  or 
representations  or  implications  that  are  likely  to  cause 
the  average  person  to  misunderstand  or  be  deceived. 

Competition. — Some  competitive  practices  accept- 
ed in  ordinary  commercial  and  industrial 
enterprises — where  profit-making  is  the  primary 
objective-are  inappropriate  among  physicians. 
Commercial  enterprises,  for  example,  are  free  to 
solicit  business  by  paying  commissions.  They  have  no 
duty  to  lower  prices  to  the  poor.  Commercial 
enterprises  are  generally  free  to  engage  in  advertising 
“puffery,”  to  be  boldly  self-laudatory  in  making 
claims  of  superiority,  and  to  emphasize  favorable 
features  without  disclosing  unfavorable  information. 

Physicians,  by  contrast,  have  an  ethical  duty  to 
subordinate  financial  reward  to  social  responsibility. 
A physician  should  not  engage  in  practices  for 
pecuniary  gain  that  interfere  with  his  medical 
judgment  and  skill  or  cause  a deterioration  of  the 
quality  of  medical  care.  Ability  to  pay  should  be 
considered  in  reducing  fees,  and  excessive  fees  are 
unethical. 

Physicians  should  not  pay  commissions  or  rebates 
or  give  kickbacks  for  the  referral  of  patients. 
L.ikewise,  they  should  not  make  extravagant  claims  or 
proclaim  extraordinary  skills.  Such  practices,  howev- 
er common  they  may  be  in  the  commercial  world,  are 
unethical  in  the  practice  of  medicine  because  they  are 
injurious  to  the  public. 

Freedom  of  choice  of  physician  and  free  competi- 
tion among  physicians  are  prerequisites  of  optimal 
medical  care.  The  Principles  of  Medical  Ethics  are 
intended  to  curtail  abusive  practices  that  impinge  on 
these  freedoms  and  exploit  patients  and  the  public. 


Advertising,  Solicitation,  and  HMOs 

It  is  not  unethical  for  a physician  to  provide 
medical  services  to  members  of  a prepaid  medical  care 
plan  or  to  members  of  a health  maintenance 
organization  which  seeks  members  (or  subscribers) 
through  advertising  its  services,  facilities,  charges,  or 
other  nonprofessional  aspects  of  its  operation  as  long 
as  such  advertising  does  not  identify,  refer  to,  or  make 
any  qualitative  judgment  concerning  any  physician 
who  provides  service  to  the  members  or  subscribers. 

The  foregoing  qualification  is  intended  to  discour- 
age deceptive  advertising  which  would  lead  prospec- 
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Lithium 

Dilantin/Phenobarbital 
Mysoline  Digoxin 
Digitoxin  Estriol 


New  England  Medical  Laboratories’  full  service 
capabilities  include  special  attention  to  all  stat 
requirements.  Use  our  toll-free  number  or  the 
coupon  to  find  out  about  turn-around  times 
and  prices  on  special  assay,  RIA,  profiles 
and  individual  tests  . . . 

Radioimmunoassay  and  other  immunochemical  tech 
niques  as  well  as  chromatographic  fractionation, 
fluorescent  microscopy,  fluorescent  spectrometry, 
and  emission  spectrometry  are  routinely  carried 
out  in  our  laboratory.  Assay  quality  and  per- 
formance standards  are  under  rigid  controls. 

But,  in  addition,  New  England  Medical 
Laboratories  provides  the  efficient 
service  physicians  require  to  aid 
diagnosis  and  help  improve  patient  care. 


Other  special  assay  and  RIA  tests 
available  from  NEML 


°ratories  /_ 
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Aldolase 

Aldosterone,  Urine  (RIA) 
Aldosterone,  Plasma  (RIA) 
Alkaline  Phosphatase 
Fractionation 
ANA/FA 
Catecholamines 
Carcinoembryonic  Antigen 
(CE  A)  ( R I A) 
Cholinesterase 
Cortisol  (RIA) 

Folic  Acid  (RIA) 

Follicle  Stimulating 
Flormone  (FSH)(RIA) 
Free  T-4 
FTA/ABS 
Gastrin 


Flaptoglobin 

Hepatitis  Bs  Antigen  (RIA) 
Hemoglobin  Electrophoresis 
High  Density  Lipoprotein 
1 7-Hydroxycorticosteroids 
(17-OH) 

IgE,  Total  (RIA) 

Immunoglobulins  A,  G,  M 
Insulin  (RIA) 

1 7-Ketosteroids  (17-Keto) 

LDH,  Isoenzymes 
Luteinizing  Hormone  (LH)(RIA) 
Lipoprotein  Phenotype 
Parathyroid  Hormone  (PTH ) ( R I A) 
Pituitary  Gonadotropins  (RIA), 
Serum  (Includes  LH  and  FSH) 


Pituitary  Gonadotropins  (RIA), 

Urine  (Includes  LH  and  FSH) 
Prolactin  Level 
Protein  Electrophoresis 
Plasma  Renin  Activity  (RIA) 

RAST  Allergen  Tests 
Triiodothyronine  (T-3  Hormone) 
(RIA) 

T-3  Uptake 
Testosterone  (RIA) 

Thyroid  Stimulating  Hormone 
(TSH)(RI  A) 

Vitamin  B12  (RIA) 

Vitamin  B12/Folic  Acid  Combination 
Vanilmandelic  Acid  (VMA) 


A complete  listing  of  special 
assay  and  RIA  tests  available  from 
New  England  Medical  Lab- 
oratories is  available 
upon  request. 

Use  our 
toll-free 
number  or 
complete 
and  mail  the 
coupon  below. 


Please  provide  complete  schedule  and  fees  for  the  following: 
OSpecial  Assay  and  RIA  tests 

OAccu-Scan  20  test  standard  profiles  and  individual  tests 
Ohlave  Laboratory  Service  Representative  contact  me 

Name 


New  England 
Medical 

Laboratories,  Inc. 

1750  Washington  Street 
Holliston,  MA  01 746 
Tel:  617-429-4900 


Affiliation 

Toll  free  numbers: 

Address 

Mass.-  1-800-982-4700 

Conn.-  1-800-225-4603 

City 

State 

Zip 

R.l.  - 1-800-225-4603 

CONNECTICUT  LABORATORY  LOCATIONS:  West  Haven, Bridgeport,  Danbury,  East  Hartford,  Fairfield,  Guilford,  Meriden,  Milford,  New  Haven 
Ridgefield,  Simsbury,  Stamford. 


tive  members  (or  subscribers)  to  believe  that  the 
services  of  a named  physician  who  has  a reputation 
for  outstanding  skill  would  be  routinely  available  to 
all  members  (or  subscribers)  having  need  for  his 
kind  of  services  if  in  fact  this  is  not  so.  However,  the 
publication  by  name  of  the  roster  of  physicians  who 
provide  services  to  members,  the  type  of  practice  in 
which  each  is  engaged,  biographical  and  other  rele- 
vant information  as  outlined  above  is  not  a deceptive 
practice. 


Substitution  of  Surgeon  Without  Patient’s 
Knowledge  or  Consent 

The  principal  objective  of  the  medical  profession  is 
to  render  service  to  humanity  with  full  respect  for  the 
dignity  of  man.  To  have  another  physician  operate  on 
one’s  patient  without  the  patient’s  consent  and 
without  his  knowledge  of  the  substitution  is  a fraud 
and  deceit  and  a violation  of  a basic  ethical  concept. 
The  patient  as  a human  being  is  entitled  to  choose  his 
own  physician  and  he  should  be  permitted  to  acqui- 
esce in  or  refuse  to  accept  the  substitution. 

The  surgeon’s  obligation  to  the  patient  requires  him 
to  perform  the  surgical  operation:  (1)  within  the 
scope  of  authority  granted  him  by  the  consent  to  the 
operation;  (2)  in  accordance  with  the  terms  of  the 
contractual  relationship;  (3)  with  complete  disclosure 
of  all  facts  relevant  to  the  need  and  the  performance 
of  the  operation;  and  (4)  to  utilize  his  best  skill  in 
performing  the  operation. 

It  should  be  noted  that  it  is  the  operating  surgeon  to 
whom  the  patient  grants  his  consent  to  perform  the 
operation.  The  patient  is  entitled  to  the  services  of  the 
particular  surgeon  with  whom  he  contracts.  The 
surgeon,  in  accepting  the  patient,  obligates  himself  to 
utilize  his  personal  talents  in  the  performance  of  the 
operation  to  the  extent  required  by  the  agreement 
creating  the  physician-patient  relationship.  He  cannot 
properly  delegate  to  another  the  duties  which  he  is 
required  to  perform  personally. 

Under  the  normal  and  customary  arrangement  with 
private  patients,  and  with  reference  to  the  usual  form 
of  consent  to  operation,  the  surgeon  is  obligated  to 
perform  the  operation  himself,  and  he  may  use  the 
services  of  assisting  residents  or  other  assisting 
surgeons  to  the  extent  that  the  operation  reasonably 
requires  the  employment  of  such  assistance.  If  a 
resident  or  other  physician  is  to  perform  the  operation 
under  the  guidance  of  the  surgeon,  it  is  necessary  to 
make  a full  disclosure  of  this  fact  to  the  patient,  and 
this  should  be  evidenced  by  an  appropriate  statement 
contained  in  the  consent. 


If  the  surgeon  employed  merely  assists  the  resident 
or  other  physician  in  performing  the  operation,  it  is 
the  resident  or  other  physician  who  becomes  the 
operating  surgeon.  If  the  patient  is  not  informed  as  to 
the  identity  of  the  operating  surgeon,  the  situation  is 
“ghost  surgery.” 

An  operating  surgeon  is  construed  to  be  a 
performing  surgeon.  As  such,  his  duties  and  responsi- 
bilities go  beyond  mere  direction,  supervision, 
guidance,  or  minor  participation. 

The  physician  is  not  employed  merely  to  supervise 
the  operation.  He  is  employed  to  perform  the 
operation.  He  can  properly  utilize  the  services  of  an 
assistant  to  assist  him  in  the  performance  of  the 
operation,  but  he  is  not  performing  the  operation 
where  his  active  participation  consists  merely  of 
guidance  or  standby  responsibilities  in  the  case  of  an 
emergency. 


Communications  Media:  Press  Relations 

When  a physician  is  asked  by  the  press  to  discuss 
his  patient’s  medical  condition,  disease,  or  illness  he 
must  remember  that  his  obligation  is  to  his  patient. 

The  physician  reports  to  the  patient.  However,  a 
patient  by  virtue  of  his  position  may  have  an 
obligation  to  others.  If  so,  he  must  know  and 
discharge  that  obligation  (to  the  electorate  or  to  the 
stockholders  or  to  others  to  whom  he  is  responsible). 
The  physician  should  insure  the  medical  accuracy  of 
any  authorized  report. 

The  physician  may  not  discuss  the  patient’s  health 
condition  with  the  press  or  the  public  without  the 
patient’s  consent  or,  in  the  event  of  his  incapacity,  the 
family’s  consent. 

Public  figures  are  in  a different  position,  in  regard 
to  publicity,  than  the  ordinary  citizen.  One  of  the 
penalties  of  being  in  the  public  eye  is  the  automatic 
surrender  of  a portion,  at  least,  of  one’s  right  of 
privacy. 

A patient  or  his  lawful  representative  may  author- 
ize a physician  to  disclose  certain  health  information 
to  the  press.  Under  these  conditions,  the  release  of 
information  by  the  physician  does  not  violate  any 
ethical  principle.  However,  a physician  may  release 
only  authorized  information  or  that  which  is  public 
knowledge. 

The  use  of  the  expression  “medical  authorities”  is 
frequently  used  to  preserve  anonymity  so  that  no 
individual  physician  can  be  accused  of  having  an 
ulterior  motive  in  making  a statement  for  the  press.  It 
is  better  to  have  a “medical  authority”  or  a physician 
act  as  spokesman  so  that  the  information  given  will  be 
medically  accurate. 
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Your  Patient 
Saves  Dollars 

with  Generics 

by  PUREPAC 

Here’s  Proof ! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME®  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250  mg.) $8.70  Ampicillin (250  mg.) $2.40 . $6.30 

100 Equanil  (400  mg.)6 8.09  . . Meprobamate  (ioo  mg.  )G  1.83  6.26 

100 Darvon  Comp.  65  © . 7.83  . . Propoxyphene  HC1  Comp.  65  (3  4.63 . . 3.20 

100 Pavabid  (iso  mg.) 11.73  . . Papaverine  HC1  T.R.(ioo  mg.) 4.33 . . 7.40 

100 Thorazine  (50  mg.) 6.03  . Chlorpromazine  HC1(50  mg.)  . . 3.23  2.80 

100  Libriumoo  mg.)(3  7.11  Chlordiazepoxide  HC1  (io  mg.)©  4.89  2.22 

The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 

AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


Purepac 

Elizabeth,  NJ  07207 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  & Co., 
Marion  Labs.,  Smith  Kline  & French  Labs., 
Roche  Labs,  respectively. 


Month  in  Washington 


The  federal  government  has  released  a second 
version  of  the  controversial  health  planning  guide- 
lines, saying  the  revised  rules  contain  “enough 
flexibility  to  be  fair,  and  are  tough  enough  to  be 
effective.” 

When  the  original  guidelines  were  published  last 
fall  in  the  Federal  Register,  the  Department  of 
Health,  Education  and  Welfare  received  more  than 
55,000  mostly  critical  comments,  the  bulk  from 
Texas,  Iowa,  and  Montana  stating  the  belief  that  the 
rules  were  unfair  to  small,  rural  hospitals. 

The  response  took  the  agency  by  surprise  and  the 
guidelines  were  withdrawn  to  be  revised  in  such  form 
as  to  be  more  acceptable.  The  revised  rules  will  be 
open  to  comment  until  March  6 at  which  time  the 
final  regulations  will  be  published. 

HEW  Secretary  Joseph  Califano  emphasized  that 
the  guidelines  are  to  serve  as  national  standards  for 
local  Health  System  Agencies  and  state  health 
planning  bodies,  which  must  make  the  final  decisions. 

The  Secretary  said  HEW’s  ability  to  enforce  the 
guidelines  is  limited  to  two  areas.  One,  if  a local 
hospital  proceeded  with  capital  expenditures  in 
violation  of  a state  adopted  plan,  HEW  could 
withhold  funds  that  are  provided  for  reimbursement 
of  depreciation  costs.  Two,  HEW  does  have  the 
power  to  “decertify”  local  HSAs  that  completely 
disregard  the  guidelines.  However,  Califano  stressed 
that  planning  authority  rests  in  local  hands. 

The  revised  guidelines  propose  these  major  stand- 
ards: 

**A  maximum  of  four  hospital  beds  per  1,000  people. 
**An  average  annual  occupancy  rate  of  at  least  80 
percent  for  hospitals  in  a Health  Service  Area. 
**At  least  a 75  percent  average  occupancy  rate  and  at 
least  1,500  births  annually  for  hospitals  that  pro- 
vide care  for  complicated  obstetrical  problems. 
**No  more  than  four  neonatal  intensive  and  inter- 
mediate care  beds  per  1,000  live  births. 

**A  minimum  of  20  beds  for  pediatric  units  in  urban 
areas. 

**Average  annual  occupancy  rate  ranging  from  65 
percent  to  75  percent  for  pediatric  units,  based  on 
their  size. 

**At  least  200  open  heart  procedures  annually  in  any 
institution  in  which  open  heart  surgery  is  per- 
formed for  adults,  and  at  least  100  heart  operations 
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annually  in  any  institution  in  which  pediatric  open 
heart  surgery  is  performed. 

**At  least  300  cardiac  catheterizations  annually  in 
any  adult  catheterization  unit,  and  at  least  150 
cardiac  catheterization  units  annually  in  any 
pediatric  catheterization  unit. 

**A  service  area  with  a population  of  at  least  150,000 
people,  or  treatment  of  at  least  300  cancer  cases 
annually,  for  megavoltage  radiation  therapy  units. 
**At  least  2,500  procedures  per  year  for  each 
computed  tomography  scanner. 

**Plans  consistent  with  already  established  HEW 
standards  and  procedures  for  suppliers  of  end-stage 
renal  disease  services. 

* * * 

Painting  cigarette  smoking  as  “slow-motion  sui- 
cide” HEW  Secretary  Califano  has  launched  a 
stepped-up  government  program  against  smoking. 

Most  of  the  effort  will  be  to  increase  public 
awareness  of  the  hazards  of  smoking,  but  Califano,  an 
ex-smoker,  has  asked  the  U.S.  Treasury  Department 
to  “examine  a range  of  possible  measures,  including  a 
general  increase  in  the  federal  excise  tax  on  cigarets 
and  a graduated  tax  according  to  the  tar-nicotine 
content  of  cigarets.” 

Califano  also  asked  the  Federal  Trade  Commission 
to  “consider  recommendations  to  strengthen  warnings 
on  cigaret  packages  and  in  advertisements  and  to 
empower  the  federal  government  to  set  maximum 
levels  for  tar,  nicotine,  and  carbon  monoxide  in 
cigarets.” 

He  also  requested  major  providers  of  health,  fire, 
life,  and  disability  insurance  to  “consider  offering 
special  premium  discounts  and  other  advantages  to 
nonsmokers,  so  that  they  will  no  longer  have  to  bear 
so  heavy  a part  of  the  enormous  cost  generated  by 
smokers.” 

The  Secretary  announced  that  the  Food  and  Drug 
Administration  is  revising  the  patient  labeling  of  oral 
contraceptives,  and  adding  a prominent  warning 
against  smoking.  The  warning  will  read:  “Women 
who  use  birth  control  pills  should  not  smoke.” 
Subsequently,  the  FDA  made  such  an  announcement. 

Califano  also  said  he  would  ask  the  FDA 
“systematically  to  investigate  the  interaction  of 
smoking  with  other  therapeutic  drugs,  so  that  users 
who  smoke  can  be  made  aware  of  the  special  dangers 
they  face.” 

The  White  House  displayed  a notable  lack  of 
enthusiasm  for  Secretary  Califano’s  anti-smoking 
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drive,  according  to  a by-line  story  in  the  Baltimore 
Morning  Sun. 

“Aides  to  President  Carter  fear  that  the  campaign 
will  be  ineffective  and  that  it  will  be  interpreted  as 
excessive  government  interference  in  Americans’ 
private  lives.” 

“We’re  certainly  worried  about  the  danger  smoking 
poses  to  health,”  says  Dr.  Peter  Bourne,  Mr.  Carter’s 
adviser  on  health  issues.  “But  we’re  also  concerned 
about  a major  fanfare  over  new  initiatives,  whose 
results  are  likely  to  be  unclear.” 

“We  are  eager  that  a program  like  this  be  very 
practically  oriented,  where  the  goals  are  clearly  laid 
out  and  able  to  be  achieved.” 

“The  feeling  at  the  White  House  is  that  the  HEW 
plan  is  not  such  a program,”  the  Sun  concluded. 

* * * * 

More  than  2,400  doctors  and  druggists  providing 
subsidized  health  services  to  needy  persons  have  been 
identified  as  having  “patterns  of  practice  indicating  a 
likelihood  of  fraud  and  abuse,”  HEW  Secretary 
Califano  has  said. 

He  announced  new  details  of  Project  Integrity,  a 
program  of  HEW  searching  for  corruption  in 
subsidized  medical  care. 

HEW  has  issued  regulations,  required  under  1977 
antifraud  legislation,  that  set  requirements  for  states 
creating  fraud  and  abuse  control  units  to  monitor  the 
federal-state  Medicaid  program. 

The  units  should  operate  separately  from  the 
agency  administering  a state  Medicaid  plan,  have  the 
capacity  to  prosecute  fraud  or  refer  allegations  of 
fraud  to  prosecutors,  and  investigate  complaints  from 
patients  in  nursing  homes  and  mental  institutions. 

If  states  create  such  units,  HEW  will  reimburse 
them  for  90  percent  of  their  operational  costs. 

Califano  said  Project  Integrity  has  screened  the 
billing  claims  of  all  275,000  Medicaid  physicians  and 
pharmacists  “and  identified  over  2,400  with  patterns 
of  practice  indicating  a likelihood  of  fraud  and 
abuse.” 

More  than  450  of  the  2,400  doctors  and  druggists 
are  being  investigated  for  potential  Medicaid  abuses. 

Another  400  are  undergoing  “detailed  field  checks 
for  potential  criminal  fraud,”  Califano  said. 

Cases  involving  about  200  have  been  closed  as  not 
warranting  further  investigation.  The  other  cases  are 
still  in  the  investigation  pipeline. 

HEW  also  plans  to  review  another  44,000  cases 
where  preliminary  information  has  indicated  the 
possibility  of  fraud  and  abuse. 

* * * * 

The  number  of  Americans  living  in  areas  officially 
designated  as  having  a physician  shortage  could 


increase  by  56  percent  to  a total  of  25  million  under 
new  criteria  proposed  by  HEW. 

Communities  designated  as  having  a physician 
shortage  are  eligible  to  apply  for  physicians’  services 
provided  through  HEW’s  National  Health  Service 
Corps  or  related  federal  programs.  Of  the  estimated 
25  million  people,  15  million  reside  in  inner  cities 
according  to  the  definition  of  what  constitutes  a 
shortage  area.  The  remaining  10  million  are  in  rural 
areas. 

A shortage  area  under  both  new  and  former  criteria 
may  range  in  size  from  a group  of  neighboring 
counties  to  an  urban  neighborhood.  Previously,  a 
critical  shortage  level  was  reached  when  there  were 
4,000  or  more  people  per  primary  care  physician.  The 
new  criteria  lowers  the  level  to  3,500  or  more  per 
physician  and  even  lower  levels  may  be  designated  if 
indicators  of  need — infant  death  rates,  health  status 
of  population  and  access  to  health  services — are 
considered  significantly  adverse. 

Separate  shortage  criteria  are  proposed  for  dentists, 
psychiatrists,  pharmacists,  podiatrists,  optometrists 
and  veterinarians. 

* * * * 

The  cost  of  health  care  has  risen  for  the  population 
as  a whole  from  6.2  percent  of  the  Gross  National 
Product  in  1967  to  8.6  percent  of  the  GNP  in  1976. 
During  these  same  years  the  cost  for  a semi-private 
hospital  room  rose  169  percent  and  operating  room 
'costs  rose  175  percent. 

According  to  HEW’s  Annual  Report  on  Health,  life 
expectancy  in  the  United  States  has  continued  to 
lengthen  and  is  now  at  a new  high  of  72.5  years  for 
those  born  in  1975.  Eife  expectancy  for  those  over  65 
years  has  also  increased,  climbing  2.2  years  since 
1950. 

HEW  reports  that  29  percent  of  the  Nation’s  health 
care  expenditures  in  1976  were  for  treating  those  over 
65.  Per  capita  annual  expense  in  this  age  group  was 
$1,521. 

The  share  of  public  funding  for  health  care  in  the 
elderly  has  risen  from  30  percent  in  1966  to  68  percent 
in  1976,  and  the  number  of  beds  in  nursing  homes 
tripled  between  1963  and  1973. 

Between  1950  and  1974  the  number  of  physicians  in 
the  United  States  rose  70  percent  from  232,697  to 
394,448.  The  ratio  of  physicians  to  population 
increased  22  percent  in  this  period  from  14.9/ 1,000  to 
18.2/1,000. 

Physician  visits  per  person  per  year  were  5.0  in  1973 
and  4.9  in  1976.  The  average  length  of  a hospital  stay 
was  8.1  days  in  1973  and  7.9  days  in  1976.  The 
percentage  of  persons  with  one  or  more  hospitaliza- 
tions in  one  year  was  10.7  percent  in  1973  and  1976. 
Hospital  discharges  per  100  persons  per  year  totaled 
13.9  in  1973  and  14.1  in  1976. 
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CALL 

ANNUAL  MEETING  OF  THE  HOUSE  OF  DELEGATES 

The  1978  Annual  Meeting  of  the  House  of  Delegates  will  be  held  at  the  Hartford  Hilton  Hotel, 
Hartford,  commencing  at  8:30  A.M.  on  Wednesday,  May  3. 

Isadore  H.  Friedberg,  President 

David  A.  Grendon,  Speaker  of  the  House 

Louis  C.  Backhus,  Secretary 

INTRODUCTION  OF  RESOLUTIONS 

Article  V,  Section  12,  Par.  3 of  the  Bylaws  of  the  Society  provides: 

Resolutions  may  be  introduced  by  any  Active  or  Life  Member  of  The  Society,  in  compliance  with  the  following  provisions. 

a.  All  resolutions,  reports  and  similar  items  of  business  submitted  in  writing  and  received  at  the  office  of  the  Executive  Director  not 
later  than  thirty  days  before  the  date  scheduled  for  that  meeting  shall  be  considered  as  regular  business  of  the  House  of  Delegates. 

b.  Component  county  associations  whose  meetings  are  held  later  than  thirty-five  days  prior  to  the  date  of  the  House  of  Delegates  shall 
be  allowed  five  days  after  the  close  of  such  meeting  in  which  to  submit  resolutions,  reports  and  similar  items  of  business  to  the 
Executive  Director’s  office  and  still  have  such  material  considered  as  regular  business.  In  no  event,  however,  may  such  resolutions, 
etc.  be  considered  regular  business  if  they  are  received  later  than  fifteen  days  prior  to  the  date  of  the  meeting. 

c.  Reports,  recommendations,  resolutions  or  other  new  business  may  be  presented  to  the  House  of  Delegates  by  the  Council  of  The 
Society  at  any  time  and  shall  be  considered  as  regular  business. 

d.  Any  business  which  does  not  qualify  as  regular  business  in  accordance  with  the  foregoing  provisions  may  be  accepted  for 
consideration  by  a majority  vote  of  the  delegates  present  and  shall  be  referred  at  once  by  the  Speaker  to  a reference  committee. 
When  business  is  introduced  under  the  provision  of  this  paragraph  the  vote  shall  be  taken  without  debate,  except  that  the  introducer 
shall  be  allowed  not  more  than  two  minutes  to  explain  why  it  should  be  considered  as  regular  business. 


Summary  of  Actions 
Council  Meeting 

Thursday,  January  12,  1978 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A. 
Grendon,  and  the  Vice  Chairman,  Dr.  G.W.  Van 
Syckle,  were:  Drs.  Friedberg,  Freedman,  Kamens, 
Backhus,  Ragland,  Jr.,  Spitz,  Hess,  Bradley,  Cramer, 
Fabro,  McGarry,  Sadowski,  Harkins,  James,  Mendil- 
lo,  Sonnen,  Whalen,  R.  Beck,  Horrax,  Anderson, 
Eslami,  Parella,  Barrett  and  Zlotsky. 

Also  present:  Dr.  Brandon,  Mrs.  Lindquist,  Mr. 
Tomat  (FCMA),  Mr.  Sweeney,  Mr.  Brunell  and  Mr. 
Norbeck. 

Absent  were:  Drs.  Johnson,  Krinsky,  Jameson,  E. 
Beck,  Magram  and  Middleton. 

II.  Routine  Business 
Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  December  14,  1977,  as  published  and 
distributed. 
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Life  Membership 

It  was  VOTED  to  approve  application  for  Life 
Membership  received  from  the  following  eligible 
Active  Member: 

Erich  Russow,  Ridgefield  (F) — 1/1/77 
Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership  the 
following  two  Connecticut  residents  who  are  enrolled 
in  UConn  Medical  School,  Class  of  1981: 

Joan  Ellen  Briber,  Farmington,  CT 
Kevin  Bryan  Miller,  New  Britain,  CT 

Date  of  Next  Meeting 

The  Chairman  set  the  date  for  the  next  Council 
meeting  as  Wednesday,  February  15,  1978. 

III.  Old,  New  and  Special  Business 
Appointments,  Resignations,  Etc. 

(a)  Delegate  to  New  Hampshire  Medical  Society:  It 
was  VOTED  to  accept  with  regret  and  thanks  for 
past  service,  the  resignation  of  Allyn  B.  Dambeck, 
Tolland,  as  a Delegate  to  the  New  Hampshire 
Medical  Society.  It  was  further  VOTED  to 
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appoint  Robert  W.  Harkins,  Woodbury,  to 
Alternate  Delegate  to  replace  Dr.  Van  Syckle, 
who  was  serving  in  that  post. 

(b)  Committee  on  Peer  Review  Systems:  It  was 
VOTED  to  accept  with  regret  and  thanks  for  past 
service,  the  resignation  of  Allyn  B.  Dambeck, 
Tolland,  as  a member  of  the  subject  Committee. 
It  was  VOTED  to  appoint  Oliver  J.  Purnell, 
Rockville,  to  fill  Dr.  Dambeck’s  unexpired  term. 

Committee  on  Continuing  Medical  Education 

A report  of  the  subject  committee  submitted  to  the 
Council  on  12/14/77  was  placed  on  the  agenda  for 
discussion,  since  action  had  not  been  taken  on  all  of 
the  recommendations  in  the  report.  It  was  VOTED  to 
approve  the  following  recommendations  of  the 
Committee  on  CME  and  notify  the  American 
Medical  Association  and  the  National  Council  of 
State  Committees  on  CME  of  this  action. 

(a)  That  the  AMA  be  encouraged  to  allocate  one  of 
its  four  LCCME  seats  to  a nominee  of  the  NCSC- 
CME;  and 

(b)  That  the  AMA  be  encouraged  to  seek  an 
additional  AMA  seat  on  TCCME  to  be  filled  by  a 
nominee  of  NCSC-CME;  and 

(c)  That  at  such  time  in  the  future  as  NCSC-CME 
has  demonstrated  its  representation  of  state 
societies  in  general  and  its  organizational  viability 
the  AMA  be  urged  to  seek  representation  for  the 
NCSC-CME  on  TCCME  as  a separate  agency. 

National  Commission  on  the  Cost  of  Medical  Care 

Following  discussion,  it  was  VOTED  to  receive  as 
information  a summary  report  prepared  by  the 
National  Commission  on  the  Cost  of  Medical  Care. 
This  Commission  was  established  by  the  AMA  Board 
of  Trustees  and  the  report  will  be  discussed  at  the 
June  meeting  of  the  AMA  House  of  Delegates  to  be 
held  in  St.  Louis.  Also  received  for  information  was  a 
resume  of  this  report,  which  was  prepared  by  Orvan 
W.  Hess,  CSMS  Delegate  to  the  AMA.  It  was  further 
VOTED  to  refer  both  these  documents  to  the 
Committee  on  Statewide  Medical  Planning  for  study 
and  report  back  to  the  Council  at  its  next  meeting. 

Connecticut  Medical  Institute 

Dr.  Orvan  Hess  verbally  supplemented  the  written 
report  he  had  presented  to  the  Council  on  the 
reorganization  of  CM  I which  included  a change  in 
name  to  Health  Care  Data  of  Connecticut,  Inc.  and 
also  a change  in  membership  representation  on  the 
Board  of  Directors,  which  will  be  made  up  of  18 
members  representing  13  different  agencies.  The  basic 
functions  of  this  statewide  organization,  as  described 
in  the  Certificate  of  Incorporation,  are: 

“To  assist  in  providing  comprehensive  health 
care  services  by  coordination  of  the  data  needs  of 
the  various  primarily  non-profit  health  oriented 
agencies  and  institutions  by  establishing,  main- 
taining and  operating  a statewide  health  care 
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data  center  for  the  purpose  of  collection  and 
dissemination  of  health  care  data,  and  to  furnish 
to  the  member  organizations  appropriate  educa- 
tional programs  for  the  proper  interpretation  and 
utilization  of  the  data.” 

It  was  VOTED  to  receive  the  report  as  information 
and  to  designate  Drs.  Orvan  W.  Hess,  New  Haven, 
and  George  A.  Bonner,  New  Haven,  as  the  Society’s 
representatives  on  the  Board  of  Directors  of  this  new 
Corporation. 

Report — AMA  Medical  Student  Session 

It  was  VOTED  to  receive  as  information  two 
reports  on  the  subject  meeting,  held  in  Chicago  on 
December  3 and  4,  received  from  Howard  Telson, 
Yale  University  School  of  Medicine  and  Carl  Osier 
from  UConn  School  of  Medicine.  CSMS  subsidized 
their  expenses  in  the  amount  of  $200.  each. 

Report — Delegates  to  AMA 

It  was  VOTED  to  receive  as  information  the 
written  report  on  the  AMA  House  of  Delegates 
meeting  held  in  Chicago  on  December  4-7,  1977, 
prepared  by  Dr.  Fabro.  The  other  members  of  the 
CSMS  delegation  at  the  AMA  convention  gave 
verbal  reports  supplementing  the  written  summary. 
The  reports  covered  key  issues  discussed  at  the 
delegates  meeting. 

Report  of  the  President 

(a)  It  was  VOTED  to  receive  as  information  Dr. 
Friedberg’s  report  on  the  meeting  of  CSMS 
representatives  with  Governor  Grasso.  One  of  the 
main  purposes  of  the  meeting  was  to  discuss  with 
the  Governor  CSMS  disappointment  over  the 
diminishing  number  of  gubernatorial  appoint- 
ments to  state  agencies  of  those  physicians 
nominated  by  the  Society. 

(b)  Medicare  Reporting  Forms:  It  was  VOTED  to 
receive  as  information  Dr.  Friedberg’s  report  on 
his  meeting  with  the  State  Insurance  Commis- 
sioner and  representatives  of  other  state  agencies 
at  which  a simplified  procedure  for  handling 
Medicare  claims  had  been  adopted  to  relieve 
physicians  of  much  of  the  paperwork  required. 

(c)  Employment  of  a Legislative  Counsel:  At  its 
meeting  on  December  14,  the  Council  authorized 
the  President,  Executive  Director,  Chairman  of 
the  Council,  and  Chairman  of  the  Committee  on 
Legislation  to  seek  a legislative  counsel  for  the 
Society.  It  was  VOTED  to  approve  the  subcom- 
mittee’s recommendation  that  Atty.  John  F. 
Pickett,  Middletown,  be  employed  as  the  Socie- 
ty’s legislative  counsel  (lobbyist)  for  the  1978 
session  of  the  Connecticut  General  Assembly. 

(d)  Hospital  Cost  Seminars:  The  President  apprised 
the  Council  of  another  seminar  which  is  to  be  held 
on  January  17  on  Laboratory  Services  and  urged 
as  many  councilors  as  possible  to  attend.  This  is 
the  third  seminar  being  held;  the  first  one  was  on 
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the  use  of  pharmaceuticals  in  hospitals  and  the 
second  on  use  of  respiratory  therapy.  Another 
meeting  is  being  scheduled  on  January  25  with 
hospital  administrators  and  medical  staff  presi- 
dents to  report  on  the  outcome  of  these  seminars. 
These  meetings  have  been  co-sponsored  by 
CSMS  and  the  Connecticut  Hospital  Association, 
(e)  Subcommittee  on  Preliminary  Study  of  Nomina- 
tions: Dr.  Friedberg  informed  the  Councilors  that 
the  subject  subcommittee  will  hold  a meeting  on 
Thursday,  March  2,  1978  at  12:30  at  the  Society’s 
building. 

Consultant  Referral  System- 
Re  Welfare  Investigations 

In  reply  to  a letter  received  from  the  Connecticut 
State  Police  requesting  assistance  from  the  Society  in 
establishing  a consultant  referral  system  to  review 
alleged  fraudulent  claims  pertaining  to  the  delivery  of 
medical  services,  it  was  VOTED  that  the  President  be 
empowered  to  proceed  with  discussion  on  the  subject 
and  that  any  proposed  arrangements  with  the  State 
Police  be  brought  back  to  the  Council,  in  writing,  for 
approval.  In  a corollary  action,  it  was  VOTED  to 
rescind  the  action  taken  at  the  Council  meeting  of 
December  14  to  send  a letter  to  HEW  Secretary 
Califano  informing  him  of  the  Society’s  displeasures 
with  the  methodology  of  investigation  alleged  fraud 
under  Project  Integrity. 

Report — COMP  AC 

Dr.  John  Mendillo,  Chairman  of  the  Board  of 
Directors  of  COMPAC  reported  on  the  status  of  the 
organization  and  it  was  VOTED  that  the  Council 
endorse  any  rejuvenation  of  COMPAC  and  that  Dr. 
Mendillo  be  mandated  to  report  back  to  the  next 
Council  meeting  with  a suitable  plan  to  carry  out  that 
objective. 

Health  Systems  Agency  Report 

It  was  VOTED  to  receive  as  information  a report 
on  the  activity  of  HSA  of  South  Central  Connecticut 
as  submitted  by  Dr.  Hess.  Following  a discussion  on 
the  subject  of  HSA’s,  it  was  further  VOTED  that  the 
Council  establish  a CSMS  committee  on  HSA’s 
which  would  be  comprised  of  all  physician  members 
currently  serving  on  state  HSA’s  and  the  Statewide 
Health  Coordinating  Council.  The  purpose  of  this 
committee  would  be  to  share  information  from  all 
HSA’s  and  SHCC  and  to  make  recommendations 
whenever  the  committee  deems  them  appropriate.  It 
was  VOTED  to  designate  Dr.  Orvan  Hess  as 
chairman  of  the  committee. 

New  Haven  County  Foundation 

The  Chairman  apprised  the  Council  of  a letter 
received  from  Mr.  Peter  Aaronson  of  the  New  Haven 
County  Foundation  for  Medical  Care  requesting  the 
Society  to  write  a letter  authorizing  the  Foundation, 
prior  to  the  reimbursement  of  the  loans  to  the  CSMS 
and  NHCMA,  to  first  reimburse  Connecticut  Blue 


Cross-Blue  Shield.  The  letter  further  requested  to 
forgive  the  loan  should  there  be  no  funds  available 
after  the  payment  of  the  Blue  Cross-Blue  Shield 
obligation.  It  was  VOTED  that  the  Council  accepts 
the  intent  of  the  letter  and  the  requested  subrogation 
of  the  CSMS  claim. 

Report  on  CACS  by  Committee  on  Statewide 
Medical  Planning 

Pursuant  to  the  charge  of  the  Council,  the  subject 
committee  submitted  the  names  of  nominees  to  form 
a successor  committee  to  the  CACS  Advisory 
Committee.  The  nominees  recommended  were  bal- 
anced between  physicians  from  the  old  Advisory 
Committee  and  physicians  representing  CSMS  and 
are  as  follows:  From  the  original  Advisory 

Committee — Drs.  Norman  Alisberg,  Bristol;  Joseph 
C.  Cullina,  Hartford;  Leopold  M.  Trifari,  Hamden; 
Frederick  C.  Weber,  Jr.,  Greenwich;  Andrew  Canzo- 
netti,  Waterbury.  Others — Drs.  Frederick  C.  Barrett, 
Norwich;  Jerome  K.  Freedman,  New  Haven;  W. 
Raymond  James,  Essex;  Gioacchino  Parrella,  Mil- 
ford; James  H.  Root,  Jr.,  Woodbridge;  Hilliard  Spitz, 
New  London.  Also,  one  physician  from  each  of  the 
medical  schools,  to  be  selected  from  a list  of  nominees 
to  be  submitted  by  the  Deans  of  Yale  and  UConn.  It 
was  VOTED  that  all  of  the  nominees  recommended 
by  the  SWMPC  be  named  as  the  successor  committee 
to  the  CACS  Advisory  Committee. 

It  was  also  reported  that  Dr.  Donald  Riedel,  Co- 
Principal  Investigator,  and  Mrs.  Ruth  Riedel, 
Research  Director  of  the  CACS  Study,  were 
relocating  in  Seattle,  Washington. 

Committee  on  Public  Health 

Dr.  Gert  M.K.  Wallach,  a member  of  the  subject 
Committee,  joined  the  Council  to  discuss  two 
recommendations  which  had  been  made  to  the 
Council  by  the  Committee  on  Public  Health  re 
immunization.  Following  discussion,  it  was  VOTED 
to  approve  the  following: 

a.  That  the  CSMS  support  the  current  Federal 
Immunization  Program  for  childhood  diseases; 
and 

b.  That  the  CSMS  support  legislation  to  make 
immunization  for  mumps,  measles,  rubella, 
polio  tetanus,  pertussion  and  diphtheria  man- 
datory for  admission  to  both  public  and  private 
schools,  pre-school,  and  day  centers. 

It  was  further  VOTED  that  this  action  be  referred 
to  the  Committee  on  Public  Health  for  implementa- 
tion. 


N .B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  January  12,  1978. 
Detailed  minutes  of  the  meetings  are  on  file  at 
160  St.  Ronan  Street,  New  Haven,  for  perusal 
by  any  interested  member  of  the  Society. 
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In  Memoriam 


CARROLL,  PHILIP  R.,  Georgetown  Medical 
School,  1929.  Dr.  Carroll  was  a surgeon  in  the 
Fairfield  area  since  1930.  He  served  as  ambulance 
surgeon  and  had  practiced  for  many  years  at  St. 
Vincent’s  Hospital,  and  was  the  founder  of  the  First 
Community  Diagnostic  Clinic  for  Retarded  Children 
at  the  Kennedy  Center.  Dr.  Carroll  was  a member  of 
the  Fairfield  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  He  died  January  30,  1978,  at  the 
age  of  73. 

GRIFFIN,  DANIEL  P.,  Jefferson  Medical  School, 
1914.  Dr.  Griffin  was  a psychiatrist  in  the  Fairfield 
area  since  1915  until  his  retirement.  He  was  a member 
of  the  Fairfield  County  Medical  Association,  the 
Connecticut  State  Medical  Society  and  the  American 
Medical  Association.  Dr.  Griffin  died  January  15, 
1978,  at  the  age  of  92. 

STETTBACHER,  HENRY  J.,  Harvard  Medical 
School,  1922.  Dr.  Stettbacher  was  a urologist  in  the 
New  Haven  area  since  1922  until  his  retirement.  He 
entered  the  U.S.  Army  in  1917  and  was  honorably 
discharged  in  1918.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Stettbacher  died  December  25,  1977, 
at  the  age  of  82. 


NOTICES 

YALE  UNIVERSITY 

POSTDOCTORAL  TRAINING  PROGRAM 
in 

MENTAL  HEALTH  SERVICES 
EVALUATION  AND  RESEARCH 

Applications  are  now  being  received  for  a postdoctoral  training 
program  designed  to  develop  skills  to  engage  in  professional 
careers  as  investigators  and  teachers  in  the  field  of  mental  health 
program  evaluation  and  research.  The  program  consists  of  course 
work  and  opportunities  for  interdisciplinary  research  and  can  be 
structured  for  a period  of  two  years.  Applicants  must  have  a doc- 
toral degree  in  medicine,  epidemiology,  public  health,  nursing, 
social  work,  or  the  behavioral  or  administrative  sciences. 

The  program  is  funded  by  the  Alcohol,  Drug  Abuse,  and  Mental 
Health  Administration  of  HEW,  and  provides  for  a limited  num- 
ber of  stipends  between  $10,000  and  $13,200. 

The  deadline  for  applications  is  April  15,  1978.  Notification  of 
admission  will  be  made  by  May  30,  1978.  For  information  write: 
l ee  D Brauer,  M.D.,  Program  Coordinator,  Program  in  Mental 
Health  Services  Evaluation  and  Research  Center  for  the  Study  of 
Health  Services.  Institution  for  Social  and  Policy  Studies,  Yale 
University,  77  Prospect  St.,  New  Haven,  CT  06520. 


Letters  to  the  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  published,  if 
found  suitable,  as  space  permits.  Like  other  material  submitted  for 
publication,  they  must  be  typewritten  double  spaced  (including 
references),  must  not  exceed  1 /j  pages  in  length  and  will  be  subject 
to  editing  and  possible  abridgment. 


IMMUNIZATIONS 

To  the  Editor:  In  response  to  a need  to  explain  to  my  patients  the 
benefits  of  immunizations  on  DPT,  measles  and  polio,  I have  done 
some  research  into  the  case  rates  of  these  diseases,  from  1924  to  the 
present,  utilizing  many  sources,  but  primarily  the  Morbidity  and 
Mortality  weekly  report  of  the  Center  of  Disease  Control  in 
Atlanta. 

It  is  striking  to  note  the  incidence  of  these  five  childhood  diseases 
between  1924  and  1940  and  also  as  equally  striking  is  the  decline  in 
these  case  rates  as  each  of  the  vaccines  have  been  employed 
publicly. 

Plotting  the  various  case  rates  through  the  years  from  1924  thru 
1975,  the  case  rate  has  fallen  almost  to  negligible  levels  and  we  can 
be  justly  proud  of  the  immunization  program  that  has  been 
employed  in  the  United  States. 

The  demonstration  of  the  case  rate  decline  under  the  influence  of 
the  various  vaccines  is  available  in  graph  form  from  the  author 
upon  request. 


Bristol,  CT 


G.O.F.  Jensen,  M.D.,  F.A.A.P. 


THE  BROMPTON  MIXTURE  (COCKTAIL) 

To  the  Editor:  In  our  letter  on  the  Brompton  Mixture  (Cocktail) 
(October  1977)  we  stated  that  methadone  solution  prepared  from 
Diskets®  would  be  stable  for  5 years  if  stored  in  the  refrigerator. 
This  dating  was  for  the  metadone  syrup  (Dolophine  Syrup,  Lilly) 
which  is  no  longer  available.  A solution  of  methadone  prepared 
from  Diskets®  would  have  a pH  of  3.0  and  would  be  stable  for  at 
least  2 weeks  at  refrigerated  temperatures. 

Alex  Cardoni,  M.S. 
Associate  Clinical  Professor 

Thomas  J.  Thompson,  Pharm.  V. 
Drug  Information  Service 

University  of  Conn.  Health  Center 
Farmington,  CT 


MARK  YOUR  CALENDAR 
IMPORTANT 

THE  186th  ANNUAL  CONVENTION  OF  THE 
CONNECTICUT  STATE  MEDICAL  SOCIETY 
WILL  BE  HELD  AT  THE 
HARTFORD  HILTON  HOTEL 
HARTFORD,  CT 
MAY  3,  4,  1978 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  160  St.  Ronan  Street,  New  Haven,  Connecticut  0651 1,  (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in  two 
consecutive  issues  of  Connecticut  Medicine. 


OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 


Anesthesiologist:  Associate  wanted  for  private  practice  in  progres- 
sive central  Ct.  Hospital.  Excellent  salary  and  fringe  benefits. 
Inquiries  Confidential.  Send  CV  to  CSMS. 

Emergency  Room:  Full-time  position  available  in  85  bed 
community  hospital  located  in  Litchfield  Hills  in  Northwest,  CT. 
Located  appr.  2 hrs.  from  NY  and  Boston  and  1 hr.  from  Hartford 
and  New  Haven.  Rural  setting.  The  opportunity  to  move  into 
administration  of  the  dept,  and  increasing  hospital  responsibilities 
exists  for  right  person.  Individuals  should  be  well  trained  in  all 
phases  of  Emergency  Medicine  but  might  have  specific  training  in 
one  particular  field.  CPR  instructor  status  is  a requirement  and 
certification  by  the  College  of  EM  would  be  desirable.  Hours  would 
vary  but  the  opportunity  for  a stable  schedule  with  generous  fringe 
benefits  including  vacation,  meeting  time,  malpractice  coverage 
and  an  insurance  practice  are  included.  Richard  S.  Dutton,  M.D., 
Administrative  Chief,  Dept,  of  E.M.,  Winsted  Mem.  Hosp.,  115 
Spencer  St.,  Winsted,  CT  06098. 

Family  Practice:  Doctor  wanted  to  take  over  well  established  FP  in 
Northwestern  CT.  Retiring  MD  will  stay  on  for  introducing  and 
consulting.  Immediate  income.  Office  fully  equipped.  Send  CV  to 
CSMS. 

Family  Practitioner  to  join  established  growing  practice  in  CT. 
Must  be  able  to  work  under  pressure  in  busy  office.  Send  CV  to 
CSMS. 

Board  eligible  or  board  certified  FP  MD  to  affiliate  with  Board 
registered  MD.  Early  partnership.  Send  CV  to  CSMS. 

Family  Practice:  Unique  opportunity  for  Family  Physician- 
Hospital  sponsored  satellite  Family  Health  Center  looking  for 
recent  graduate,  board  eligible  or  board  certified  family  practice 
specialist  to  join  up  to  6FP  group  with  allied  health  personnel. 
Salaried  position  with  excellent  fringe  benefits.  Sponsored  by, 
Robert  Wood  Johnson  Foundation.  Available  Fall  1978.  Send  CV 
and  salary  requirements  to:  A.  Kentera,  Administration,  Griffin 
Hospital,  130  Division  Street,  Derby,  CT  06418.  203-735-7421. 
EOE. 

General  Practice  now  available,  near  Hartford,  with  building  to 
buy  or  rent.  Association  with  local  hospital.  Excellent  opportunity 
to  continue  busy  and  interesting  practice.  Contact  CSMS-MC. 

Practice  of  recently  decreased  General  Practitioner  available  in 
West  Haven.  Includes  equipped  office  and  income  property. 
Contact  Mrs.  F.  Mestel,  Executor,  1 16  Roger  White  Dr.,  New 
Haven.  CT  06511.  Telephone  777-8181. 


Internist:  Board  certified/ eligible  needed  for  the  Hill  Health 
Center,  a community  based  comprehensive  health  center  integrated 
with  Yale  University.  Position  is  full  time  and  carries  Yale  Clinical 
Faculty  appointment.  Emphasis  is  on  primary  care;  teaching  and 
subspecialty  interests  are  welcomed.  Interest/experience  in  health 
delivery  to  the  Urban  Poor  in  a multi-discipline  team  approach 
desired.  Competitive  salary,  vacation,  CME  leave  and  fringe 
benefits.  Minority  and  women  applicants  are  encouraged.  Send 
C.V.  to  Paul  Harris,  M.D.,  Hill  Health  Center,  428  Columbus 
Avenue,  New  Haven,  CT  06519. 

Internists;  Pediatricians:  (Primary  Care  Physicians)  Emerging 
H MO  in  Hartford  area  seeking  Board  certified  or  eligible  internists, 
pediatricians.  Exciting,  innovative  group  practice  setting,  geo- 
graphically located  near  medical  school,  in  new,  centrally  located 
facility.  Positions  available  for  January  1979.  Salary,  fringe 
benefits,  competitive.  C.V.’s  to  Daniel  C.  Burnes,  M.D.,  Medical 
Director,  NCC/  H MO,  Inc.,  275  Board  Street,  Windsor,  CT  06095. 
203-688-9569.  EOE. 

Director,  Medical  Education/Medical  Staff  Coordinator:  Excel- 
lent opportunity  for  qualified  physician  in  medium  size  Community 
Hospital  with  university  affiliation.  Exceptional  salary  and  fringe 
benefits.  Contact  President,  Meriden-Wallingford  Hospital,  181 
Cook  Avenue,  Meriden,  CT  06450. 

OB/GYN:  Board  certified  or  eligible  to  practice  with  young 
certified  ob/gyn  in  northwest  CT.  Salary  followed  by  partnership. 
Send  CV  to  CSMS. 

Pediatric  office  and  set  up  for  rent,  on  the  bus-line,  close  to 
shopping  area,  first  floor  with  parking.  Doctor  retiring  after  45 
years,  850  Farmington  Avenue,  West  Hartford,  CT  or  call  203-247- 
9347. 

Psychiatry:  Part-time  Psychiatrist  needed.  Write  or  call  Steven  L. 
Taube,  M.D.,  Division  of  Psychiatry,  Waterbury  Hospital,  64 
Robbins  St.,  Waterbury,  CT  06720.  203-573-6109. 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
INTERNAL  MEDICINE 

Pulmonary:  Aug.  '78.  Age  30.  Cert.  MD  from  Cincinnati.  Int.  and 
res.  at  Un.  of  Minnesota.  Fellowship  at  Boston.  Grp.  or  assoc, 
practice  in  large  community.  Gerald  M.  Green,  M.D.,  22 
Colbourne  Crescent,  Brookline,  MA  02146. 


Nephrology:  July  ’78.  Age  29.  Nat’l.  bds.,  cert.  MD  from  Med. 
Coll,  of  VA.  Int.,  res.  and  fellowship  all  at  Univ.  of  Michigan  Hosp. 
Would  be  interested  in  having  available  an  acute  and  chronic 
dialysis  unit.  Would  consider  all  types  of  practice  in  large  or  med. 
community.  John  F.  Jacobs,  Jr.,  M.D.  429  Manor,  Ann  Arbor,  Ml 
48105. 


Pulmonary:  July  ’78.  Age  30.  FLEX.  Cert.  MD  from  Korea.  Int. 
and  res.  at  St.  Elizabeth  Hosp.,  O.  Fellowship  at  Univ.  of  NC. 
Institutional  practice  in  medium  community.  Interested  in  full-time 
position  as  a pulmonary  subspecialist  and  will  be  happy  to  do 
teaching  for  house  staff  education.  Yune-Gill  Jeong,  MD,  6-B 
Booker  Creek  Apt.,  Chapel  Hill,  NC  27514. 


July  ’78.  Age  29.  Nat’l.  bds.  MD  from  Kansas  Univ.  Int.  and  res.  at 
Norwalk  Hospital.  Group  practice  in  med.  or  small  community. 
Joseph  P.  Martin,  M.D.,  79  Oak  St.,  New  Canaan,  CT  06840. 
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GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $300.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 
later  date. 

4.  Covers  you  for  your  specialty. 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE; 

AYR  INSURANCE  AGENY 

ALLENBY  H.  AYR 
ALISON  AYR 

1 60  St.  Ronan  Street,  New  Haven,  Connecticut  065 1 1 
TELEPHONE  787-5947 

Commercial  Insurance  Company 
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INTERNAL  MEDICINE— CONTINUED 


OPHTHALMOLOGY  —CONTINUED 


Cardiology:  July  78.  Age  32.  AB-cert.  MD  from  Makerere  Univ., 
Uganda.  Rotating  int.  at  San  Fernando  Gen.  Hosp.,  West  Indies. 
Straight  int.  at  Hosp.  of  Joint  Diseases  and  Med.  Ctr.,  NY.  Res.  1st 
yr.  Univ.  of  Ottawa,  2nd  and  3rd  yrs.  at  Helene  Fuld  Med.  Ctr.,  NJ. 
Presently  doing  fellowship  at  Deborah  Heart  and  L ung  Ctr.,  NJ. 
Grp.  or  institutional  practice  in  med.  community.  Anilkumar  R. 
Patel.  M.D.,  Deborah  Heart  and  L.ung  Ct.,  Browns  Mills,  NJ 
08015. 


Cardiology:  July  78.  Age  32.  Conn.  License.  Nat’l.  bds.,  cert.  Pre- 
med  at  UConn.  MD  at  Upstate  Med.  Ctr.  Int.,  res.  and  presently 
doing  fellowship  at  Stronge  Mem.  Hosp.  Grp.,  assoc,  or 
institutional  practice.  L.arge  or  med.  community.  David  J.  Pocoski, 
M.D.,  137  Authors  Ave.,  Henrietta,  NY  14467. 


Hematology:  July  78.  Age  31.  Conn,  license.  AB-cert.  MD  at 
Johns  Hopkins.  Int.  and  res.  at  Univ.  of  PA.  Presently  doing 
fellowship  at  UConn.  Solo,  grp.  or  assoc,  practice  desired  in  med. 
community.  William  H.  Pogue,  M.D.,  146  Elmfield  St.,  West 
Hartford,  CT  06110. 


Gastroenterology:  July  78.  Age  30.  Nat’l.  bds.,  AB/IM-cert. 
AB/ GAST-elig.  Skilled  all  endoscopic  procedures,  PTC.  MD  from 
St.  Univ.  of  NY-Buffalo.  Int.  and  res.  at  Buffalo  Gen.  Fellowship  at 
Med.  Coll,  of  VA.  Grp.  or  assoc,  practice.  Barry  Sanders,  9113 
Cloisters  East,  Richmond,  VA  23229. 


Nephrology:  July  78.  Age  29.  Nat’l.  bds.,  elig.  M D from  India.  Int. 
at  Jewish  Hosp.,  Brooklyn.  Res.  at  Helene  Fuld  Med.  Ctr.,  NJ. 
Fellowship  at  VA  Hosp.,  Washington,  D.C.  Grp.  assoc,  or 
institutional  practice  preferably  with  teaching  facilities  in  large  or 
med.  community.  Telechery  A.  Sudhakar,  M.D.,  6323  Landover 
Rd„  #201,  Cheverly,  MD  20785. 


Cardiology:  July  78.  Age  31.  Nat’l.  bds.  cert.  MD  from 
Hahnemann.  Int.,  res.  and  fellowship  at  Upstate  Med.  Ctr.  Would 
do  cardiac  catheterization  if  available.  Interested  in  invasive 
monitoring  and  non-invasive  testing.  Grp.,  assoc,  or  institutional 
practice  in  large  or  med.  community.  Stephen  E.  Weinberg,  M.D., 
663  Cumberland  Ave.,  Syracuse,  NY  13210. 


Gastroenterology:  July  78.  Age  35.  AB-elig.  MD  from  Bologna, 
Italy.  Int.,  res.  and  fellowship  at  Cath.  Med.  Ctr.,  Brooklyn  and 
Queens.  Solo,  grp.  or  assoc,  practice  in  large  or  med.  community. 
Charles  W.  Werner,  M.D.,  151-68  Nth  Ave.,  Whitestone,  NY 
11357. 

OBSTETRICS-GYNECOLOGY 

July  78.  Age  36.  MD  from  Catholic  Med.  Coll.,  Korea.  Int.  at 
Muhlenberg  Hosp.,  NJ.  Res.  (1st  & 2nd  yrs.)  Montefiore  Hosp. 
and  Med.  Ctr.,  NY  and  also  (3rd  yr. -Chief  res.)  Maimonides  Med. 
Ctr.,  NY.  Wishes  solo,  grp.  or  assoc,  practice.  Wook  Chung,  M.D., 
950  49th  St.,  Apt.  6-J,  Brooklyn,  NY  1 1219. 

Aug.  78.  Age  28.  Nat’l.  bds.,  elig.  78.  MD  from  Univ.  of 
Rochester.  Int.  and  res.  at  Univ.  of  Rochester-Strong  Hosp.  Wishes 
grp.  or  assoc,  practice  in  med.  community.  Peter  L.  Kogut,  Jr., 
M.D.,  553  Richardson  Rd.,  Rochester,  NY  14623. 


OPHTHALMOLOGY 

July  78.  Age  32.  Nat’l.  bds.,  elig.  MD  from  Tufts.  Int.  at  San 
Francisco  Gen.  Res.  at  Med.  Coll,  of  Wisconsin  and  also 
fellowship.  Wishes  solo,  grp.  or  assoc,  practice.  Thomas  V.P. 
Alpren,  M.D.,  2544  N.  90th  St.,  Wauwatosa,  W1  53226. 


July  78.  Age  32.  Elig.  Int.,  res.  and  fellowship  all  at  Univ.  of 
Michigan  Med.  Ctr.  Solo,  grp.  assoc,  or  institutional  practice 
desired.  Edward  B.  Feinberg,  M.D.,  2819  Renfrew  Ave.,  Ann 
Arbor,  Ml  48105. 


Neuro-ophthalmology:  July  78.  Age  33.  Conn,  license.  Elig.  MD 
from  Georgetown.  Int.  at  Hartford  Hosp.  Res.  at  Georgetown  and 
Eye  and  Ear  Hosp.,  Pittsburgh.  Need  access  to  C.T.  Scanner. 
Solo,  grp.,  assoc,  or  institutional  practice  in  large  or  med. 
community.  Louis  E.  Mark,  M.D.,  2341  Sherbrook  St.,  Pittsburgh, 
PA  15217’ 


ORTHOPEDICS 

July  78.  Age  29.  Nat.’l.  bds.,  elig.  MD  from  Hahnemann.  Int.  and 
res.  at  Cleveland  Clinic  Hosp.,  (Rot.  Surg.  & Ortho.).  Fellowship  at 
Rancho  Los  Amigos  Hosp., -Arthritis  & Rehabilitation  Surg., 
Univ.  Hosp.  Iowa-Hand  Surg.  Grp.  or  assoc,  practice  in  large  or 
med.  community.  Earl  Marmar,  M.D.,  16701  Algonquin  St.,  #305, 
Huntington  Beach,  CA  92649. 


July  78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  Einstein  Coll,  of  Med. 
Int.  and  res.  at  Montefiore  Hosp.  Wishes  solo,  grp.  or  assoc, 
practice  in  med.  community.  Jeffrey  H.  Phillips,  M.D.,  Ph.D., 
3450-23  Wayne  Ave.,  Bronx,  NY  10467. 


OTOLARYNGOLOGY 

July  78.  Age  29.  Nat’l.  bds.,  elig.  MD  trom  Albany  Med.  Coll.  Int. 
(surg.)  Hartford  Hosp.  Res.  NY  Univ.  Med.  Ctr.  Wishes  solo,  grp. 
or  assoc,  practice  in  large  or  med.  community.  Contact  CSMS- 
JMR. 


PATHOLOGY 

July  78.  Age  35.  Elig.  78.  MD  from  Yonsei  Univ.  Int.  at  Lawrence 
Hosp.,  NY,  res.  at  Muhlenberg  Hosp.,  NJ.  Had  an  opportunity  to 
study  both  Hematology  & Surg.  Path.  Moo  K.  Lee,  M.D.,  120 
Randolph  Rd.,  #48,  Plainfield,  NJ  07060. 


June  78.  Age  32.  FLEX.  Bd.  Cert,  in  Anatomic  and  Clinical 
Pathology  with  additional  experience  in  Hematology  and  Mycol- 
ogy, seeks  grp.  or  institutional  practice  in  med.  or  small  community 
hospital.  University  trained.  U.  Viswanathan,  M.D.,  82  Brittany 
Farms  Road,  Apt.  I34J  New  Britain,  CT  06053. 


PEDIATRICS 

Mid  May  78.  Age  31.  Conn.  License.  AB-cert.  MS  from  Baroda 
Med.  Coll.,  int.  at  Fairview  Gen.  Hosp.,  Ohio  and  res.  at  UConn. 
Wishes  solo,  grp.  or  institutional  practice  in  large  or  med. 
community.  Contact  CSMS-HCA. 


July  78.  Age  27.  Nat’l.  bds.,  elig.  (written  78)  MD  from  Upstate 
Med.  Ctr.,  int.  and  res.  at  Wilmington  Med.  Ctr.  Grp.  or  assoc, 
practice  desired  in  any  type  of  community.  Jeffrey  J.  Boxer,  M.D., 
2304  Richard  PL,  Wilmington,  DE  19810. 


July  78.  Age  30.  FLEX,  elig. -June  78.  MD  from  India.  Int.  at 
Lutheran  Hosp.,  MD.  Res.  at  Univ.  of  Mass.  Med.  Sch.  and  St. 
Vincent’s  Hosp.,  Mass.  Wishes  grp.  practice  in  med.  community. 
Joseph  M.  Chettupuzha,  M.D.,  21  Heywood  St.,  Apt.  2E, 
Worcester,  MA  01604. 
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Valium  (diazepam)  is  a 
benzodiazepine  with  a distinctive 
pharmacokinetic  profile 

The  pharmacokinetic  profile  of 
Valium  is  one  of  the  characteristics 
that  sets  it  apart  from  other  ben- 
zodiazepines. Consider,  in  particular, 
the  metabolic  pathway  of  Valium. 

The  three  major  metabolites  of 
Valium  exhibit  significant  pharmaco- 
logic activity — and  so,  of  course, 
does  the  parent  substance — diazepam 
itself.  All  combine  to  produce  the 
characteristic  clinical  response  seen 
with  Valium.  The  response  you  have 
come  to  know,  to  want  and  to  trust. 

Pharmacokinetic  studies  also 
demonstrate  that  Valium  has  a pat- 
tern of  absorption,  distribution, 
metabolism  and  elimination  that  is 
reliable  and  consistent.  And,  al- 
though the  pharmacokinetics  of  a 
drug  cannot,  at  present,  be  specifi- 
cally related  to  its  clinical  effects,  it  is 
clearly  a factor  that  distinguishes  one 
product  from  another  by  provid- 
ing important  insights  into  how  each 
moves  through  the  patients  body. 

Valium*, 

(diazepam)  ^ 

2 mg,5-mg,  lOmg  scored  tablets 

a prudent  choice  in  psychic 
tension  and  anxiety 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic 
complaints  which  are  concomitants  of  emotional  fac- 
tors; psychoneurotic  states  manifested  by  tension,  anx- 
iety, apprehension,  fatigue,  depressive  symptoms  or 
agitation;  symptomatic  relief  of  acute  agitation,  tremor, 
delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 

to  reflex  spasm  to  local  pa- 
thology; spasticity  caused 
by  upper  motor  neuron  dis- 
orders; athetosis;  stiff-man 
syndrome;  convulsive  disor- 
ders (not  for  sole  therapy). 

The  effectiveness  of 
Valium  (diazepam)  in  long- 
term use,  that  is,  more 
than  4 months,  has  not 
been  assessed  by  system- 
atic clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness 
of  the  drug  for  the  individual  patient. 

Contraindicated:  Known  hypersensitivity  to  the 
drug.  Children  under  6 months  of  age.  Acute  narrow 
angle  glaucoma;  may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients. 
Caution  against  hazardous  occupations  requiring  com- 
plete mental  alertness.  When  used  adjunctively  in  con- 
vulsive disorders,  possibility  of  increase  in  frequency 
and/or  severity  of  grand  mal  seizures  may  require  in- 
creased dosage  of  standard  anticonvulsant  medication; 
abrupt  withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and/or  severity  of  seizures.  Ad- 
vise against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar 
to  those  with  barbiturates  and  alcohol)  have  occurred 
following  abrupt  discontinuance  (convulsions,  tremor, 
abdominal  and  muscle  cramps,  vomiting  and  sweat- 
ing). Keep  addiction-prone  individuals  under  careful 
surveillance  because  of  their  predisposition  to  habitua- 
tion and  dependence. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy;  advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psycho- 
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function.  Limit  dosage  to  smallest  effective  amount  in 
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tion. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue,  de- 
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blurred  vision.  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports  of  neutropenia, 
jaundice;  periodic  blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 
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Arthroscopy  for  Diagnosis  of  Disorders  of  the  Knee  Joint 


ROBERT  L.  FISHER,  M.D. 


ABSTRACT— From  a review  of  91  consecutive 
arthroscopy  examinations  of  the  knee  joint,  it  is 
concluded  that  this  technique  is  valuable  for  diagnosis 
in  intra-articular  pathology.  Arthroscopy  was  diag- 
nostically more  accurate  than  clinical  examination  or 
arthrography  in  23  patients  subsequently  undergoing 
surgery.  Arthroscopy  permitted  68  patients  to  avoid 
knee  surgery. 


Recent  reports  indicate  that  endoscopy  may  have 
valuable  clinical  application  in  various  pathological 
conditions  of  the  knee  joint.16  This  study  reviews  my 
personal  experience  with  arthroscopy  of  the  knee 
during  the  years  1974-1976  at  Hartford  Hospital — to 
assess  the  indications  and  usefulness  of  this  new 
technique  in  orthopedics  at  a large  community 
hospital. 

Material  and  Methods 

There  were  91  consecutive  arthroscopy  examina- 
tions in  90  patients.  58  were  male  and  32  female.  Their 
ages  at  time  of  arthroscopy  varied  from  10  to  83  years 
(mean,  31  years).  About  half  were  referred  from  other 
orthopedic  surgeons.  The  remainder  were  selected 
from  my  private  practice  as  diagnostic  problems. 
During  the  period  of  the  study,  many  other  patients 
underwent  knee  arthrotomy  without  arthroscopy 
when  clinical  and  arthrogram  findings  clearly  indicat- 
ed a surgical  lesion. 

Almost  all  patients  complained  of  pain,  16 
presented  with  knee  swelling,  2 with  locking  and  15 
with  instability.  Most  (59  patients)  had  not  previously 
had  knee  surgery  while  the  remaining  patients  had 
undergone  at  least  one  operation  (usually  medial 
meniscus  excision)  on  the  knee  to  be  studied.  One- 
third  (31)  of  the  90  patients  had  work-related  or 
medical  liability  knee  injuries. 

All  arthroscopy  procedures  were  performed  in  the 
operating  room  under  general  anesthesia  using  a 
Storz  arthroscope.  Almost  all  patients  were  admitted 


ROBERT  L.  F1SEIER,  M.D.,  Chief,  Department  of  Orthopedic 
Surgery,  Hartford  Hospital 


as  “day”  patients  and  were  discharged  shortly  after 
recovering  from  anesthesia.  There  were  no  known 
complications. 

Results 

Though  the  quality  of  arthroscopy  examination 
improved  with  experience,  the  following  structures 
were  well  visualized  in  all  knees:  the  suprapatellar 
pouch,  under  surface  of  patella  (Figure  1),  anterior 
two-thirds  of  medial  meniscus  (Figure  2),  femoral 
condyles,  anterior  cruciate  ligament,  patellar  fat  pad 


Figure  1 

Normal  articular  surfaces  of  patella  (P)  and  femur  (F). 


Figure  2 

Normal  medial  meniscus  ( M ),  femoral  condyle  (F)  and  tibial 
plateau  (T).  Note  normal  fold  of  free  margin  of  meniscus  (arrow). 
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and  entire  lateral  meniscus  (Figure  3).  Though  the 
entire  free  margin  of  the  medial  meniscus  was  usually 
seen,  the  periphery  of  its  posterior  horn  usually  could 
not  be  well  appreciated. 

The  arthroscopy  findings  are  summarized  in  Table 
I.  Several  abnormalities  were  found  concurrently  in 
some  knees.  Chondromalacia  of  the  femoral  condyle 
or  patella  was  the  most  frequently  observed  pathol- 
ogy. Meniscal  tears  (Figure  4)  were  the  major 
indication  for  subsequent  arthrotomy.  2 patients  were 
confirmed  to  have  septic  arthritis  by  synovial  biopsy. 
Only  one  acutely  torn  anterior  cruciate  ligament  was 
visualized  but  other  patients  with  ligament  pathology 
demonstrated  instability  under  anesthesia.  Patients 
with  miscellaneous  pathology  were  found  to  have 
loose  joint  bodies  or  osteochondritis  dissecans. 
Remarkably,  over  one-third  of  the  entire  study  group 
were  found  to  have  no  evidence  of  intra-articular 
pathology. 

The  relative  accuracy  of  arthroscopy  in  this  study 
may  be  assessed  in  21  patients  who  underwent 
subsequent  arthrotomy  by  the  author  (Table  II).  In  13 
knees,  the  arthroscopy  and  arthrotomy  findings  were 
in  complete  agreement.  3 medial  meniscus  lesions  (2 
under  surface  posterior  horn  tears  and  one  peripheral 
tear)  and  one  old  anterior  cruciate  ligament  tear  were 
missed  by  arthroscopy.  One  false  positive  lateral 
meniscus  tear  was  encountered.  Another  small 
posterior  tear  of  the  lateral  meniscus,  though 
probably  present,  could  not  be  visualized  at  arthroto- 
my. Only  6 of  16  knees  were  completely  and  correctly 


Figure  3 

L.ateral  compartment  of  knee  showing  normal  femoral  condyle  (F) 
and  posterior  horn  of  lateral  meniscus  (M).  Anterior  portion  of 
meniscus  overlies  tibia  (T). 
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diagnosed  by  arthrography.  Clinical  evaluation  was 
equally  inaccurate  in  this  group  with  only  9 of  21 
correct  diagnoses.  Clinical  evaluation  was  helpful 
mainly  in  identifying  the  need  for  arthrotomy  on  the 
basis  of  symptoms  or  abnormal  findings.  In  all  12 
instances  where  the  same  diagnosis  was  made  by  two 
or  more  different  means  (arthroscopy,  arthrography 
or  clinical  examination),  the  diagnosis  was  confirmed 
at  arthrotomy.  When  no  agreement  occurred,  arthros- 
copy was  usually  the  most  accurate  diagnostic 
modality. 

Arthrotomy  was  deferred  in  69  patients  on  the  basis 
of  arthroscopy;  29  had  normal  findings  and  40  had 
pathology  which  was  uncorrectable  by  surgery.  One 
other  patient  was  referred  back  to  his  orthopedic 
surgeon  for  removal  of  a torn  lateral  meniscus.  This 

Table  1 

FINDINGS  AT  ARTHROSCOPY 

(90  patients) 


Observation  Number  of  Patients 

Synovial  Pathology  8 

Tear,  Medial  Meniscus  8 

Tear,  L.ateral  Meniscus  6 

Chondromalacia  of  Patella  14 

Chondromalacia  of  Medial  Femoral  Condyle  23 

Chondromalacia  of  L.ateral  Femoral  Condyle  4 

1 igament  Pathology  10 

Miscellaneous  Pathology  4 

Normal  Examinations  32 


Figure  4 

Torn  medial  meniscus  with  displaced  flap  lying  between  femoral 
condyle  above  and  tibia  below.  (Compare  with  normal  meniscus 
horn  on  opposite  knee  in  Figure  2). 
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arthroscopy  diagnosis  was  confirmed  at  surgery.  The 
accuracy  of  arthroscopy  in  the  deferred  group  would 
appear  to  be  quite  high  but  is  difficult  to  document. 
16  patients  could  not  be  reached.  The  remaining 
patients  were  contacted  and  were  generally  function- 
ing well.  Many  with  known  pathology  continued  to 
complain  of  knee  pain  or  swelling  to  some  degree. 
Only  one  patient  was  found  who  underwent  surgery 
elsewhere  after  a normal  arthroscopy.  A “loose” 
lateral  meniscus  without  evidence  of  tearing  was 


removed.  Another  had  excision  by  the  author  of  torn 
medial  and  lateral  menisci  after  a subsequent  injury. 

Discussion 

The  over-all  accuracy  of  arthroscopy  on  patients 
who  did  or  did  not  undergo  subsequent  surgery 
appeared  to  be  quite  high  in  this  study.  In  agreement 
with  DeHaven  and  Collins,2  one  might  infer  that 
arthroscopy  together  with  arthrography  and  clinical 
examination  should  enable  almost  all  intra-articular 


Table  II 

COMPARISON  OF  DIAGNOSTIC  EVALUATIONS  IN  PATIENTS  TREATED  BY  ARTHROTOMY 


Surgical 

Arthroscopy 

Arthrogram 

Clinical 

Patient 

Diagnosis 

Diagnosis 

Diagnosis 

Diagnosis 

M.G. 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

— 

Chondromalacia  medial  femur 

B.F. 

Tear,  medial  meniscus 
Chondromalacia  medial 
femur 

Tear,  medial  meniscus 
Chondromalacia  medial 
femur 

Tear,  medial  meniscus+ 

Tear,  medial  meniscus 
Chondromalacia  medial 
femur 

G.S. 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

NT.. 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

Equivocal* 

Tear,  medial  meniscus 

J.P. 

Synovial  chondromatosis 

L.oose  bodies+ 

Negative+ 

Tear,  medial  meniscus* 

PL. 

Tear,  medial  meniscus 

Poor  Examination* 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

J.B. 

Normal 

Normal 

Normal 

Normal 

W.S. 

Patellar  and  femoral 
chondromalacia  and 
ligament  pathology+ 

Patellar  and  femoral 
chondromalacia,  ligament 
pathology,  tear  lateral 
meniscus 

Equivocal* 

Ligament  pathology 
? internal  derangement+ 

B.B. 

Normal 

Normal 

Normal 

Normal 

P.G. 

Retained  posterior  horn, 
lateral  meniscus 

Retained  posterior  horn, 
lateral  meniscus 

— 

? internal  derangement+ 

N.K 

Tear,  medial  meniscus, 
tear  anterior  cruciate 
ligament,  chondromalacia 
medial  femur 

Tear,  medial  meniscus+ 

Tear,  medial  meniscus+ 

Tear,  medial  meniscus+ 

R.l  . 

Patellar  and  femoral 
chondromalacia 

Patellar  and  femoral 
chondromalacia 

— 

Chondromalacia  of 
medial  femur+ 

G.M. 

Tear,  medial  meniscus 
chondromalacia  medial 
femur 

Chondromalacia  medial 
femur 

Tear,  medial  and 
lateral  menisci* 

Tear,  medial  meniscus+ 

W.S. 

Synovitis,  chondromalacia 
patella  and  medial  femur 

Synovitis,  chondromalacia 
patella+ 

— 

? internal  derangement* 

J.F. 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

Tear,  medial  meniscus 

J.M. 

Chondromalacia,  medial 
femur 

Chondromalacia,  medial 
femur 

Normal+ 

Post  meniscus  excision+ 

J.B. 

Tear,  medial  meniscus 
Chondromalacia  medial 
femur 

Chondromalacia,  medial 
femur+ 

Normal* 

? internal  derangement+ 

K.W. 

Tear,  medial  meniscus 

Tear,  medial  and 
lateral  meniscus* 

— 

Tear  medial  meniscus 

C.  A. 

Hypertrophy  of  fat  pad, 
tear  medial  meniscus 

Synovitis* 

Tear  lateral  meniscus* 

Tear,  medial  meniscus 

J.K. 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

Normal* 

Tear,  medial  meniscus* 

J.F. 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

Tear,  lateral  meniscus 

? internal  derangement+ 

* Considered  erroneous  diagnosis 
+ Considered  incomplete  diagnosis 
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knee  disorders  to  be  diagnosed  preoperatively. 
Moreover,  many  patients  who  previously  might  have 
undergone  diagnostic  arthrotomy,  can  be  spared  this 
major  operation  by  arthroscopy. 

Since  arthroscopy  requires  hospital  operating  room 
facilities  and  general  anesthesia,  it  is  not  recom- 
mended for  routine  cases  involving  meniscal  tears. 
Arthrography  is  probably  superior  to  arthroscopy  for 
diagnosis  of  peripheral  and  posterior  horn  tears  of  the 
medial  meniscus.  This  procedure,  which  is  less  costly 
and  probably  less  hazardous  than  arthroscopy, 
should  be  utilized  for  these  cases.  Arthroscopy  just 
prior  to  arthrotomy  should  also  be  avoided  as  an 
infection  of  the  arthrotomy  incision  would  seem  to  be 
a predictable  risk.  When  information  regarding  the 
joint  surfaces  as  well  as  menisci  is  required,  arthros- 
copy would  appear  to  be  the  procedure  of  choice. 

The  specific  indications  for  the  procedure,  as 
developed  through  this  study  are  as  follows: 

1)  Diagnostic  knee  problems  where  clinical  and 
arthrography  diagnoses  differ. 

2)  Postoperative  knees  where  arthrography  is  less 
reliable  and  problems  of  joint  surfaces  are  more 
likely. 

3)  Patients  with  persistent  complaints  despite  nega- 
tive examinations  and  arthrograms.  Arthroscopy 
proved  to  be  particularly  useful  in  eliminating  an 


organic  basis  and  suggesting  a functional  etiology 
in  some  patients  of  this  group. 

4)  Compensation  and  medical-liability  cases  for 
disability  evaluation. 

5)  Synovial  disease  undiagnosed  by  clinical  and 
laboratory  investigation. 

6)  Assessment  of  joint  compartments  in  patients 
considered  for  tibial  osteotomies  for  degenerative 
joint  disease. 

7)  Patients  with  communicating  popliteal  cysts. 

8)  Recurrent  subluxation  or  dislocation  of  the  patel- 
la. 
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Adjuvant  Treatment  of  Cancer 
III.  Malignant  Melanoma 

JOEL  LUNDY,  M.D. 


Through  the  efforts  of  pathologists  such  as  Wallace 
Clark,  much  has  been  done  to  advance  the  under- 
standing of  the  biologic  behavior  of  malignant 
melanoma  and  develop  microstaging  techniques 
which  aid  in  selecting  treatment  options  for  individual 
patients. 

Several  papers  written  over  the  years  give  us  an  idea 
of  the  type  of  treatment  failures  seen  in  patients  with 
invasive  clinical  Stage  1 melanoma.  10-20%  of 
patients,  even  after  an  adequate  excision  of  the 
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primary  lesion  will  develop  local  recurrence.1- 2- 3 
Regional  lymph  node  disease  will  become  grossly 
apparent  in  20-38%  if  regional  nodes  are  observed.4  5 
In-transit  metastases  between  the  primary  and 
regional  nodes  will  develop  in  18-22%  of  patients.6- 7 8 
Systemic  disease,  in  the  absence  of  regional  failure, 
will  occur  in  an  additional  10-15%  of  patients.6- 9- 10 

The  purpose  of  this  paper  is  to  review  the 
prognostic  criteria  developed  to  aid  in  the  treatment 
of  melanoma,  to  define  high  risk  patients  with 
melanoma  and  to  discuss  some  of  the  adjuvant 
protocols  currently  being  evaluated  in  this  disease. 

The  microstaging  techniques  currently  employed 
measure  the  depth  of  invasion  of  a melanoma  by 
histologic  landmarks11  (Clark's  Levels)  as  well  as  by 
direct  measurement.12 
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Clark’s  Levels  are  defined  as  follows: 

Level  1 - malignant  melanoma  confined  to  the 
epidermis  (in  situ) 

Level  II  - invasion  of  the  papillary  dermis 

Level  111  - tumor  along  the  interface  of  the 
papillary  and  reticular  dermis 

Level  IV  - tumor  extension  into  the  reticular 
dermis 

Level  V - extension  into  the  subcutaneous  tissue 

Direct  measurement  of  depth  of  invasion  can  be 
determined  by  using  a hand  optical  micrometer  and 
measuring  in  millimeters  the  maximal  depth  of  in- 
vasion of  melanoma  cells  beneath  the  granular  layer 
of  the  epidermis.13 

Two  clinical  studies  have  shown  a good  correlation 
between  microstaging  techniques  and  the  likelihood 
of  a patient’s  having  regional  node  metastases.13  14 
The  patients  with  clinical  Stage  1 melanoma  and  Level 
111  invasion  had  a 5-16%  chance  of  having  positive 
regional  nodes.  The  measured  depth  of  invasion 
associated  with  positive  nodes  in  these  patients  was 
greater  than  0.9  mm.  Level  IV  patients  had  a 25  to 
60%  chance  of  having  positive  nodes  and  about  2/3  of 
Level  V patients  had  positive  nodes.  In  Wanebo’s 
study  (1975),  there  was  a clear  correlation  between 
measured  depth  of  invasion  and  mortality  at  5 years 
(10  times  the  microinvasion  in  millimeters  was  equal 
to  the  expected  mortality).13 

Studies  like  these  have  defined  the  indication  for 
elective  lymphadenectomy  in  melanoma.  Although 
there  is  definite  debate  over  treatment  of  Level  111 
lesions,  all  Level  IV  and  Level  V lesions  are  being 
treated  by  elective  lymphadenectomy  for  clinical 
Stage  I disease  and  some  cancer  centers  are  doing 
elective  lymphadenectomy  for  Level  111  lesions, 
especially  if  the  measured  depth  of  invasion  exceeds 
0.9  mm.13 

We  should  consider  all  patients  who  have  regional 
metastases  from  melanoma  at  high  risk  of  recurrence. 
The  treatment  failures  in  this  group  are  most 
frequently  related  to  distant  metastases  rather  than 
the  result  of  uncontrolled  local  or  regional  disease.13  15 
Almost  80%  of  the  recurrences  develop  within  2 years 
of  operation,16  strongly  suggesting  that  these  patients 
harbor  systemic  occult  foci  of  tumor  cells  at  the  time 
of  surgery. 

Adjuvant  therapy  postoperatively  is  a logical 
consideration  in  this  group  of  patients.  Both  chemo- 
therapy and  immunotherapy  are  most  effective  in  a 
“minimal  tumor  burden”  setting. 

Previous  studies  using  Bacillus  Calmette-Guerin 
(BCG),  a live  tuberculosis  vaccine,  in  patients  with 
Stage  III  melanoma  (limited  to  skin  and  subcutane- 
ous tissue)  demonstrated  that  intralesional  BCG  was 
most  effective  in  immunocompetent  patients  with 
response  rates  of  60-90%  seen  in  this  group  and 
regression  of  uninjected  nodules  in  up  to  15%.  A small 
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group  of  these  patients  remained  free  of  disease  for  1- 
8 years.17- 18  There  were  significant  complications  of 
intralesional  therapy  using  BCG  listed  in  detail  in 
Pinsky’s  paper. 

Almost  all  patients  with  operable  melanoma  are 
immunocompetent,  and  by  definition,  have  no  gross 
disease  remaining  after  surgery.  The  above  two 
features  make  them  ideal  candidates  for  adjuvant 
therapy  with  BCG.  In  addition,  BCG  given  by 
scarification  has  been  associated  with  very  few 
significant  side  effects.19 

The  most  frequently  quoted  study  for  efficacy  of 
BCG  as  an  adjuvant  in  patients  with  resected 
pathologic  Stage  II  melanoma  is  the  UCLA  protocol 
of  Morton  and  Eilber  (1976). 19  Patients  were  given 
BCG  by  scarification  for  at  least  2 years  following 
surgery.  The  controls  in  this  study  were  not 
randomized  and  stratified,  but  were  either  historical 
or  composed  of  a group  of  patients  who  refused  BCG. 
Because  of  this  weakness  results  are  questionable,  but 
some  important  points  can  be  derived  from  this  study. 
In  patients  receiving  BCG,  90%  with  a single  lymph 
node  involved  microscopically  were  free  of  disease 
compared  to  only  40%  of  those  with  macroscopic 
nodal  involvement.  This  would  imply  that  patients 
who  already  have  macroscopic  disease  in  the  nodes 
may  well  have  had  a significant  systemic  tumor 
burden.  Another  difficulty  in  this  study  was  that  it 
considered  melanoma  at  all  anatomic  locations  and 
trunk  melanoma  certainly  has  a poorer  prognosis 
than  head  and  neck  or  extremities.  So  many  sub- 
groups were  present  that  numbers  became  very 
small  and  less  significant. 

There  are  conflicting  results  in  the  literature 
associated  with  adjuvant  studies  with  melanoma. 
Hersh  (1977),  using  historical  controls,  showed  that 
Stage  II  patients  with  trunk  primaries  benefited  from 
BCG  adjuvant  therapy,  but  there  was  no  benefit  in 
head  and  neck  melanoma.20  Pinsky  (1977),  in  a 
randomized,  controlled  study,  showed  no  difference 
in  remission  duration  or  survival  comparing  surgery 
alone  patients  with  a surgery  plus  BCG  group.20  This 
study  was  criticized  because  the  doses  of  BCG  used 
were  much  smaller  than  in  Morton’s  or  Hersh’s  study. 

At  present,  no  prospective  randomized  controlled 
protocol  shows  a clear  advantage  of  BCG  over  no 
treatment  in  Stage  II  resected  melanoma. 

Chemotherapy,  using  dimethyl  triazeno  imidazole 
carboxamide  (DTIC)  or  DT1C  with  BCG  in  an 
adjuvant  setting,  has  also  not  been  shown  to  be  of 
significant  benefit  to  date  in  Stage  II  resected 
melanoma. 

Sugarbaker  and  McBride  (1976)  reported  on  the 
use  of  hyperthermic  perfusion  with  phenylalamine 
mustard  (L-PAM)  in  patients  with  Stage  I melanoma 
after  local  excision  only.21  They  certainly  achieved 
excellent  control  of  local  disease,  with  local  recurren- 
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ces  of  2%  and  in-transit  disease  only  3%,  but  this 
retrospective,  uncontrolled  series  does  not  give 
adequate  data  to  indicate  that  this  approach  is  the 
preferable  one  for  clinical  Stage  I disease.  Unless  the 
hyperthermic  perfusion  has  significant  systemic 
effects  on  host  immunity,  it  would  be  reasonable  to 
assume  that  this  local  treatment  should  be  of  no 
benefit  in  patients  with  systemic  occult  disease. 

In  summary,  at  present  it  is  extremely  important 
that  the  microstaging  techniques  of  Clark  and 
Breslow  be  used  in  all  institutions  treating  melanoma. 
It  gives  us  a logical  basis  for  determining  which 
patients  with  clinical  Stage  1 disease  require  lym- 
phadenectomy.  The  presence  of  positive  nodes  in 
melanoma  indicates  the  patient  is  at  high  risk  for 
recurrence.  Many  controlled  studies  are  in  progress 
now  to  determine  the  efficacy  of  adjuvant  immuno- 
therapy for  these  high  risk  patients. 
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Gastroschisis 

A Critical  Care  Problem  in  Pediatric  Surgery 

MICHAEL.  M.  FUENFER,  M.D.  AND  ROBERT  J.  TOULOUKIAN,  M.D. 


Gastroschisis  is  an  antepartum  evisceration  of 
intraperitoneal  structures  through  an  embryonic 
defect  of  all  layers  of  the  abdominal  wall  adjacent  to 
the  umbilicus.  In  addition  to  gross  contamination  of 
intra-abdominal  contents  and  inadequate  size  of  the 
peritoneal  cavity,  the  high  incidence  of  prematurity  in 
these  neonates  predisposes  them  to  an  array  of 
medical  problems.  Until  the  late  1960’s,  the  mortality 
rate  for  infants  born  with  gastroschisis  approached  90 
percent.  Following  the  introduction  of  a technique  of 
staged  repair  of  the  abdominal  wall  as  well  as 
refinements  of  neonatal  supportive  care,  the  great 
majority  of  patients  with  gastroschisis  survive.  The 
technique  used — staged  repair  using  Silastic 
sheeting — was  a modification  of  that  first  described 
by  Schuster  in  1 967. 1 Since  1968,  12  of  17  newborns 
with  gastroschisis  admitted  to  the  Pediatric  Surgical 
Service  at  Yale-New  Haven  Hospital  survived. 

Preoperative  Management 

Considerations  of  principal  importance  are  preven- 
tion of  heat  and  water  loss,  replacement  of  fluids, 
decompression  of  the  gastrointestinal  tract  and 
institution  of  intravenous  antimicrobial  therapy. 
Sterile,  saline-soaked  gauze  applied  over  the  eviscer- 
ated abdominal  contents  and  then  wrapped  with  thin 
plastic  wrap  minimizes  evaporative  heat  and  water 
loss.  A plastic  “bowel  bag”  to  enclose  the  abdomen 
and  lower  extremities  has  been  designed  specifically 
for  this  purpose.  Maintenance  and  replacement  fluids 
are  administered  through  an  intravenous  line  placed 
in  the  upper  extremity.  Umbilical  or  lower  extremity 
venous  catheters  are  not  used  because  of  the  risk  of 
compressing  the  inferior  vena  cava  during  the  surgical 
repair.  Pre  and  postoperative  nasogastric  decompres- 
sion is  essential  until  the  ileus  resolves.  The  grossly 
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contaminated  exposed  viscera  are  cultured  and 
intravenous  antibiotics  begun  immediately  and 
continued  for  a varying  period  following  operation. 
(Table  1)  Our  current  choice  is  ampicillin  and 
kanamycin  because  of  changing  flora  and  antibiotic 
sensitivities. 

After  these  preparatory  measures  have  been 
completed  the  patient  is  placed  in  a transport  isolette 
which  will  allow  for  careful  monitoring  of  tempera- 
ture, oxygen  and  maintenance  of  aseptic  environmen- 
tal conditions  enroute  to  the  operating  room  or  to 
regional  referral  center,  or  neonatal  intensive  care 
unit. 


Table  1 

SYSTEMIC  ANTIBIOTICS 


Agent 

No.  of 
Patients 

No. 

Survived 

ampicillin/  kanamycin 

9 

7 

penicillin/  kanamycin 

3 

3 

oxacillin  / kanamycin 

2 

1 

cephalothin/colymycin 

2 

1 

ampicillin/ gentamycin  I 1 

Intraoperative  Management 

Under  general  anesthesia,  the  abdomen  and  viscera 
are  gently  prepped  with  saline  and  Betadine,  but  no 
attempt  is  made  to  remove  adherent  meconium, 
vernix  and  other  contaminants.  After  suitable  drap- 
ing the  abdominal  wall  defect  is  extended  from  the 
xyphoid  process  to  the  public  tubercle.  The  root  of 
the  mesentery  is  examined  for  the  possibility  of 
volvulus  and  the  loops  of  bowel  are  gently  dissected  to 
detect  areas  of  atresia  or  perforation.  The  umbilical 
vessels  are  identified,  clamped,  ligated  and  the 
umbilicus  removed.  After  manually  stretching  the 
abdominal  wall,  Teflon  reinforced  Silastic  sheets, 
(Dow-Corning,  .007  u ),  are  sutured  to  the  fascial 
margins  using  a closely-spaced  line  of  interrupted, 
Tevdek  sutures.  A Stamm  gastrostomy  is  performed 
using  a Malecot  catheter  which  is  brought  out 
through  a separate  stab  incision.  The  free  edges  of  the 
Silastic  sheets  are  then  approximated  and  sutured 
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together  in  the  midline  over  the  eviscerated  bowel. 
Once  closed,  precaution  must  be  taken  to  ensure  that 
the  enteric  contents  of  the  “Silastic  sac”  are  not  so 
tightly  compressed  as  to  produce  undue  elevation  of 
the  diaphragm  or  compression  of  the  inferior  vena 
cava.  Betadine  soaked  dressings  are  placed  over  the 
exterior  of  the  sac  and  skin.  These  are  changed  daily 
in  the  nursery  using  careful  gown  and  glove 
precautions.  Within  four  or  five  days,  a portion  of  the 
exposed  Silastic  can  be  removed  in  the  nursery 
without  anesthesia.  Diminished  visceral  edema  and 
gradual  enlargement  of  the  abdominal  cavity  permit 
further  reduction  of  intra-abdominal  contents,  at  two 
or  three  day  intervals  thereafter.  Depending  upon  the 
condition  and  quantity  of  eviscerated  bowel  and 
distensibility  of  the  abdominal  wall,  it  is  sometimes 
possible  to  remove  all  the  Silastic  at  the  second  stage. 
However,  in  the  majority  of  cases  this  requires  three 
or  more  stages  (Table  2).  The  final  stage  requires 
fascial  closure  under  general  anesthesia.  In  the 
absence  of  complications,  the  abdominal  defect  heals 
with  a minimal  of  residual  deformity. 

Table  2 


OPERATIVE  TREATMENT 
( 1 7 patients) 


No.  of 
Patients 

No. 

Survived 

Primary  closure 

2 

0 

Staged  repair 
two  stage 

5 

4 

three  stage 

5 

5 

more  than  three  stages 

5 

3 

Biological  dressings 

3 

2 

Secondary  perforation 

5 

0 

Postoperative  Management 

Upon  return  to  the  Newborn  Intensive  Care  Unit 
the  patient  is  monitored  in  a controlled  thermal 
environment.  In  addition  to  the  usual  monitoring, 
careful  attention  must  be  directed  toward  the  infant’s 
cardiopulmonary  and  gastrointestinal  function.  Anti- 
biotic therapy  is  continued  for  five  to  seven  days, 
unless  signs  of  sepsis  are  detected.  Parenteral 
nutrition  is  essential  and  should  begin  in  the 
immediate  postoperative  period,  and  continued  until 
ileus  resolves,  a period  ranging  from  seven  to  ten  days 
in  most  patients.  Continued  “ileus”  for  longer  than 
this  period  should  suggest  ischemic  or  obstructed 
bowel.  Further  workup  including  barium  and 
hypaque  enema  to  evaluate  a meconium  plug  often 
helps  to  resolve  this  process. 

Discussion 

The  physician  who  is  initially  responsible  for  the 
care  of  an  infant  born  with  gastroschisis  must  bear  in 
mind  that  prompt  institution  of  preoperative  suppor- 
tive measures  and  swift  transfer  to  a center  equipped 


to  care  for  these  neonates  is  paramount  for  a 
successful,  uncomplicated  outcome.  If  the  patient  is 
transported,  a physician  should  accompany  the  infant 
and  have  available  appropriate  equipment  and  drugs 
necessary  to  maintain  the  patient’s  physiologic  stabili- 
ty. 

Ampicillin  (100  mg/kg/day)  and  kanamycin  (15 
mg/kg/day)  were  the  most  frequently  used  antibio- 
tics. For  the  majority  of  patients  this  was  appropriate. 
Culture  and  sensitivity  results  of  peritoneal  specimens 
should  dictate  antibiotic  selection  after  the  initial  48 
hours  of  life. 

Primary  repair  of  gastroschisis  is  occasionally 
possible  provided  the  exposed  viscera  can  be  reduced 
without  displacement  of  the  diaphragm  or  compres- 
sion of  the  inferior  vena  cava.  The  two  babies  in  our 
series  undergoing  primary  repair  expired,  but  had 
such  extensive  areas  of  necrosis  with  perforation  as  to 
render  them  unsalvageable.  Staged  repair  with 
Silastic  is  preferred  and  was  used  successfully  in  12  of 
15  babies.  No  attempt  is  made  to  cover  the  Silastic 
with  skin  flaps.2  The  preoperative  condition  of  the 
viscera  was  an  important  prognostic  indicator, 
following  either  primary  or  staged  repair.  All  patients 
with  intact  viscera  survived,  while  two  out  of  three 
patients  with  atretic  bowel,  and  four  out  of  five  babies 
with  one  or  more  perforations  died  (Table  3). 

Table  3 

CONDITION  OF  VISCERA 
( 1 7 patients) 


No.  of  No. 

Patients  Survived 

Intact  10  10 

Atresia  3 1 

Perforation  5 I 


The  Silastic  Sheeting  became  infected  in  three 
babies  and  was  replaced  by  a biological  dressing, 
human-amnion.3  The  amniotic  membranes  were 
obtained  from  the  delivery  room,  separated  from  the 
placenta,  rinsed  in  saline  four  times,  then  in  0.025% 
sodium  hypochlorite  once,  and  finally  received  four 
more  saline  rinses.  The  shiny  amnion  side  of  the 
membrane  was  then  applied  over  the  pseudomem- 
branous peritineal  covering.  The  xenograft  was 
maintained  in  position  by  vaseline  impregnated 
gauze,  and  changed  daily.  This  method  has  been 
shown  to  produce  a significant  reduction  in  bacterial 
populations  within  the  wound,4  hasten  the  develop- 
ment of  healthy  granulation  tissue,  and  eventual 
contraction  and  closure  of  the  exposed  defect. 

Because  of  the  great  metabolic  demands  of  these 
newborns,  careful  attention  must  be  directed  toward 
postoperative  nutrition  (Table  4).  Approximately  120 
calories/ kg/ day  is  usually  satisfactory,  together  with 
compensation  made  for  nasogastric  suction,  gastros- 
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tomy  drainage,  sustained  elevation  of  temperature 
and  mechanical  ventilation.  An  elemental  diet  is  the 
preferred  initial  enteric  formula,  but  is  usually 
preceded  by  a course  of  parenteral  nutrition.  Total 
parenteral  nutrition,  administered  through  a central 
venous  line,  was  employed  from  one  week  to  five 
months  in  eight  patients  until  gastro-intestinal 
function  returned.  Others  with  a less  prolonged  ileus 
received  peripheral  parenteral  nutrition. 

Postoperative  complications  included  infarction  of 
bowel,  chronic  intestinal  dysfunction  and  extreme 
short  gut  syndrome  resulting  in  the  deaths  of  five 


Table  4 

POSTOPERATIVE  NUTRITIONAL  MANAGEMENT 
( 1 7 patients) 

No.  of  No. 

Patients  Survived 


Early  feeding 

Peripheral  parenteral  nutrition 
Total  parenteral  nutrition 
< 10  days 
10  days  - 21  days 
> 21  days 

Maintenance  IV  fluids 


3 3 

4 4 


2 

5 

2 


■2 

2 

0 


babies.  The  non-fatal  complications  were  candidiasis 
in  five  and  ventral  herniation  in  three  babies  having 
an  unsuccessful  staged  repair. 

Summary 

Staged  repair  of  gastroschisis  with  Silastic  Sheeting 
has  greatly  decreased  the  mortality  previously 
associated  with  gastroschisis.  Twelve  of  15  patients 
managed  with  this  technique  have  survived.  Pre- 
operative resuscitation,  systemic  antibiotics  and  total 
parenteral  nutrition  are  essential  additional  measures. 
Infarction,  perforation,  and  atresia  of  bowel  are 
associated  with  a poor  prognosis. 
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Psoriatic  Arthritis  of  the  Sternoclavicular  Joint 

IRA  SPAR,  M.D. 


ABSTRACT — Psoriatic  arthritis  is  a distinct  clinical 
entity  which  has  unique  characteristics  on  both 
physical  and  X-ray  examinations.  A documented  case 
of  psoriatic  arthritis  is  presented  with  a painful 
subluxed  sternoclavicular  joint.  A “comma  shaped” 
peri-articular  ossification  of  the  sternoclavicular  joint 

Seven  percent  of  patients  with  psoriasis  develop  an 
arthritic  process'  which  has  unique  characteristics.  In 
general,  the  severity  of  their  joint  involvement 
parallels  the  severity  of  the  skin  condition.  The 
sacroiliac  joints  are  commonly  involved  followed  in 
frequency  by  disease  of  the  spine,  fingers  and  toes. 

Disease  of  the  glenohumeral,  acromioclavicular 
and  sternoclavicular  joints  with  joint  erosions, 

IRA  SPAR,  M.D.,  Assistant  Professor  of  Orthopedic  Surgery, 
University  of  Connecticut  Health  Center,  Farmington,  CT. 

VOLUME  42,  NO.  4 


was  diagnosed  by  tomogram.  Intraoperative  dissec- 
tion showed  the  ossification  to  be  separate  from  the 
anterior  sternoclavicular  ligament  and  partially 
adherent  to  the  joint  capsule.  It  appeared  to  arise 
from  peri-articular  connective  tissue.  Dense  fibrotic 
intra-articular  lesions  were  also  demonstrated. 


subluxations  and  dislocations  have  previously  been 
described  in  psoriatic  arthritis.2  The  case  reported 
here  concerns  the  first  reported  instance  of  peri- 
articular ossification  of  the  sternoclavicular  joint. 
Tomograms  clearly  illustrate  a “comma  sign”  similar 
to  that  described  in  psoriatic  spondylitis.3  This  X-ray 
finding  may  be  specific  for  psoriatic  arthritis  and  has 
been  reported  in  no  other  condition. 

Case  Report 

This  patient  is  a 46-year-old  man  who  was  well  until  six  years 
prior  to  admission.  At  that  time  he  developed  a mild  case  of 
psoriasis  which  was  treated  successfully  with  steroid  cream.  Seven 
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months  prior  to  this  admission  his  psoriasis  recurred  in  a 
generalized  and  severe  fashion.  He  was  treated  with  steroid  cream, 
ultraviolet  light  and  Methatrexate.  One  month  later  he  developed 
multiple  joint  pains.  These  symptoms  were  constant  and  especially 
prevalent  at  night.  There  was  involvement  of  his  neck,  right 
anterior  chest,  right  shoulder,  right  knee,  both  ankles  and  toes.  The 
symptoms  were  treated  with  lndocin,  Butazoldine  and  finally 
Prednisone  15  mgs  daily.  He  noted  a gradual  development  of  an 
enlarging  painful  mass  over  the  right  sternoclavicular  joint.  There 
was  no  history  of  trauma. 

Physical  exam  revealed  a chronically  ill-looking  man  with 
generalized  psoriatic  rash.  There  was  marked  prominence  of  the 
right  sternoclavicular  joint  which  was  slightly  subluxed  and  tender. 
All  the  toes  had  a swollen  “sausage  like”  appearance  with  bluish 
discoloration.  The  hematocrit  was  3 1 , sed  rate  1 20  and  H L.A  27  was 
positive.  The  uric  acid  was  normal.  L.E  prep  and  rheumatoid  factor 
were  negative.  Plane  X-rays  of  the  chest  failed  to  reveal  an 
abnormality.  Tomograms  were  obtained  of  the  right  sternoclavicu- 
lar joint  which  showed  a comma  shaped  calcification.  (Figure  1). 


Figure  1 

Tomogram  of  the  sternoclavicular  joint  with  arrows  pointing  to 
comma  shaped  ossification  and  resorption  of  distal  end  of  clavicle. 


The  distal  end  of  the  subluxed  clavicle  revealed  erosions  along  its 
shaft  and  cartilagenous  surface.  X-rays  revealed  destruction  of  the 
DIP  joints  of  the  toes,  particularly  the  great  toe. 

Under  a general  anesthetic  the  proximal  end  of  the  clavicle  was 
resected  with  subsequent  relief  of  symptoms.  A one  by  three 
centimeter  ossified  lesion  was  dissected  beneath  and  discreetly 
separate  from  the  anterior  sternoclavicular  ligament.  This  ossifica- 
tion appeared  densely  adherent  to  the  joint  capsule  along  part  of  its 
margin  and  separate  from  the  capsule  in  other  planes  of  dissection. 
The  cartilagenous  surface  of  the  clavicle  had  erosions  with  dense 
intraarticular  fibrotic  adhesions. 

Discussion 

It  has  been  well-established  that  psoriatic  arthritis 
is  a distinct  clinical  entity.  Characteristic  X-ray 
findings  are  found  in  the  hands,  feet  and  spine.  They 
are:  distal  interphalangeal  joint  destruction  (Bauer), 
interphalangeal  ankylosis  (Avila),  widening  of  the 
interphalangeal  joints  (Avila),  the  resorption  of  tufts 
of  distal  phalanges,  “mushrooming”  of  small  joints 
(Gibson),  gross  osteolysis  with  pencil-like  tapering  of 
the  metatarsal  and  metacarpal  shafts,  and  asymmetric 
spondylitis.3 

Bamboo  spine  thought  originally  to  be  ossification 
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of  the  anterior  longitudinal  ligament  has  been  shown 
to  be  otherwise.  Pathological  studies  have  shown  that 
ossification  occurs  in  the  annulus  or  layers  of  peri- 
vertebral connective  tissue  fibers  just  outside  of  the 
annulus.7- 8 In  psoriatic  arthritis  syndesmophytes  arise 
beyond  the  vertebral  body  margin  in  what  has  been 
described  as  the  “tear  drop”  or  “inverted  comma” 
appearance.3  Para-vertebral  ligament  ossification  or 
capsular  ossification  has  also  been  described.  Howev- 
er, it  is  clear  that  most  new  bone  formation  originates 
in  connective  tissue  rather  than  muscle  or  ligament. 

The  pathological  specimen  illustrates  this  point  at 
the  sternoclavicular  joint.  Peri-articular  ossification 
measuring  one  by  three  centimeters  was  found 
beneath  the  anterior  sternoclavicular  ligament  and 
distinctly  separate  from  it.  It  extended  to  the  joint 
capsule  in  some  areas  and  was  densely  adherent  to  it 
in  others.  The  ossification  arose  from  both  capsule 
and  its  peri-articular  connective  tissue.  There  were 
dense  fibrotic  bands  eroding  the  periosteum  and 
cartilagenous  surface  of  the  proximal  clavicle.  These 
findings  are  consistent  with  the  pathological  descrip- 
tion of  Sherman.4  Plane  films  failed  to  reveal  the 
ossification,  which  was  well  visualized  by  tomogram. 
There  have  been  no  reported  cases  of  peri-articular 
calcification  of  this  joint  in  any  conditions  including 
trauma.  The  particular  configuration  described  here 
may  be  specific  for  psoriatic  arthritis. 
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Disorders  of  Hypopigmentation 


JAMES  J.  NORDLUND,  M.D. 


Introduction 

Diseases  of  the  pigment  system  of  the  skin  can 
impose  severe  economic,  social  and  psychological 
hardships  on  individuals.  For  example,  in  India  white 
spots  on  the  skin  are  equated  with  leprosy.  The 
patient  and  his  family  are  ostracized  by  society  and 
are  not  employable.  They  become  dependent  on 
government  subsidies  for  survival.  In  the  United 
States,  the  patient  with  multicolored  skin  is  often 
harassed  by  strangers,  friends  and  frequently  by 
members  of  his  family.  Few  members  of  the  practicing 
medical  community  are  aware  of  the  tremendous 
impact  on  individual  patients  caused  by  pigmentary 
disorders.  Accordingly  when  patients  consult  their 
physicians  for  advice  and  treatment  of  abnormal  skin 
color,  they  are  often  rebuffed  and  left  feeling  hopeless 
by  the  doctor’s  suggestions  for  “learning  to  live  with 
it”  or  “covering  it  with  cosmetics.”  Without  treat- 
ment, pigmentary  disorders  persist  for  many  years  or 
are  permanent.  The  patient  finds  it  difficult  to  accept 
the  cosmetic  disfigurement  caused  by  white  or  black 
splotches  on  the  skin.  Clothes  or  cosmetics  help  to 
cover  them,  to  be  sure,  but  inevitably  the  patient  must 
expose  all  of  himself  to  others. 

Embryology  and  Physiology  of  Pigment  Cells 

In  addition  to  the  cosmetic,  social  and  psychologi- 
cal considerations,  abnormalities  of  skin  color, 
especially  if  congenital,  can  be  the  first  clue  to  internal 
diseases,  especially  disorders  of  the  central  nervous 
system.  The  skin  and  entire  nervous  system  in  the 
embryo  develop  from  the  neuroectoderm.  The 
pigmentary  system,  i.e.,  all  the  melanocytes  in  the 
skin,  viscera,  meninges,  and  brain,  is  also  derived 
from  the  neural  crest.  During  embryogenesis  the 
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pigment  cells  migrate  from  the  neural  crest  to  the 
skin. 

In  the  skin  melanocytes  preferentially  take  up 
tyrosine  and  convert  it  to  melanin.  The  enzyme 
tyrosinase  appears  to  catalyze  the  first  two  steps  of  the 
synthetic  process,  although  some  disagreement 
persists  about  this  point.  Dopaquinone  oxides 
spontaneously  and  the  products  polymerize  into  a 
high  molecular  weight  chain  which  is  deposited  on  the 
lamellar  substructure  of  melanosomes.  This  pigment- 
ed melanosome  is  then  transferred  from  the  melano- 
cyte into  the  cytoplasm  of  the  keratinocyte  causing 
the  skin  to  look  brown.  (Figure  1)  The  keratinocyte 


Loy«f 


Figure  1 

Schematic  drawing  of  the  epidermis.  The  dendrites  of  the 
melanocytes  wrap  around  the  keratinooytes.  Melanin  is  deposited 
on  the  melanosomes  which  become  dark  brown.  The  melanosome 
is  transferred  through  the  dendrite  into  the  cytoplasm  of  the 
keratinocyte.  As  the  keratinocytes  move  upward  from  the  basal 
layer  to  the  prickle  layer,  it  becomes  flattened  and  the  nucleus 
pycnotic.  Eventually  the  keratinocyte  becomes  keratin.  The 
melanosome  degenerates  into  a pigment  dust  represented  by  the 
stippling  in  the  keratin  layer. 
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GLOSSARY 

1)  Pigment  cell,  melanocyte:  A cell  derived  from  the 
neuroectoderm  which  resides  just  above  the  basement 
membrane  of  the  epidermis  and  produces  melanin. 

2)  Melanin:  Melanin  is  a brown  to  black  pigment  in 
the  skin.  Chemically,  melanin  is  a long  chain  polymer 
constructed  from  oxidative  products  of  tyrosine 
deposited  upon  the  lamellar  substructure  of  melano- 

somes. 

3)  Melanosomes:  Cytoplasmic,  oval  shaped  orga- 
nelles containing  lamellae  upon  which  melanin  is 
deposited.  Melanosomes  are  transferred  from  the 
melanocyte  into  the  keratinocyte  which  causes 
darkening  of  the  skin  color.  (Figure  1). 

4)  Keratinocytes:  The  cells  which  form  the  epider- 
mis. (Figure  1).  Those  adjacent  to  the  basement 
membrane  are  called  basal  cells.  Basal  cells  divide 
and  the  daughter  cells  migrate  through  the  epidermis 
and  become  prickle  cells  which  synthesize  keratin. 
The  melanosomes  injected  into  the  cytoplasm  of  the 
basal  cell  are  dispersed  as  a fine  dust  within  the 
prickle  cell. 

5)  Hypopigmented:  An  area  of  skin  which  has  less 
than  normal  quantities  of  melanin.  Hypopigmenta- 
tion  can  be  due  to  a decrease  in  the  number  of 
pigment  cells  or  a decrease  in  the  rate  of  formation 
and  transfer  of  melanosomes. 

6)  Depigmented:  Totally  depigmented  area  is  one 
which  has  no  melanin  whatsoever.  This  can  be  due  to 
destruction  of  all  pigment  cells  or  a total  inability  of 
the  cells  to  produce  melanin. 

7)  Partial  albinism:  A congenital  disease  in  which 
large  patches  of  skin  are  totally  depigmented  at  birth 
because  of  absence  of  pigment  cells.  It  is  inherited  as 
an  autosomal  dominant  disease.  Within  the  large 
patches  of  depigmented  skin  are  islands  of  normally 
colored  skin. 

8)  Oculocutaneous  albinism:  This  is  another  congen- 
ital disease,  autosomal  recessive,  in  which  the  patient 
has  normal  numbers  of  pigment  cells  in  his  skin. 
There  are  two  common  varieties.  In  one  type,  the 
patient’s  melanocytes  are  deficient  in  tyrosinase  and 
are  unable  to  synthesize  melanin  (tyrosinase  nega- 
tive). In  the  other  form,  tyrosinase  is  present  in  the 
cells  but  the  rate  of  synthesis  of  melanin  is  retarded 
(tyrosinase  positive). 
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begins  migrating  from  the  basal  layer  to  the  surface  of 
the  skin,  a journey  which  requires  about  28  days.  At 
the  surface  the  cells  and  melanin  are  sloughed  off.  The 
skin  is  probably  the  normal  excretory  organ  for 
melanin. 

The  variation  in  skin  color  observed  between  the 
blackest  Australian  aborigine  and  the  fairest  Scandin- 
avian depends  solely  on  the  facility  of  the  pigment 
cells  to  synthesize  and  transfer  melanosomes.  The 
number  of  pigment  cells  in  the  skin  of  black  and  white 
subjects  is  the  same.  The  pigment  cells  of  black 
individuals  rapidly  form  and  transfer  to  keratinocytes 
many  large  melanosomes.  In  contrast  the  melanocytes 
of  white  people  form  and  transfer  only  a few,  small 
melanosomes. 

That  tyrosine  is  the  substrate  for  melanin  is 
probably  not  an  evolutionary  accident.  Nerve  cells  use 
tyrosine  for  synthesis  of  epinephrine  and  norepine- 
phrine. Melanocytes,  specialized  derivatives  of  the 
neural  crest,  use  tyrosine  as  a substrate  for  its  normal 
product,  melanin.  The  similarity  emphasizes  the  close 
association  of  the  pigmentary  system  and  the  nervous 
system.  In  reality,  abnormalities  in  the  pigmentary 
system  which  occur  during  embryogenesis  often  are 
the  first  clue  that  the  child  will  have  defects  within  the 
central  nervous  system.  In  this  article  we  shall  discuss 
some  abnormalities  of  hypopigmentation,  congenital 
and  acquired,  and  their  relationship  to  internal 
disorders. 

Congenital  Diseases  of  Hypopigmentation 

Small  hypopigmented  spots,  1-2  cm  in  length 
present  at  birth  or  acquired  soon  after  can  be  an 
ominous  sign  of  serious  disorders  of  the  central 
nervous  system  (Figure  2).  The  lesion  is  the  ash  leaf 


Figure  2 

Several  ash  leaf  spots  typical  of  tuberous  sclerosis  are  present  on 
the  back  of  this  patient. 
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spot  which  presages  that  a child  has  tuberous 
sclerosis,  a disease  often  characterized  by  mental 
retardation  and  seizures.  Later  the  patient  will 
develop  the  diagnostic  adenoma  sebaceum,  pink  red 
papules  at  the  nasolabial  fold  or  on  the  cheeks,  often 
mistaken  for  childhood  acne.  Fibromata  of  the  teeth, 
the  nails,  or  the  retina  (phakoma)  confirm  the 
diagnosis.  Some  of  the  patients  develop  tumors  in  the 
brain  (gliomas),  liver,  kidney,  thyroid,  etc. 

Some  congenital  hypopigmented  patches  of  skin 
called  a nevus  depigmentosus  are  larger,  often 
covering  a dermatome  (Figure  3).  Their  biologic 


Figure  3 

This  nevus  depigmentosus  on  the  shoulder  of  a child  was  associated 
with  a seizure  disorder  and  mental  retardation. 


significance  is  comparable  to  that  of  the  ash  leaf 
spots.  Many,  although  not  all,  of  these  patients  are 
mentally  retarded  and  have  seizures.  During  the  first 
few  years  of  the  patient’s  life,  the  disorders  of  the 
brain  may  not  be  apparent  although  the  white  spots 
may  be  glaringly  obvious.  Sometimes  the  areas  are  in 
whorls,  similar  to  the  intermixing  of  colors  in  a 
marble  cake.  The  combination  of  congenital  hypopig- 
mented swirls  and  mental  retardation  has  been 
elevated  to  a syndrome,  Hypomelanosis  of  Ito  (Figure 
4).  The  melanocytes  in  the  hypopigmented  areas  of 
these  disorders  form  melanosomes  which  are  abnor- 
mally small  in  size  and  are  too  few  in  number.  The 
histologic  findings  account  for  the  hypopigmentation. 
The  associated  defect  of  the  brain  which  produces  the 
mental  retardation  has  not  been  identified. 

Partial  albinism  is  an  entirely  different  disorder.  At 
birth  the  patient  with  partial  albinism  has  both  large 
patches  of  completely  depigmented  skin  as  well  as 
normally  colored  skin.  A white  forelock  of  hair  is 
common.  Within  the  depigmented  areas  are  peculiar 
islands  of  normally  colored  skin.  The  white  skin  is 
depigmented  because  it  lacks  melanocytes  in  contrast 


Figure  4 

The  swirls  of  hypopigmentation  are  typical  of  Hypomelanosis  of 
Ito.  The  patient  had  seizures  and  was  mentally  retarded. 


to  the  nevus  depigmentosus  which  contains  abnor- 
mally functioning  melanocytes.  Some  patients  with 
partial  albinism  are  retarded  or  have  cerebellar 
ataxia.  In  one  peculiar  form  of  the  disease,  Waarden- 
berg’s  syndrome,  the  patient  has  loss  of  pigmentonthe 
forelock,  on  one  side  of  his  face,  the  iris  of  his  eye,  and 
has  loss  of  hearing  in  the  ipsilateral  ear.  One  might 
perdict  the  loss  of  hearing  in  this  syndrome  because 
the  stria  vascularis,  which  produces  endolymph  for 
the  inner  ear,  is  derived  embryologically  from 
melanocytes. 

Total  or  oculocutaneous  albinism  is  a more  widely 
recognized  pigmentary  disorder.  Patients  with  albi- 
nism have  normal  numbers  of  pigment  cells  in  their 
skin  and  eyes.  In  one  group,  the  tyrosinase  positive 
albino,  the  enzyme  for  melanin  synthesis,  tyrosinase, 
is  present  in  the  pigment  cells  of  the  skin.  At  birth 
these  patients  have  yellow  hair,  gray  eyes,  white  skin, 
and  photophobia.  With  age  their  hair  turns  light 
brown,  their  eyes  become  light  blue  to  green,  their 
nevi  acquire  small  amounts  of  pigment  and  they  may 
even  tan  slightly  in  response  to  sunlight.  The 
photophobia  ameliorates  with  age.  The  melanocytes 
of  these  patients  can  make  melanin,  but  the  defect 
seems  to  be  a limitation  in  the  rate  of  melanin 
synthesis.  With  age  melanin  can  accumulate.  We 
believe  administration  of  melanocyte  stimulating 
hormone  and  tyrosine  to  these  patients  might  improve 
some  of  their  symptoms,  especially  the  photophobia 
of  childhood. 

The  more  severe  form  of  albinism  is  that  found  in 
the  tyrosinase  negative  patient.  These  patients  have 
normal  numbers  of  pigment  cells  in  the  skin  but  no 
enzyme  to  convert  tyrosine  to  melanin.  These  patients 
have  gray  eyes  and  a pink  retinal  reflex  even  in  dim 
light.  Their  photophobia  and  loss  of  visual  acuity  is 
severe  and  persists  throughout  life.  Their  nevi  and 
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hair  are  almost  silver  white  and  remain  so.  Their  loss 
of  visual  acuity  cannot  be  attributed  solely  to 
photophobia.  Abnormalities  in  the  optic  pathways 
and  lateral  geniculate  body  have  been  found  in  the 
brains  of  these  patients.  The  defect  in  the  central 
nervous  system  is  another  example  of  the  association 
of  congenital  pigmentary  disorders  and  central 
nervous  dysfunction. 

Acquired  Disorders  of  Hypopigmentation 

White  skin  can  be  acquired.  Vitiligo  is  an  acquired 
disease  in  which  the  pigment  cells  mysteriously 
disappear  from  the  skin,  leaving  it  completely  white 
(Figure  5).  The  areas  most  commonly  affected  are 


Figure  5 

This  patient,  a black  man  with  vitiligo,  has  extensive  loss  of 
pigment  from  his  hands.  The  dark  patches  are  the  patient’s  normal 
skin  color. 

around  the  eyes,  mouth,  breasts,  genitalia,  axillae  and 
on  the  hands.  The  cause  of  vitiligo  is  unknown 
although  we  believe  it  to  be  caused  in  some  fashion  by 
the  immune  system.  Much  clinical  evidence  supports 
this  hypothesis.  Patients  with  vitiligo  have  a high 
incidence  of  autoimmune  like  disorders,  e.g..  Graves’ 
disease,  Hashimoto’s  thyroiditis,  diabetes  mellitus, 
pernicious  anemia  and  Addison’s  disease.  Many 
patients  with  vitiligo  have  circulating  in  their  blood 
autoantibodies  to  one  or  more  of  these  organs.  Even 
more  intriguing  we  know  of  several  patients  who 
developed  lymphoproliferative  diseases,  e.g.,  lym- 
phomas or  multiple  myeloma,  and  simultaneously 
vitiligo.  These  particular  patients  turned  totally  white 
within  a few  months  after  acquiring  their  malignancy. 
We  know  of  four  other  patients  with  myasthenia 
gravis  and  thymomas  who  also  develop  extensive 
vitiligo,  three  after  their  thymomas  were  removed  to 
alleviate  the  muscular  dysfunction. 

Patients  with  melanomas,  especially  those  who 
survive  many  years  with  occult  or  overt  metastases 
tend  to  develop  vitiligo.  As  a group,  these  patients 


with  vitiligo  handle  their  melanomas  very  well 
surviving  far  longer  than  those  who  have  metastatic 
melanoma  without  vitiligo. 

Evidence  is  lacking  which  would  implicate  anti- 
bodies or  classic  cellular  immunity  in  the  destruction 
of  normal  pigment  cells  causing  vitiligo.  We  hypoth- 
esize that  lymphocytes,  activated  by  tumor  antigens 
or  autoantigens,  release  one  or  several  of  many  differ- 
ent lymphokines  some  of  which  may  be  lethal  to  the 
pigment  cell.  The  pigment  cell  in  fact  may  possess 
some  special  susceptibility  to  these  lymphokines. 

Vitiligo  causes  severe  emotional  stress  because  of 
the  grotesque  appearance  it  can  produce  in  the 
patient.  White  circles  around  the  eyes,  mouth, 
nipples,  and  genitalia  or  on  the  hands  severely 
disfigure  the  subject,  especially  if  the  skin  is  normally 
dark.  Vitiligo  is  treatable  with  psoralens  and 
ultraviolet  light  but  therapy  takes  a great  effort  on  the 
part  of  the  physician  and  the  patient.  For  a few 
patients,  the  physician  must  complete  the  depigmen- 
tation by  destroying  the  remaining  pigment  cells 
causing  the  patient  to  turn  totally  white.  All  patients 
with  vitiligo  should  be  watched  carefully  for  signs  of 
associated  diseases. 

Not  all  pigment  loss  is  so  severe  or  serious. 
Pityriasis  alba  is  a disease  which  afflicts  children  or 
young  adults  causing  slightly  whitish,  mildly  scaly 
patches  on  the  cheeks  and  arms.  Pityriasis  alba  is  a 
mild  form  of  atopic  dermatitis  treatable  with  topical 
steroids.  Tinea  versicolor  is  a fungal  infection  caused 
by  pityrosporum  obiculare  (formerly  Malassezia 
furfur).  Small  guttate  white  spots  form  on  the  chest 
and  back.  The  patient  often  notes  that  the  uninvolved 
skin  tans  in  the  summer  and  the  spots  remain  white. 
In  the  winter  the  spots  appear  a light  yellow  buff 
color,  by  comparison  darker  than  the  normal  skin 
which  has  returned  to  its  pretanned  condition.  Tinea 
versicolor  is  easily  diagnosed  with  a skin  scraping  and 
a potassium  hydroxide  preparation.  Treatment  is 
application  of  Selsun  shampoo  as  a lather  for  15 
minutes  nightly  for  three  applications.  The  drug 
should  be  thoroughly  rinsed  off  after  each  applica- 
tion. Topical  antifungal  preparations,  such  as 
Tinactin,  Eotrimin,  Halotex,  etc.,  work  well  but  are 
too  expensive  if  the  eruption  is  widespread.  Nightly 
applications  for  14  days  of  sodium  thiosulfate  is 
effective  but  slow  and  malodorous. 

Many  other  diseases  of  hypopigmentation  are 
known.  These  few  emphasize  the  medical  and 
psychological  importance  of  even  the  smallest 
pigmentary  changes.  In  a subsequent  article  we  shall 
discuss  congenital  and  acquired  diseases  of  hyperpig- 
mentation. 
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The  Diagnosis  of  Cystic  Lesions  of  the  Kidney 

Computerized  Tomographic  Case  of  the  Month 
JOSEPH  F.  SIMEONE,  M.D.,  AND  STEPHEN  T.G.  ROTHMAN,  M.D. 


Introduction 

Computerized  tomography  of  the  body  can  provide 
valuable  information  about  a wide  variety  of  renal 
diseases.  In  some  hospitals  in  this  country  computer- 
ized tomography  has  become  an  integral  component 
in  the  diagnosis  of  renal  masses.  The  following  case 
report  reviews  the  typical  findings  of  a renal  cyst  in  a 
computed  tomographic  scan. 


The  enclosed  computerized  tomographic  scan  demonstrates  a 
large  left  paravertebral  mass  which  is  seen  extending  into  the 
kidney  and  well  below  it.  The  attenuation  value  of  this  mass  is  zero 
hounsfield  units.  The  perirenal  fat  surrounding  the  visualized  mass 
is  not  disturbed.  The  psoas  muscle  and  periaortic  area  are  normal. 
After  the  administration  of  intravenous  media,  the  attenuation 
value  of  the  left  kidney  increased  but  the  mass  still  had  an 
attenuation  value  of  0 hounsfield  units.  These  findings  are 
characteristic  of  a renal  cyst.  Ultrasonographic  examination 
confirmed  the  presence  of  a renal  cyst. 


Case  Report 

A 75-year-old  white  male  was  referred  for  evaluation  of 
persistent  fevers  following  a lower  abdominal  surgical  procedure. 
Postoperatively  the  patient  developed  a skin  infection  with  herpes 
zoster.  Although  this  was  thought  to  be  the  cause  of  the  persistent 
fever,  an  abdominal  mass  was  palpated  on  the  left  side,  and  the 
patient  was  referred  for  computerized  tomographic  evaluation  of 
this  abdominal  mass. 


Figure  I 

In  the  left  paravertebral  area  there  is  a large  round  mass  with  an 
attenuation  value  of  OH. 


JOSEPH  F.  SIMEONE,  M.D.,  instructor.  Department  of 
Diagnostic  Radiology.  Yale  University  School  of  Medicine. 

STEPHEN  EG.  ROTHMAN,  M.D.,  Associate  Professor, 
Diagnostic  Radiology  and  Director,  Computerized  Tomography, 
Yale  University  School  of  Medicine. 


Discussion 

The  normal  renal  parenchyma  has  an  attenuation 
value  of  30-50  hounsfield  units.  The  parenchyma 
forms  a relatively  homogenous  density  which  may  be 
distinguished  from  renal  sinus  and  perinephric  fat. 
Following  intravenous  contrast  media  administra- 
tion, the  attenuation  value  of  the  kidney  rises  to  80- 
120  H in  the  renal  parenchyma  and  considerably 
higher  in  the  renal  collecting  system  due  to  concentra- 
tion of  the  iodine  containing  contrast  agent.  In  most 
cases  it  is  possible  to  distinguish  between  solid  and 
cystic  masses  by  the  attenuation  value  of  the  lesion. 


NORMAL  KIDNEY;  ATTEN . UALUE=30  H 


AT TEN . UALUE  =ZERO  H 


Figure  2 

A scan  at  a slightly  more  cephalad  level  shows  the  mass  to  be 
continuous  with  the  left  kidney.  The  normal  kidney  has  an 
attenuation  value  of  30H  without  contrast  enhancement. 
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Renal  cysts  have  a uniform  value  of  0 Hounsfield 
units  (+/-10)  whereas  renal  neoplasms  approach  the 
value  for  normal  renal  parenchyma.  When  intraven- 
ous contrast  material  is  given,  the  attenuation  of  X- 
rays  by  the  iodine  containing  structures  increases. 
However,  urographic  contrast  does  not  change  the 
attenuation  value  of  a benign  renal  cyst  because  there 


Figure  3 

After  contrast  enhancement,  the  mass  still  has  an  attenuation  value 
of  OH.  The  value  of  the  renal  parenchyma  has  increased  to  60H. 


is  no  leakage  of  the  contrast  into  the  lesion.  Solid 
mass  lesions  increase  slightly  in  density  because  they 
are  blood  bearing  structures  and  therefore  contain 
some  of  the  iodinated  material. 

Other  criteria  can  be  used  to  differentiate  cysts 
from  solid  masses  by  computerized  tomography. 
Renal  cysts  are  round  or  oval  and  are  sharply 
marginated  from  the  surrounding  normal  renal 
parenchyma  and  or  perinephric  fat.  The  thin  walls  are 
barely  perceptible.  There  is  usually  little  distortion  of 
the  normal  adjacent  renal  parenchyma  by  smaller 
cysts. 

Different  medical  centers  and  community  hospitals 
will  decide  individually  the  diagnostic  procedure  of 
choice  in  evaluating  renal  masses.  While  computer- 
ized tomography  is  noninvasive,  and  apparently  gives 
a high  yield,  ultrasonography  gives  equally  good 
results  and  does  not  involve  the  use  of  ionizing 
radiation  or  intravenous  contrast  material.  The 
expense  of  computerized  tomographic  equipment  is 
also  a major  consideration  in  the  choice  of  which 
diagnostic  modality  to  use. 
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CURRENT  DRUG  INFORMATION 

Moses  Chow,  Pharm.  D.,  Consulting  Editor 


Disopyramide — A New  Antiarrhythmic  Agent 

MOSES  CHOW,  PHARM.  D. 


Disopyramide  (Norpace®  - Searle)  is  a new 
antiarrhythmic  agent  recently  approved  by  the  FDA. 
The  drug  is  an  important  addition  to  the  armamenta- 
rium of  antiarrhythmic  therapy,  since  no  other 
antiarrhythmic  agent  has  been  marketed  in  the  last  7 
years.  (Lidocaine  was  marketed  in  early  1970  and 
propranolol  in  1968.)  Disopyramide  was  first  found 
to  possess  antiarrhythmic  activity  in  1962,  and  since 
then  has  been  used  in  Europe  for  quite  a few  years. 
The  drug  is  presently  approved  for  the  treatment  of 
ventricular  arrhythmias  and  is  available  only  orally  in 
the  United  States. 

Cardiac  Effects 

Disopyramide  has  actions  on  cardiac  cells  similar 
to  quinidine.  It  decreases  the  automaticity  and 
increases  the  action-potential  duration.1  His  bundle 
studies  indicate  that  A-V  and  intraventricular 
conduction  is  not  significantly  changed.  At  therapeu- 
tic doses,  the  drug  generally  has  only  a minor  effect  on 
cardiac  output,  although  it  may  depress  cardiac 
function  in  patients  with  existing  heart  failure.  The 
drug  has  a relatively  strong  anticholinergic  effect 
which  can  occur  frequently  in  patients  receiving  the 
drug. 

Pharmacokinetics 

Disopyramide  is  readily  absorbed  orally  with  peak 
plasma  levels  occurring  between  1-2  hours.2  Approxi- 
mately 50%  of  the  drug  is  excreted  unchanged  in  the 
urine.2  The  average  half-life  of  disopyramide  is  about 
6 hours,2  and  the  therapeutic  range  is  2-4  ug/ml. 

Clinical  Studies 

Although  disopyramide  has  been  shown  to  be  an 
effective  agent  for  the  treatment  of  ventricular 
arrhythmias  in  many  studies,  only  a few  of  these  are 
controlled  or  comparative  trials.  In  a randomized 
double  blind  study,  Zainal  et  al3  compared  disopyr- 
amide with  placebo  for  the  prevention  of  arrhythmi- 
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as  in  patients  with  acute  myocardial  infarction.  At  a 
dose  of  100  mg  four  times  daily,  they  found  significant 
reduction  of  ventricular  tachycardia  and  fibrillation. 
Although  ventricular  premature  beats  of  less  than  4 
per  minute  were  also  significantly  reduced,  the  more 
serious  types  of  premature  beats  were  not  significantly 
changed.3  Vismara  et  al4  found  that  in  a single  blind 
study  of  17  patients  receiving  100-200  mg  qid, 
ventricular  tachycardia  and  ventricular  ectopic  beats 
were  significantly  diminished  as  compared  to  placebo. 
Only  minor  adverse  effects  occurred  in  the  treated 
group.  Oshrain  et  al5  compared  the  efficacy  of 
disopyramide  to  quinidine  in  a double  blind  study  of 
124  patients.  Using  Holter  recordings,  disopyramide 
150  mg  q6h  was  found  to  be  equally  effective  in  the 
suppression  of  ventricular  or  atrial  arrhythmias  as 
quinidine  325  mg  q6h.  In  contrast  to  quinidine, 
disopyramide  produced  fewer  and  less  severe  adverse 
reactions.5 

The  use  of  disopyramide  for  the  treatment  of  atrial 
arrhythmias  is  not  so  well  studied,  and  at  present 
disopyramide  has  not  yet  been  approved  by  the  FDA 
for  such  conditions.  Several  reports,  however,  have 
shown  that  the  drug  may  also  be  useful  for 
supraventricular  or  atrial  arrhythmias.' 

Side  Effects 

The  most  common  side  effects  are  the  anticholin- 
ergic, such  as  dry  mouth,  urinary  hesitancy,  constipa- 
tion and  blurred  vision.1  GI  discomfort,  headache, 
weakness,  cardiac  conduction  disturbance,  aggrava- 
tion of  heart  failure,  acute  psychosis,6  rash  and 
nervousness  can  also  occur.  The  safety  of  the  drug  in 
pregnant  women,  nursing  mothers,  and  children  has 
not  been  established. 

Dosage 

The  usual  adult  dose  is  300  mg  followed  by  150  mg 
q6h  orally.  In  patients  with  decreased  renal  function, 
this  dosage  must  be  reduced.  A schedule  of  dosage 
adjustments  in  patients  with  reduced  renal  function 
can  be  found  in  the  package  insert.  In  patients  with 
hepatic  and  cardiac  insufficiency,  a loading  dose  of 
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200  mg  followed  by  100  mg  q6h  is  recommended.  The 
dosage  of  disopyramide  in  dialysis  patients  is  un- 
known. 

Conclusion 

From  numerous  clinical  reports  and  limited 
controlled  trials,  disopyramide  seems  to  be  a useful 
oral  antiarrhythmic  agent.  This  agent  is  a welcome 
addition  since  reported  side  effects  are  less  serious 
than  other  antiarrhythmic  agents,  namely  quinidine 
and  procainamide.  The  long  term  effects  of  disopyr- 
amide, however,  are  unknown. 

REFERENCES 

1.  Danilo  P,  Rosen  MR:  Cardiac  effects  of  disopyramide.  Amer 
Heart  J 92:  532-536  (1976) 


2.  Karim  A:  The  Pharmacokinetics  of  Norpace.  Angiol  26:  85-98 
(1975) 

3.  Zainal  N,  Carmichael  DJS,  Griffiths  JW,  Besterman  EMM. 
Kidder  PH,  Gillham  AD,  Summers  GD:  Oral  Disopyramide 
.for  the  Prevention  of  Arrhythmias  in  Patients  with  Acute 
Myocardial  Infarction  Admitted  to  Open  Wards.  Lancet  2: 
887-889  (1977) 

4.  Vismara  L.A,  Mason  DT,  Amsterdam  EA:  Disopyramide 
phosphate:  Clinical  efficacy  of  a new  oral  antiarrhythmic  drug. 
Clin  Pharm  Ther  16:  330-335  (1974) 

5.  Oshrain  C,  Arif  M,  Cook  W,  Eaidlaw  3C,  Willis  PW:  A 
Double-Blind  Comparison  of  Disopyramide  Phosphate  and 
Quinidine  Sulphate  as  Antiarrhythmic  Agents.  Data  supplied 
by  GD  Searle  & Co,  Sept  (1975) 

6.  Anon.:  Disopyramide  (Norpace)  for  Ventricular  Arrhythmias. 
Med  L.etter  19:  101-102  (1977) 


Recombinant  DNA  research 

Congress  should  enact  legislation  that  permits 
recombinant  DNA  research  to  continue  under  proper 
safeguards,  the  American  College  of  Physicians 
(ACP)  says. 

James  A.  Clifton,  M.D.,  F.A.C.P.,  president  of  the 
College,  noted  in  a letter  to  members  of  the  Senate 
and  the  House  of  Representatives  that  this  ACP 
policy  established  by  the  Board  of  Regents  was  guided 
by  the  opinion  of  a panel  of  ACP  members  who  are 
qualified  to  judge  both  the  scientific  and  ethical 
aspects  of  the  research. 

The  ACP,  an  organization  of  37,000  internists  and 
physicians  in  related  specialties,  is  one  of  a number  of 
national  scientific  and  professional  societies  that  have 
spoken  out  about  proposed  legislation  involving 
recombinant  DNA  research.  Dr.  Clifton  is  the  Roy  J. 
Carver  Professor  of  Medicine  at  the  University  of 
Iowa  College  of  Medicine,  Iowa  City. 

Few  current  scientific  problems  have  attracted  as 
much  public  attention  as  recombinant  DNA  research. 
The  genes  and  chromosomes  of  all  living  things 
contain  DNA  (deoxyribonucleic  acid).  In  recent  years 
scientists  have  devised  laboratory  techniques  for 
removing  part  of  the  DNA  molecule  from  the 
chromosome  of  one  species  and  incorporating  this 
into  the  genetic  material  of  another.  The  potential 
applications  of  this  research  are  limitless,  ranging 
from  the  development  of  bacteria  that  can  produce 
insulin  or  gobble  up  oil  slicks  at  sea  to — and  this  has 
caused  some  concern — the  possible  “escape”  of 
hitherto  unknown  microorganisms. 
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This  concern  led  the  National  Institutes  of  Health 
(NIH)  to  issue  detailed  guidelines  for  recombinant 
DNA  research  a year  ago.  The  present  Congressional 
hearings  are  an  expression  of  this  same  concern  that 
was  first  expressed  by  some  of  the  scientists  them- 
selves. 

The  ACP  recommendations  take  into  account  both 
the  possible  benefits  and  perils.  They  read  in  part: 
“1.  Recombinant  DNA  research  offers  extraordi- 
nary opportunities  to  benefit  humanity.  It  should 
receive  high  priority  for  Federal  support. 

“2.  Recombinant  DNA  research  presents  remote 
but  theoretically  possible  risks  that  require  appro- 
priate control  and  safeguards  to  protect  the  en- 
vironment and  the  public.” 

Further,  the  ACP  Regerts  noted  that  the  NIH 
guidelines  “are  considered  to  be  both  appropriate  and 
adequate  for  federally  sponsored  research.  Legislation 
is,  however,  necessary  to  apply  uniform  standards  to 
all  recombinant  DNA  research  and  technology.” 

The  policy  statement  added  that  Federal  legislation 
should  provide  for  the  establishment  of  a National 
Advisory  Committee  responsible  to  the  Secretary  of 
Health,  Education,  and  Welfare. 

This  committee  should  consist  of  “scientists 
engaged  in  recombinant  DNA  research,  scientists 
experienced  in  other  biomedical  research,  practicing 
physicians,  and  public  representatives.”  Similarly 
constituted  committees  should  monitor  the  applica- 
tion of  the  NIH  guidelines  at  the  local  level,  thus 
assuring  public  accountability  in  the  research. 
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THE  FEDERAL  TRADE  COMMISSION 

vs. 

AMA,  CSMS  AND  NHCMA 


FTC  Complaint 

FTC  charged  on  December  19,  1975  that  the 
AMA’s  Principles  of  Medical  Ethics  violate  antitrust 
laws  by  prohibiting  solicitation  of  patients.  Also 
named  in  the  complaint  are  the  Connecticut  State 
Medical  Society  and  the  New  Haven  County  Medical 
Association.  The  FTC  claims  that  the  AMA,  acting  in 
cooperation  with  state  and  county  medical  associa- 
tions, prevents  or  hinders  their  members  from:  1) 
Advertising.  2)  Soliciting  business.  3)  Engaging  in 
price  competition  and  competitive  practice.  4)  En- 
tering into  contractual  relationships  with  hospitals, 
prepaid  group  plans,  non  physicians,  etc. 

FTC  complaint  says  that  “prices  of  physician 
services  have  been  stabilized,  fixed,  or  otherwise 
interfered  with,  competition  between  medical  doctors 
in  the  provision  of  such  services  has  been  hindered, 
restrained,  foreclosed  and  frustrated;  and  consumers 
have  been  deprived  of  information  pertinent  to  the 
selection  of  a physician  and  of  the  benefits  of 
competition.” 

AMA  Response 

FTC  governing  statute  (Section  5 of  the  Sherman 
Antitrust  Act)  explicitly  limits  its  jurisdiction  to 
“persons,  partnerships  and  corporations.”  It  (FTC) 
has  sought  a remedy  which  would  prevent  the  AMA 
from  seeking  to  protect  patients  from  deception  and 
abuse — a remedy  purportedly  justified  by  an  alleged 
need  to  promote  competition. 

Congress  carefully  limited  the  definition  of  “corpo- 
ration” as  follows: 

“Corporation  shall  be  deemed  to  include  any 
company,  trust,  so-called  Massachusetts  Trust, 
or  association,  incorporated  or  unincorporated, 
which  is  organized  to  carry  on  business  for  its 
own  profit  or  that  of  its  members,  and  has  shares 
of  capital  or  capital  stock  or  certificates  of 
interest,  and  any  company,  trust,  so-called 
Massachusetts  Trust,  or  association,  incorporat- 
ed or  unincorporated,  without  shares  of  capital 
or  capital  stock  or  certificates  of  interest,  except 

EDITOR’S  NOTE:  The  briefs  of  the  AMA,  CSMS 
and  New  Haven  County  Medical  Association  in  their 
defense  against  the  FTC  have  been  abstracted  by 
Timothy  B.  Norbeck,  Executive  Director,  Connecti- 
cut State  Medical  Society. 


partnerships,  which  is  organized  to  carry  on 
business  for  its  own  profit  or  that  of  its 
members.”  (emphasis  supplied) 

AMA  contends  that  it  is  not  a corporation  as 
defined  above  and  is  beyond  the  jurisdiction  of  the 
FTC  because  it  is  not  “organized  to  carry  on  business 
for  its  own  profit  or  that  of  its  members.”  Any 
activities  which  may  benefit  the  membership  econom- 
ically are  but  a minor  fraction  of  the  Association’s 
predominantly  scientific  and  educational  pursuits. 
Also  the  AMA  as  a professional  sociefy  is  distin- 
guished from  commercial  trade  organizations  which 
have  been  held  to  be  subject  to  the  jurisdiction  of  the 
FTC. 

It  is  true  that  a few  AMA  activities  (lower  cost 
insurance  programs  and  participation  in  the  AMA 
Members’  Retirement  Plan)  may  be  of  some  econom- 
ic advantage  to  members  who  choose  to  avail 
themselves  of  these  programs,  but  that  is  irrelevant. 
The  test  of  jurisdiction  is  whether  an  organization 
operates  substantially  for  the  “profit”  of  its  members, 
not  whether  it  brings  a few  incidental  economic 
advantages.  Indeed,  if  offering  incidental  advantages 
such  as  low  cost  insurance  programs  were  the  test, 
virtually  all  institutions,  including  the  League  of 
Women  Voters,  the  NAACP,  and  other  federal 
agencies  would  be  subject  to  Commission  jurisdiction. 

Secondly,  that  a number  of  AMA  activities  (sale  of 
ad  space  and  receipt  of  royalties)  are  intended  to 
generate  income  is  likewise  irrelevant  on  the  jurisdic- 
tional issue.  As  long  as  its  income  is  devoted  primarily 
to  scientific  or  educational  activities,  the  AMA  does 
not  thereby  lose  its  nonprofit  status.  Thirdly, 
complaint  counsel  ignores  the  fact  that  numerous  so- 
called  “benefits”  of  AMA  membership  are  available 
to  non-members  as  well.  Examples  are  the  free 
placement  service,  the  research  library  and  AMA 
publications. 

AMA  is  not  organized  for  its  own  profit  or  that  of 
its  members  and  is  therefore  not  subject  to  the 
jurisdiction  of  the  FTC.  In  the  last  session  of 
Congress,  the  Commission  sought  legislation  which 
would  have  extended  its  jurisdiction  to  include  non- 
profit organizations  such  as  medical  societies. 
Congress  indicated  its  opinion  when  the  FTC 
amendments  were  deleted  by  the  appropriate  commit- 
tees in  both  the  House  and  the  Senate. 
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The  situation  was  best  summed  up  by  several 
members  of  the  House  Committee  on  Interstate  and 
Foreign  Commerce: 

At  the  present  time,  the  jurisdiction  of  the 
Commission  is  limited  to  profit-making  bodies. 
The  effect  of  this  provision  would  have  been  to 
extend  the  regulatory  reach  of  the  FTC  to  non- 
profit organizations.  The  full  Committee  deleted 
this  provision  and  we  fully  concur  in  the 
Committee’s  decision  in  this  regard.  In  reviewing 
the  record,  we  note  that  the  FTC  made  a very 
weak  case  for  extending  its  jurisdiction  in  this 
fashion.  On  the  other  hand,  the  non-profit 
groups  presented  a very  strong  case  in  favor  of 
deleting  the  provision.  In  our  view,  the  FTC  does 
not  have  jurisdiction  over  non-profit  organiza- 
tions, nor  should  they.  We  are  pleased  the 
Committee  agreed  and  chose  not  to  extend  the 
jurisdiction  of  the  Commission.  H.R.  Rep.  NO. 
95-339,  95th  Cong.  1st  Sess.  at  120  (1977). 

In  almost  all  states,  physicians  may  join  state  or 
local  medical  societies  without  joining  the  AMA. 
State  societies  are  autonomous  organizations  which 
determine  their  own  policies  and  their  own  interpreta- 
tions of  the  Principles  of  Medical  Ethics.  That  a 
national  professional  society  should  not  be  held 
legally  accountable  for  the/  actions  of  a constituent 
state  society  was  also  suggested  recently  in  Consumers 
Union  V.  American  Bar  Association. 

The  fact  that  a physician  can  practice  without  being 
a member  of  a medical  society  is  a critical  factor 
serving  to  distinguish  this  case  from  Goldfarb  V. 
Virginia  State  Bar,  421  U.S.  773  (1975).  In  Goldfarb, 
“membership  in  the  State  Bar  (was)  required  to 
practice  in  Virginia,”  421  U.S.  at  776,  and  “the  ethical 
opinions  issued  by  the  State  Bar  provide  that  any 
lawyer,  whether  or  not  a member  of  his  county  bar 
association,  may  be  disciplined  for  “habitually 
charging  less  than  the  suggested  minimum  fee 
schedule  adopted  by  his  local  bar  Association”  421 
U.S.  at  782-783  (emphasis  in  original).  These  ethical 
opinions  left  lawyers  no  alternative  but  to  comply 
with  the  schedule  since  they  were  disobeyed  only  upon 
risk  of  loss  of  livelihood.  421  U.S.  at  791  (n.4.)  Here, 
by  contrast,  only  those  individuals  who  choose  to  join 
a medical  society  can  be  disciplined  by  the  society. 
Moreover,  no  medical  society  has  the  power  to  strip  a 
physician  of  his  right  to  practice.  The  most  serious 
sanction  available  is  simply  loss  of  membership  in  the 
soc  iety. 

Membership  in  a medical  society  is  not  a pre- 
condition to  obtaining  a license  to  practice,  malprac- 
tice insurance,  board  certification  in  medical  special- 
ties, or  hospital  staff  privileges. 

Under  the  Principles  of  Medical  Ethics  (PME) 
physicians  may  advertise  but  may  not  engage  in 
advertising  practices  which  amount  to  solicitation  of 


patients  by  false  or  deceptive  statements.  Section  5 of 
the  PME  states:  “A  physician  may  choose  whom  he 
will  serve.  ...  He  should  not  solicit  patients.”  Thus, 
the  Principles  prohibit  solicitation.  The  term  “solicita- 
tion” has  been  defined  as: 

. . the  attempt  to  obtain  patients  by  persuasion 
or  influence,  using  statements  or  claims  that 
(1)  contain  testimonials,  (2)  are  intended  or 
likely  to  create  inflated  or  unjustified  expecta- 
tions of  favorable  results,  (3)  are  self-laudatory 
and  imply  that  the  physician  has  skills  superior  to 
other  physicians  engaged  in  his  field  or  specialty 
of  practice,  or  (4)  contain  incorrect  or  incom- 
plete facts,  or  representations  or  implications 
that  are  likely  to  cause  the  average  person  to 
misunderstand  or  be  deceived.”  Statement  of  the 
Judicial  Council  re  Advertising  and  Solicitation 
(April  9,  1976);  Judicial  Council  Opinions  and 
Reports  (1977  ed.,  6.00). 

It  is  the  promotional  practices  described  in  the 
four  numbered  clauses  of  6.00,  all  of  which  are  mis- 
leading to  consumers,  that  the  AMA  condemns  as 
unethical  behavior  by  physicians. 

Significantly,  the  Principles  of  Medical  Ethics  do 
not  proscribe  advertising. 

Complaint  counsel,  however,  takes  a different  view. 
It  argues  that: 

“AMA  has  promulgated,  interpreted,  and  en- 
forced principles  of  ethics  which  prohibit 
solicitation  of  patients  by  physicians  and  which 
restrict  all  forms  of  advertising  to  an  absolute 
minimum.  CSMS,  NHCMA,  AMA’s  other 
member  medical  societies  and  others  have  acted 
in  concert  with  AMA  to  adopt,  abide  by,  and 
enforce  these  restrictions  on  solicitation.”  Brief, 
p.  38. 

As  the  foregoing  discussion  suggests,  the  AMA  has 
neither  promulgated,  interpreted,  nor  enforced 
principles  of  ethics  “which  restrict  all  forms  of 
advertising  to  an  absolute  minimum.”  Moreover,  it 
has  not  conspired  with  anyone  to  enforce  any 
restrictions  on  advertising  or  on  solicitation.  While 
some  local,  state  or  specialty  medical  associations 
may  have  independent  opinions  regarding  advertis- 
ing, the  record  in  this  case  will  show  that  the  AMA 
took  no  part  in  regulating  the  advertising  practices  of 
any  physician. 

The  AMA’s  position  on  solicitation  is  not  designed 
to  stifle  competition.  Rather,  by  ensuring  that 
promotional  statements  are  not  misleading,  it 
encourages  fair  competition  among  physicians. 

AMA’s  position  on  advertising  and  solicitation  is 
reasonable  and  designed  not  to  suppress  competition 
but  to  avoid  consumer  deception  and  to  promote 
quality  medical  care. 

In  United  States  v.  Oregon  State  Medical  Society, 
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U.S.  326  (1952),  the  Supreme  Court  observed  that: 

“ . . . There  are  ethical  considerations  where  the 
historic  direct  relationship  between  patient  and 
physician  is  involved  which  are  quite  different 
than  the  usual  considerations  prevailing  in 
ordinary  commercial  matters.  This  Court  has 
recognized  that  forms  of  competition  usual  in  the 
business  world  may  be  demoralizing  to  the 
ethical  standards  of  a physician.”  343  U.S.  at  336. 
While  the  Court  did  not  elaborate  on  its  observa- 
tion, there  are  several  reasons  why  the  standard  of 
competition  prevailing  in  commercial  matters  would 
not  be  in  the  public  interest  if  applied  to  the  practice 
of  medicine.  These  reasons  are  well  demonstrated  by 
an  analysis  of  the  purposes  served  by  the  position 
challenged  in  this  docket. 

A major  reason  for  the  AMA's  position  on 
solicitation  is  the  desire  to  avoid  consumer  deception. 
Possibilities  for  deception  are  particularly  serious  in 
the  area  of  medicine  because  most  consumers  lack  the 
training  to  evaluate  medical  claims  and  because  many 
are  vulnerable  to  superficially  appealing  promises  or 
suggestions  of  cures.  And  the  consequences  of 
deception  can  be  more  horrible  than  in  perhaps  any 
other  area. 

The  seriousness  of  maintaining  professional  stand- 
ards was  recognized  by  the  Supreme  Court  in  Semler 
v.  Board  of  Dental  Examiners,  294  U.S.  608,  612 
(1935)  when  it  noted: 

“The  community  is  concerned  with  the  mainte- 
nance of  professional  standards  which  will  insure 
not  only  competency  in  individual  practitioners, 
but  protection  against  those  who  would  prey 
upon  a public  peculiarly  susceptible  to  imposi- 
tion through  alluring  promises  of  physical  relief.” 

“Let  the  buyer  beware”  may  be  the  ethic  of  the 
commercial  marketplace,  but  surely,  today  as  forty 
years  ago,  it  is  a reprehensible  doctrine  where  human 
life  is  at  stake. 

There  are  examples  of  deceptive  medical  advertis- 
ing going  on  right  now  in  the  United  States  that 
medical  societies  are  afraid  to  regulate  for  fear  of 
becoming  defendants  in  an  antitrust  proceeding. 
Gimmicks  such  as  a “free  turkey  to  first  10  patients” 
tends  to  undermine  trust  by  causing  consumers  to 
perceive  physicians  as  motivated  primarily  by 
commercial  considerations  and  only  secondarily  by 
concern  for  the  patient’s  welfare.  It  is  perhaps  an 
understanding  of  this  critical  point  that  underlies  the 
observation  of  the  Supreme  Court  that  the  profession 
of  medicine  demands  “ . . . different  standards  of 
conduct  from  those  which  are  traditional  in  the 
competition  of  the  market  place.”  (Semler,  supra,  294 
U.S.  at  612). 

Another  reason  for  the  AMA’s  position  is  the  desire 
to  avoid  adverse  effects  on  the  quality  of  medical 


services  that  would  result  from  unlimited  advertising 
and  solicitation.  One  such  adverse  effect  is  a 
constraint  on  flexibility  in  treating  patients.  Suppose, 
for  example,  that  the  results  of  a certain  diagnostic 
test  are  inconclusive  in  a given  case.  The  physician 
who  has  not  advertised  can  determine  whether  to 
repeat  the  test  solely  on  the  basis  of  his  best  medical 
judgment.  On  the  other  hand,  the  physician  who  has 
advertised  a specified  price  without  disclosing  what 
the  price  includes  may  be  tempted  to  forego  a second 
test  in  order  to  meet  the  advertised  price.  Or  take  the 
case  of  the  physician  who  has  publicized  testimonials 
attesting  to  the  fact  that  he  cures  rashes  in  a short 
time.  In  order  to  live  up  to  the  patient’s  expectations, 
he  may  prescribe  a treatment  that,  while  shorter  than 
other  available  treatments,  involves  a greater  risk  of 
side  effects. 

A second  adverse  effect  lies  in  the  possibility  that 
the  consumer  will  obtain  services  which  are  not 
medically  indicated  in  his  case.  For  example,  an 
advertisement  extolling  the  merits  of  a particular 
method  of  cataract  removal  procedure  without 
indicating  the  drawbacks  may  cause  the  patient  to 
demand  that  his  physician  perform  the  advertised 
procedure  or  to  seek  out  a physician  who  is  willing  to 
perform  such  procedure.  If,  however,  another 
procedure  is  in  fact  the  procedure  of  choice,  the 
services  that  the  patient  received  will  be  of  lower 
quality  or  involve  greater  risk  than  those  he  would 
have  received  in  the  absence  of  advertising. 

The  risk  that  unlimited  advertising  will  be  used  to 
lure  people  to  unqualified  or  unscrupulous  practition- 
ers who  cannot  attract  or  retain  patients  on  the  basis 
of  their  medical  skills  is  one  with  which  the  courts 
have  long  been  concerned. 

As  the  Supreme  Court  noted  in  Semler,  supra: 

“ . . . the  community  is  concerned  in  providing 
safeguards  not  only  against  deception,  but 
against  practices  which  would  demoralize  the 
profession  by  forcing  its  members  into  an 
unseemly  rivalry  which  would  enlarge  the 
opportunities  of  the  least  scrupulous.”  (294  U.S. 
at  612). 

Or  as  the  Supreme  Court  of  Maryland  has 
observed: 

“ . . . physicians  of  mediocre  ability  are  likely  to 
make  up  for  lack  of  genuine  merit  by  knowledge 
of  mass  psychology  and  skill  in  appealing  to  the 
emotions  and  hopes  of  the  uninformed  and 
credulous.  Under  the  traditional  method  of 
professional  advancement  as  a result  of  the 
recommendations  of  satisfied  patients,  the 
progress  of  a practitioner  may  be  slow,  but  it 
bears  more  relation  to  merit,  whereas  mediocre 
practitioners  who  advertise  extensively  can 
obtain  new  patients  by  clever  publicity  as  fast  as 
the  discovery  of  their  mediocrity  causes  the  loss 
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of  patients.”  (Davis  v.  State,  183  Md.  385,  37  A. 

2d  880,  885-86  (1944). 

The  AMA’s  position  is  designed  to  make  sure  that 
when  individuals  choose  a physician  on  the  basis  of 
advertising,  the  choice  will  be  based  on  non-deceptive 
information  and  will  be  consistent  with  the  patient’s 
medical  interests. 

As  for  the  charges  that  the  AMA  has  attempted  to 
limit  contract  practice,  what  the  AMA  opposes  is 
contractual  arrangements  which  involve  consumer 
deception.  Thus,  for  example,  while  it  does  not  object 
when  a group  health  plan  employs  a physician  on  a 
salaried  basis,  it  does  hold  it  unethical  fora  physician 
to  allow  the  group  to  use  his  name  in  a manner  which 
falsely  implies  that  he  will  be  routinely  available  to 
subscribers.  Similarly,  while  it  does  not  oppose  a 
specialist  such  as  a radiologist  being  employed  by  a 
hospital,  the  AMA  has  taken  the  position  that,  in  the 
interests  of  full  disclosure,  the  hospital  should  render 
a bill  for  its  services  and  the  radiologist  should  submit 
a separate  bill  for  his  services. 

In  1933  the  Supreme  Court  observed  (FTC  vs. 
Royal  Milling)  that  Commission  orders  “should  go  no 
further  than  is  reasonably  necessary  to  correct  the  evil 
and  preserve  the  rights  of  competitors  and  public.” 

Conclusion 

1 ) The  AMA  has  not  suppressed  competition  in  the 
health  care  field. 

2)  The  AMA’s  positions  on  advertising  and 
solicitation  and  on  contract  practice  protect  patients 
from  deception  and  the  threat  of  inferior  health  care. 

3)  The  AMA’s  ethical  positions  have  never  been 
shown  to  raise  the  costs  of  health  care. 

CSMS  Response 

FTC  lacks  jurisdiction  over  the  Connecticut 
respondents  because  each  (CSMS  and  NHCMA)  is  a 
non-profit  association  and  neither  has  acted  in  or 
affected  interstate  commerce.  Both  medical  societies 
are  autonomous,  private  associations  to  which 
membership  is  purely  voluntary. 

Section  5 (A)  (2)  of  the  FTC  empowers  and  directs 
the  Commission: 

“to  prevent  . . . corporations  . . . from  using  un- 
fair methods  of  competition  in  or  affecting  commerce 
and  unfair  or  deceptive  acts  or  practices  in  or 
affecting  commerce.”  The  Commission  lacks  jurisdic- 
tion over  CSMS,  and  similarly  lacks  jurisdiction  over 
NHCMA,  because  neither  is  a “corporation”  within 
the  meaning  of  the  Act  and  neither  has  acted  or 
engaged  in  conduct  “in  or  affecting  commerce.” 
Section  4 of  the  Act,  15  U.S.C.  Section  44,  sets  forth  a 
specific  and  limited  definition  of  the  “corporations” 
over  which  the  Commission  has  jurisdiction: 

“Corporation”  shall  be  deemed  to  include  any 

company,  trust  ...  or  association  . . . which  is 

organized  to  carry  on  business  for  its  own  profit 


or  that  of  its  members,  and  has  shares  of  capital 
or  capital  stock  or  certificates  of  interest,  and  any 
company,  trust  ...  or  association,  incorporated 
or  unincorporated,  without  shares  of  capital 
stock  or  certificates  of  interest,  except  partner- 
ships, which  is  organized  to  carry  on  business  for 
its  own  profit  or  that  of  its  members. 

It  is  clear  from  the  statutory  language,  established 
precedent,  and  the  facts  in  this  case  that  neither 
CSMS  nor  NHCMA  is  a “company  ...  or  associa- 
tion . . . organized  to  carry  on  business  for  its  own 
profit  or  that  of  its  members.”  The  principal  case 
construing  the  statutory  phrase  “organized  to  carry 
on  business  for  its  own  profit  or  that  of  its  members” 
is  the  opinion  of  the  Court  of  Appeals  for  the  Eighth 
Circuit  in  Community  Blood  Bank  of  the  Kansas  City 
Area  v.  FTC,  405  F.  2d  1011  (8th  Cir.  1969). 
Concluding  a lengthy  examination  of  the  legislative 
history  of  the  Commission’s  jurisdiction,  the  Court 
stated  that  “Congress  did  not  intend  to  bring  within 
the  reach  of  the  Commission  any  and  all  nonprofit 
corporations  regardless  of  their  purposes  and  activi- 
ties.” Id.  at  1018.  The  Court  set  certain  criteria  for 
determining  whether  an  association  is  a “corporation” 
over  which  the  Commission  has  jurisdiction.  These 
criteria  are  (id.  at  1020): 

(1)  Organization  as  a nonprofit  corporation; 

(2)  No  stock  or  certificates  authorized  or  issued; 

(3)  Educational,  scientific,  charitable,  etc.  objec- 
tives; 

(4)  Provision  in  the  articles  of  incorporation  for 
transfer  of  assets  upon  dissolution; 

(5)  Use  of  organization  funds  for  the  purposes 
authorized  by  law  and  articles  of  incorporation,  and 
not  for  distribution  or  to  inure  to  the  benefit  of  any 
member,  director,  or  officer; 

(6)  Exemption  from  federal  tax  liability; 

(7)  Sources  of  funds — grants,  loans,  gifts,  member- 
ship dues,  etc. 

Using  these  criteria,  the  Court  held  that  neither  the 
Community  Blood  Bank  of  the  Kansas  City  Area, 
Inc.  nor  the  Kansas  City  Area  Hospital  Association 
was  a “corporation”  subject  to  Federal  Trade 
Commission  jurisdiction  because  they  were  “not 
engaged  in  business  for  profit  for  themselves  or  their 
members.”  405  F.  2d  at  1022.  The  Community  Blood 
Bank  test  for  determining  jurisdiction  has  been 
adopted  and  applied  in  subsequent  cases.  The  facts  in 
this  case  plainly  demonstrate  that  neither  CSMS  nor 
NHCMA  is  a “corporation”  subject  to  Commission 
jurisdiction. 

CSMS 

CSMS  has  existed  for  educational  and  scientific 
purposes  at  all  times  since  its  incorporation  and 
chartering  by  the  Connecticut  General  Assembly  in 
1 792.  Contrary  to  complaint  counsel’s  assertion  (Brief 
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at  25),  CSMS  was  not  created  in  order  to  be  part  of 
the  AMA;  in  fact,  CSMS  pre-existed  the  AMA  by 
more  than  50  years.  While  CSMS  is  presently  a part 
of  the  federacy  comprising  the  AMA  (as  discussed 
infra),  CSMS  is  an  independent,  autonomous 
organization.  Moreover,  CSMS  is  a nonprofit 
organization  which  meets  all  the  criteria  set  forth  in 
Community  Blood  Bank,  compeling  a finding  that  the 
Commission  lacks  jurisdiction  over  CSMS: 

1)  CSMS  was  chartered  and  has  always 
functioned  as  a nonprofit  corporation; 

2)  The  objectives  of  CSMS  are  educational 
and  scientific.  CSMS  offers  to  the  public  and 
physicians  informational  papers  and  pamphlets 
on  health  care. 

3)  The  Charter  granted  by  the  Connecticut 
General  Assembly  provides  that  “The  Connecti- 
cut State  Medical  Society  . . . shaH  and  may 
have  perpetual  succession.”  The  CSMS  bylaws 
provide  that  “The  Society  is  not  organized,  and 
shall  never  be  maintained  and  conducted  for  the 
pecuniary  profit  of  its  members,  officers,  or 
employees  but  shall  be,  and  remain,  a strictly 
scientific  and  educational  corporation,  and  no 
member,  officer,  or  employee  of  the  Society  shall 
at  any  time  receive  or  be  entitled  to  receive  any 
pecuniary  profit  from  the  operation  of  the 
Society  except  a reasonable  compensation  for 
services  actually  rendered.” 

CSMS  is  exempted  from  federal  tax  liability. 
CSMS  receives  funds  almost  exclusively  from 
membership  dues;  minor  sources  are  interest  and 
dividends,  rental  income,  reimbursement  for  adminis- 
trative services.  Advertising  income  is  received  in 
connection  with  the  publication  of  Connecticut 
Medicine;  however,  even  with  such  income,  Connecti- 
cut Medicine  is  published  at  a substantial  annual 
deficit.  Complaint  counsel  attempts  to  avoid  the 
obvious  conclusion  that  CSMS  is  not  “organized  to 
carry  on  business  for  its  own  profit  or  that  of  its 
members”  by  noting  that  CSMS  sponsors  insurance 
programs.  (Brief  at  25-26).  Respondent  CSMS 
submits  that  complaint  counsel’s  statement  is  rather 
disingenuous.  All  insurance  programs  “sponsored”  by 
CSMS  are  voluntary,  and  a member  may  or  may  not 
seek  to  obtain  insurance  through  the  program,  as 
he/ she  sees  fit.  In  all  cases,  policies  are  written  by  the 
insurance  companies  directly  for  individuals  and  their 
families;  policies  are  not  written  for  CSMS  on 
members’  behalf. 

In  1971,  CSMS  and  Aetna  developed  a program 
sponsored  by  CSMS  and  available  to  CSMS 
members.  The  Aetna  program  was  designed  to 
forestall  in  Connecticut  the  crises  that  were  emerging 
in  other  states.  Aetna  makes  all  final  decisions  on 
which  physicians  are  covered.  Other  insurance  is 
available  and  between  30-40%  of  the  state’s  physicians 


do  not  avail  themselves  of  the  program  (about  83%  of 
CSMS  members  participate). 

Complaint  counsel  attempts  to  muddy  the  waters 
by  stating  that  CSMS  “run(s)  extensive  legislative 
information  and  lobbying  operations  designed  to 
improve  the  economic  status  of  member  doctors”  and 
that  “CSMS  has  organized  and  controls  a political 
arm  (COMPAC).”  These  statements  bear  little 
relation  to  the  facts  in  this  case.  A very  small 
percentage  of  CSMS  funds  have  been  used  for 
legislative  efforts,  as  reflected  in  CSMS’  answers  to 
complaint  counsel’s  interrogatories.  As  discussed 
infra,  CSMS  like  any  other  citizen  or  group,  is 
entitled  to  exercise  its  First  Amendment  rights  of 
freedom  of  expression  regarding  pending  legislative 
policy  matters.  Moreover,  it  is  doubtful  that  com- 
plaint counsel  could  find  “economic  benefit”  stem- 
ming from  CSMS’  support  of  health  education  in  the 
schools,  establishing  a legal  definition  of  “death,”  etc. 

Complaint  counsel  is  incorrect  in  stating  that 
CSMS  organized  or  controls  the  Connecticut  Medical 
Political  Action  Committee  (“COMPAC”).  In  1961 
CSMS  by  resolution  commended  the  efforts  and 
purposes  of  those  CSMS  members  who  might 
voluntarily  wish  to  form  a political  action  committee. 
CSMS  does  not  maintain  or  control  COMPAC. 
Members  of  COMPAC  are  not  required  to  be 
members  of  CSMS;  and  members  of  CSMS  are  not 
required  to  be  members  of  COMPAC.  Indeed 
COMPAC  has  about  300  members,  while  CSMS  has 
nearly  5,000  members. 

CSMS  Is  an  Autonomous  Organization 

CSMS  was  incorporated  and  chartered  by  the 
Connecticut  General  Assembly  in  1792  and  first 
adopted  its  bylaws  in  that  year.  CSMS  has  existed 
and  functioned  as  a nonprofit  professional  organiza- 
tion since  that  time.  Throughout  its  history,  both 
before  and  after  the  AMA  came  into  being,  CSMS 
has  been  an  independent  association  committed  to 
extending  medical  knowledge,  educating  the  public 
with  regard  to  health  care,  and  improving  the  quality 
of  medical  services. 

CSMS  is  a member  of  the  federacy  of  medical 
associations  which  constitutes  the  AMA,  but  is  not 
governed  or  controlled  by  the  AMA  or  any  other 
entity.  Members  of  CSMS  are  not  required  to  be 
members  of  the  AMA.  Indeed,  fewer  than  half  the 
members  of  CSMS  are  members  of  the  AMA. 

The  complaint  counsel  is  correct  in  stating  that 
CSMS  does  perform  administrative  billing  services 
for  AMA,  NHCMA,  the  American  Medical  Political 
Action  Committee,  and  the  Connecticut  Medical 
Political  Action  Committee  through  the  use  of  one 
combined  billing  statement.  However,  CSMS  is  paid 
for  performing  these  administrative  services.  More- 
over, the  services  are  merely  clerical  and  have  nothing 
to  do  with  any  substantive  policy.  As  evidenced  by  the 
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fact  that  less  than  half  of  CSMS  members  and  less 
than  half  of  NHCMA  members  belong  to  the  AMA, 
the  use  of  an  administratively  convenient  method  of 
dues  collection  does  not  affect  or  coerce  membership. 
Aside  from  transmitting  dues  collected  or  payment 
for  the  administrative  processing  of  dues,  no  money 
routinely  flows  between  or  among  NHCMA,  CSMS, 
and/or  AMA. 

Complaint  counsel  has  argued  that  CSMS  and 
NHCMA  have  “acted  in  concert”  with  AMA  and 
other  medical  societies  and  others  “to  adopt,  abide  by, 
and  enforce  . . . restrictions  on  solicitation  and 
advertising.  Such  a “conspiracy”  allegation  is  ridicu- 
lous. Each  society  is  a private  organization  which  has 
done  no  more  than  to  exercise  its  First  Amendment 
right  and  whose  scope  of  authority  goes  no  further 
than  their  members,  and  whose  ethical  interpretations 
go  no  further  than  their  desire  to  protect  the  public. 

The  facts  are  simply  that  NHCMA  is  a voluntary 
professional  association,  and  that  CSMS  is  a 
voluntary  professional  association.  Each  has  adopted 
a short,  general  ethical  guideline.  Each  has  its  own 
separate  interpretations  of  that  ethical  guide.  When 
physicians  choose  to  become  members  of  either 
organization,  they  agree  to  abide  by  the  interpreta- 
tions made  by  that  organization.  There  is  no  coercion 
or  economic  compulsion  to  become  a member.  Mem- 
bership is  voluntary  and  hence  a physician’s  decision 
to  adopt  a standard  of  conduct  is  voluntary.  If  a phy- 
sician disagrees  with  an  interpretation  or  desires  to 
engage  in  an  activity  which  would  contravene  an 
interpretation,  all  the  physician  need  do  is  resign 
from  membership.  Complaint  counsel  stresses  that 
each  of  CSMS  and  NHCMA  can  reprimand,  censure, 
suspend,  or  expel  a member  for  violation  of  an  ethi- 
cal interpretation.  The  ultimate  sanction  is  therefore 
non-membership — the  same  result  as  when  a person 
chooses  not  to  join  or  decides  to  resign — and  no  other 
sanctions  or  punishments  are  imposed.  It  is  ironic 
that  although  more  than  half  the  membership  of  the 
Connecticut  respondents  has  rejected  any  connec- 
tion to  the  AMA,  an  alleged  “connection”  never- 
theless is  at  the  essence  of  complaint  counsel’s 
arguments.  The  critical  issue  in  the  proceeding  is 
whether  the  members  of  CSMS  and  NHCMA  are 
to  be  denied  their  First  Amendment  rights  to  agree 
voluntarily  to  conduct  their  medical  practices  in 
accordance  with  certain  ethical  standards. 

The  actions  of  CSMS  and  NHCMA  do  not 
constitute  “unfair  methods  of  competition”  or  “unfair 
or  deceptive  acts  or  practices”  but  in  fact  are  designed 
to  prevent  such  unfairness  and  deception.  Their 
conduct  has  been  consistent  with  the  consumer 
protection  policies  underlying  the  Federal  Trade 
Commission  Act.  These  respondents’  adoption  and 
interpretation  of  ethical  standards  for  their  member- 
ship does  not  affect  the  conduct  or  practices  of  non- 
members. 

240 


CSMS  and  NHCMA  have  no  desire  to  prohibit 
advertising  or  to  “restrict  all  forms  of  advertising  to 
an  absolute  minimum”  (FTC  Brief  at  38)  Contrary  to 
complaint  counsel’s  assertion  that  all  advertising  is 
opposed,  the  Connecticut  respondents  have  been 
concerned  with  protecting  the  public  by  ensuring  that 
CSMS  and  NHCMA  members  do  not  participate  in 
misleading  or  deceptive  advertising.  Members  are 
prohibited  from  “soliciting”  patients.  “Solicitation”  is 
not  the  same  as  advertising.  Rather,  solicitation  is  the 
attraction  of  patients  through  deceptive  or  misleading 
statements  or  methods. 

The  medical  profession  is  different  from  a commer- 
cial enterprise,  and  the  physician-patient  relationship 
is  one  that  relies  on  trust  and  honest  disclosure  of 
information — on  both  sides  of  the  relationship.  Self- 
regulation in  order  to  prevent  deception  is  an  entirely 
proper  function  of  a professional  association.  The 
Supreme  Court  recognized  this  in  Bates: 

For  every  attorney  who  overreaches  through 
advertising,  there  will  be  thousands  of  others 
who  will  be  candid  and  honest  and  straightfor- 
ward. And,  of  course,  it  will  be  in  the  latter’s 
interest  as  in  other  cases  of  misconduct  at  the 
bar,  to  assist  in  weeding  out  those  few  who  abuse 
their  trust.  (45  U.S.F.W.  at  4903) 

The  Chief  Justice  and  Mr.  Justice  Powell  argue 
in  dissent  that  advertising  will  be  misleading 
because  the  exact  services  that  are  included  in  an 
advertised  package  may  not  be  clearly  specified 
or  understood  by  the  prospective  client  ....  The 
bar,  however,  retains  the  power  to  define  the 
services  that  must  be  included  in  an  advertised 
package  . . . thereby  standardizing  the  “prod- 
uct.” (45  U.S.F.W.  at  4901  n.  28) 

In  sum,  we  recognize  that  many  of  the  problems 
in  defining  the  boundary  between  deceptive  and 
non-deceptive  advertising  remain  to  be  resolved, 
and  we  expect  that  the  bar  will  have  a special  role 
to  play  in  assuring  that  advertising  by  attorneys 
flows  both  freely  and  cleanly.  (45  U.S.F.W.  at 
4904) 

Complaint  counsel’s  requested  relief  with  respect  to 
advertising  and  solicitation  would  prohibit  the 
Connecticut  respondents  from  regulating  “even  that 
physician  advertising  which  is  allegedly  false  or 
deceptive.” 

CSMS  and  NHCMA  have  not  engaged  in  any 
conduct  that  violates  S5  of  the  Federal  Trade 
Commission  Act.  Each  of  the  Connecticut  respond- 
ents has  acted  in  the  public  interest  to  ensure  that 
information  flowing  to  health  care  consumers  be  fair 
and  truthful. 

Contractual  Relations 

Neither  CSMS  nor  NHCMA  has  interfered  or 
sought  to  interfere  with  “physicians’  economic  or 
commercial  contractual  relations  with  third  parties.” 
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A Case  Study  on  the  Organization  and  Development 
of  a Free-Standing  Ambulatory  Surgical  Unit 

BERNARD  KERSHNER 


“Come  in  the  Morning  . . . And  Be  Home  by 
Evening” — so  reads  the  front  cover  of  the  patient’s 
booklet  at  the  Hartford  Surgical  Center — the  state’s 
only  free-standing  ambulatory  surgical  facility.  The 
opening  phrase  welcomes  patients  in  the  growing 
trend  towards  an  improved  health  care  delivery 
system  which  has  as  a major  objective  a pledge  to 
reduce  costs. 

The  thrust  to  develop  the  Hartford  Surgical  Center 
came  as  an  outgrowth  of  a combination  of  situations 
existing  in  the  greater  Hartford  area.  The  first  and 
most  compelling  need — as  expressed  by  local  physi- 
cians, was  for  the  creation  of  a facility  designed  to 
accommodate  the  special  requirements  of  the  ambula- 
tory patient.  The  second  major  focal  point  was  the 
compelling  desire  by  local  practitioners  to  encourage 
and  foster  the  creation  of  a patient  oriented  program 
that  could,  and  would,  reduce  health  care  costs. 

The  planning  process  began  January  of  1975.  In 
preparing  the  material  for  presentation  to  the 
Commission  on  Hospitals  and  Health  Care,  pursuant 
to  Certificate  of  Need  requirements,  the  analysis  of 
cost  data  was  of  paramount  importance.  Charges  for 
predetermined  surgical  procedures  were  gathered 
from  the  local  area  hospitals.  Ten  surgical  proce- 
dures' were  scrutinized  and  compared  with  the 
charges  for  the  same  procedures  if  they  were  to  be 
performed  in  the  new,  as  yet,  unopened  ambulatory 
surgical  center.  The  analysis  of  the  data  produced  the 
following  conclusion:  If  a patient  were  to  have  any 
one  of  the  ten  previously  mentioned  operations 
performed  at  the  Hartford  Surgical  Center,  the  charge 
to  the  patient  (or  more  likely  to  the  insurance 
company)  would,  on  an  average,  be  43%  less  than  the 
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charge  for  the  same  procedure  if  performed  on  an 
ambulatory  basis  in  one  of  the  Hartford  area 
hospitals.  This  factor,  coupled  with  the  presentation 
of  considerable  additional  material,  enabled  the 
Connecticut  Commission  on  Hospitals  and  Health 
Care  to  ultimately  grant  a Certificate  of  Need  to  the 
Hartford  Surgical  Center  in  December  1975,  almost 
one  full  year  after  the  initial  application  was  submit- 
ted. 

The  concept  of  ambulatory  surgical  care  in  a free- 
standing unit  has  been  successfully  practiced  for  many 
years.  It  was  first  popularized  in  the  early  1970’s  by 
anesthesiologists  Drs.  Wallace  A.  Reed,  John  Ford, 
and  Boyden  Crouch,  who  opened  the  first  such 
facility  in  Phoenix,  Arizona.  The  Surgi  Center,  as 
their  facility  is  called,  has  attained  a level  of  na- 
tional prominence  and  is  now  universally  referred 
to  as  the  model  of  excellence  in  ambulatory  surgical 
care.  There  are  approximately  50  such  facilities 
throughout  the  United  States.  New  England,  re- 
gionally, has  been  the  last  major  geographic  part  of 
the  country  to  experience  the  development  of  these 
projects  and  as  of  this  writing  there  are  now  facil- 
ities, in  addition  to  Connecticut,  in  Rhode  Island 
and  Massachusetts. 

The  Hartford  Surgical  Center  is  located  on  the 
ground  floor  of  the  Hartford  Medical  Arts  Building 
on  100  Retreat  Avenue,  Hartford,  Connecticut.  The 
philosophy  of  the  program  is  to  provide  high-quality 
professional  services  in  sufficient  abundance  to  meet 
the  needs  of  patients  judged  suitable  candidates  for 
elective  surgical  procedures  to  be  performed  under 
general  anesthesia  on  an  ambulatory  basis.  In  other 
words,  the  facility  is  designed  to  accommodate  the 
patient’s  need  for  surgery  which  exceeds  the  capabili- 
ties of  the  surgeon’s  office  but  does  not  require 
hospitalization. 

The  Center  comprises  approximately  4,300  square 
feet.  It  has  two  operating  rooms  with  appropriate 
equipment  for  procedures  to  be  performed  under 
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general  anesthesia.  Included  in  this  equipment  is  that 
required  to  deal  with  cardiac  and  respiratory  arrests, 
and  any  other  surgical/ anesthetic  complications. 

There  is  a pre-operative  screening  room  and  a post- 
operative recovery  area,  having  a separate  facility  for 
adults  as  well  as  children.  There  are  diagnostic 
laboratory  and  radiological  capabilities.  In  addition, 
there  is  a general  waiting  and  reception  area  as  well  as 
required  clerical  and  administrative  space. 

No  patient  is  ever  retained  overnight,  and  further, 
no  beds  for  this  purpose  are  maintained.  Should  a 
patient  require  hospitalization  post-operatively,  after 
appropriate  measures  have  been  taken  to  stabilize 
him/her  the  transfer  is  initiated  to  an  inpatient 
facility. 

The  general  nature  of  the  procedures  performed  in 
the  facility  includes,  but  is  not  limited  to,  the 
following:  Adenoidectomy,  diagnostic  D & C,  nasal 
polypectomy,  rhinoplasty,  breast  biopsy,  cataract 
removal,  closed  reduction  of  fractures,  joint  manipu- 
lation and  tendon  repair.  The  procedures  which  are 
performed  have  been  chosen  on  a highly  selective 
basis  and  do  not  include  any  operations  involving 
major  intervention  of  the  thorax,  abdomen,  or  cranial 
cavity. 

All  surgery  is  scheduled  on  an  elective  basis  with 
the  length  of  anesthesia  generally  not  exceeding  two 
hours  in  duration.  Cases  are  generally  scheduled 
between  8 a.m.  and  4 p.m.  with  the  availability  of 
medical,  professional  nursing  and  paraprofessional 
personnel  maintained  throughout  the  operating  day 
and  until  the  last  patient  is  discharged  from  the 
facility  each  day. 

Except  for  physician’s  fees  (surgeons,  anesthesiolo- 
gists, and  occasionally  pathologists),  a single  basic 
charge  is  made  for  the  use  of  the  facility,  i.e., 
preoperative  evaluation,  limited  laboratory  and  x-ray 
work,  use  of  the  operating  and  recovery  rooms,  and 
all  drugs  and  medication  used  while  in  the  facility. 
Each  operative  procedure  performed  at  the  Center 
has  a predetermined  charge.  This  is  known  by  the 
patient  and  the  insurance  company  in  advance,  and 
therefore  answers  the  increasing  voice  of  criticism  that 
the  cost  of  health  care  can  never  be  established  prior 
to  the  delivery  of  the  care  itself.  On  an  average,  the 
charges  at  the  Hartford  Surgical  Center  are  forty 
percent  less  than  the  comparable  hospital  charge  for 
the  same  procedures  performed  on  an  ambulatory 
basis. 

A medical  advisory  board  oversees  the  clinical 
performance  of  the  facility  and  has  as  part  of  its 
ongoing  function  responsibility  for  utilization,  medi- 
cal audit  and  credentials  review  of  prospective  staff 
members. 

Procedure  at  the  Hartford  Surgical  Center 

When  a surgeon’s  secretary  schedules  a case  at  the 


Hartford  Surgical  Center,  anesthesia  coverage, 
operating  time,  and  the  equivalent  of  a hospital  bed 
can  all  be  arranged  with  one  telephone  call.  If  there  is 
time,  instructions  will  be  sent  to  the  patient. 
Otherwise,  the  Center’s  secretary  will  call  and  instruct 
the  patient  as  to  when  and  where  to  report,  what  to 
bring  and  so  forth. 

The  Surgical  Center  is  not  a diagnostic  facility; 
consequently,  the  screening  methods  are  designed  to 
reveal  primarily  those  conditions  that  might  pose  a 
threat  to  the  patient’s  safety  during  the  stay  there.  The 
screening  methods  include  a few  well-chosen  ques- 
tions to  elicit  the  patient’s  previous  pertinent  medical 
history  and  experience  with  anesthesia.  The  nurse  in 
charge  of  the  recovery  room  obtains  the  sample  of 
blood  needed  for  hemoglobin  determination.  The 
urine  is  tested  for  the  presence  of  protein,  glucose, 
reducing  substance,  bile,  and  blood.  The  temperature 
and  blood  pressure  are  taken.  The  findings  are 
entered  on  the  patient’s  chart,  which  was  started  by 
the  receptionist  when  the  patient  arrived  for  the 
operation. 

The  patient  then  changes  into  a disposable  gown 
and  puts  on  paper  foot  covers  while  being  made 
comfortable  in  a lounge  chair  located  in  the 
preoperative  admitting  area.  A nurse  records  the 
patient’s  medical  history,  and  the  anesthesiologist  for 
the  operation  then  reviews  the  history  and  examines 
the  patient’s  heart  and  lungs  to  determine  if  any 
condition  is  present  that  would  contraindicate  the 
surgery.  If  it  is  discovered  that  the  patient  had  not 
adhered  to  the  ban  on  eating  and  drinking  or  has  fever 
or  a recently  acquired  upper  respiratory  infection,  or 
if  there  is  any  other  contraindication  to  the  proposed 
operation,  the  anesthesiologist  immediately  notifies 
the  surgeon,  who  informs  the  patient  that  the 
procedure  will  have  to  be  postponed.  Most  patients 
are  not  pre-medicated  (usually  none  at  all  except  for 
some  patients  undergoing  local  anesthesia). 

When  all  is  ready  and  the  surgeon  arrives,  the 
patient,  accompanied  by  the  anesthesiologist,  walks 
to  the  operating  room.  This  by  itself  is  a total 
departure  from  tradition  and  one  which  has  proven  its 
value  by  helping  to  improve  the  patient’s  attitude. 

A cassette  fastened  to  a clipboard  travels  with  the 
patient  and  the  medical  record  from  the  time  of 
admission  until  discharge  from  the  postanesthesia 
room.  A recorder  is  available  in  each  operating  room. 
Use  of  this  equipment  makes  it  possible  for  the 
surgeon  to  dictate  the  report  at  the  conclusion  of  the 
procedure,  while  still  in  the  operating  room.  When  the 
report  has  been  typed,  the  surgeon  signs  the  record, 
and  except  occasionally  for  a prescription,  is  required 
to  do  no  other  writing.  There  are  no  stacks  of 
unfinished  records  awaiting  the  surgeon’s  signature. 

After  the  surgeon  has  completed  the  operation  and 
dictation  of  the  report,  the  patient  is  taken  to  the 
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postanesthesia  room  and  delivered  to  the  care  of  an 
experienced  recovery  room  nurse.  As  soon  as  the 
patient  is  able  to  tolerate  fluids,  something  to  drink  is 
urged. 

When  the  state  of  recovery  permits  it,  the  patient  is 
transferred  to  an  armchair  and  remains  seated  for  10- 
20  minutes  before  ambulating.  An  anesthesiologist 
stays  until  the  last  patient  has  been  given  a final 
checkup  and  released. 

On  discharge,  the  patient  is  reminded  of  the 
surgeon’s  postoperative  instructions  and  is  advised 
that  a follow-up  phone  call  will  be  made  by  the 
Surgical  Center  nurse.  A card  containing  pertinent 
information  about  the  anesthesia  used  is  also 
furnished  to  the  patient. 

During  the  first  twelve  months,  the  breakdown  of 
surgical  procedures  by  clinical  specialty  is  as  follows: 


Gynecological 

D & C 75 

Laparoscopy,  bilateral,  tubal  coag.  31 

Laparoscopy  12 

All  others  31 

Orthopaedic 

Carpal  tunnel  decompression  60 

Arthroscopy  27 

Tenosynovectomy  24 

Nerve  repair  13 

Ganglionectomy  10 

Arthrodesis  (phalanges)  10 

Carpal  tunnel  ligament  release  5 

All  others  159 

Plastic  Surgery 

Augmentation  mammoplasty  13 

Lesion  excision  with  graft  8 

Blepharoplasty  7 

Rhinoplasty  5 

Rhytidectomy  with  Blepharoplasty  5 

All  others  31 

Dental  57 

Ears,  Nose,  Throat 

Myringotomy  37 

Poly  tubes,  removal  24 

All  others  17 

Eye 

Photocoagulation  225 

Lacrimal  duct  probing  17 

Cryocoagulation  13 

Eye  Exam  (under  general  anesthesia)  13 

Cataract  5 

All  others  52 


General 


Breast  mass  excision 

22 

Skin  lesion,  excision 

13 

Cyst  excision 

10 

Mass,  excision 

3 

All  others 

17 

The  average  length  of  stay  is  less  than  four  hours 
from  the  time  the  patient  walks  in  until  discharge. 
During  the  first  twelve  months  the  Center  has  been  in 
existence,  no  patient  has  required  emergency  transfer 
to  a hospital  and  no  post-operative  infections  or 
complications  were  reported.  More  than  150  sur- 
geons, oral  surgeons  and  dentists  have  applied  for  and 
been  granted  medical  staff  privileges.  In  so  doing, 
they  have  agreed  to  abide  by  the  Hartford  Surgical 
Center’s  Medical  Staff  Rules,  Regulations,  and 
Bylaws  which  establish  and  maintain  the  high 
standard  of  clinical  care  carried  out  at  the  Center. 

As  mentioned  earlier,  the  Hartford  Surgical  Center 
was  the  first  and  is  the  only  facility  of  its  type  in  the 
State  of  Connecticut.  It  has  been  granted  a Certificate 
of  Need  by  the  Connecticut  Commission  on  Hospitals 
and  Health  Care  and  has  been  licensed  by  the  State  of 
Connecticut  Department  of  Health.  The  facility  has 
also  been  designated  a Participating  Provider  by 
Blue  Cross  of  Connecticut  and  a Participating  Pro- 
vider for  Medicaid  patients  by  the  State  of  Con- 
necticut Department  of  Social  Services.  In  addition, 
the  Center  has  been  recognized  for  purposes  of  re- 
imbursement by  virtually  every  major  third  party 
payer  and  has  been  accredited  by  the  Society  for 
the  Advancement  of  Free-Standing  Ambulatory 
Surgical  Care. 

The  Hartford  Surgical  Center  is  a privately  owned 
corporation.  The  principals  represent  both  the  local 
medical  and  business  communities.  There  is  a 
Community  Advisory  Board  made  up  of  members  of 
the  Hartford  community,  and  a Medical  Advisory 
Board  comprised  of  thirteen  physicians,  none  of 
whom  are  owners  of  the  facility.  It  is  the  responsibility 
of  this  group  to  set  medical  policies  for  the  Center  and 
to  review  its  clinical  performance.  The  ultimate 
authority  for  the  operation  of  the  surgical  center 
resides  in  its  Board  of  Directors  whose  members  are 
representatives  of  community  business,  medical  and 
banking  interests. 

Let  me  state  quite  emphatically  that  there  is  a 
great  deal  more  than  bricks,  mortar,  operating 
room  tables,  lights,  autoclaves  and  some  pretty 
nurses  to  the  successful  organization  and  develop- 
ment of  an  ambulatory  surgical  unit — whether  it  be 
free-standing  or  hospital  based. 

Before  proceeding  with  any  new  venture  there  is  a 
multiplicity  of  factors  which  must  be  analyzed  almost 
simultaneously — and  all  of  which  must  be  designed 
in  such  a way  as  to  produce  data  that  will  enable  a 
person  to  determine  two  things — NEED  AND 
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FEASIBILITY.  Need  and  Feasibility.  In  other  fields 
this  might  be  called  a marketing  survey,  potential 
sales  analysis  or  even  a random  sampling  technique. 
Whatever  one  calls  it,  it  is  that  evaluation  methodol- 
ogy which  enables  you  to  determine  whether  or  not  a 
project  or  program  has  the  true  potential  of  succeed- 
ing. 

There  are  roughly  5 areas  which  must  be  thorough- 
ly and  dispassionately  explored.  A terrible  mistake 
that  many  people  make,  even  a trap  into  which  it  is 
easy  to  fall,  is  to  be  tempted  into  thinking  that 
something  is  true  or  valid  simply  because  you  want  it 
to  be.  When  reviewing  material  produced  as  a result 
of  the  need  and  feasibility  methodology,  it  must  be 
done  as  objectively  as  possible.  You  will  be  doing 
yourself  and  your  project  an  insurmountable  dis- 
service if  you  do  not.  What  I am  saying  is  this — if 
you  get  some  negative  feedback  in  response  to  your 
probing,  don’t  ignore  or  minimize  its  potential  im- 
pact. Don’t  let  enthusiasm  overwhelm  good,  sound 
judgment.  The  evaluation  process  must  not  be 
clouded  or  influenced  by  prejudices  or  precon- 
ceived notions.  The  means  and  end  must  justify 
each  other. 

What  then  does  one  look  for?  And  in  what 
abundance?  The  concept  of  ambulatory  surgical  care, 
while  not  altogether  new,  continues  to  be  quite 
controversial.  One  of  the  first  areas  to  be  reviewed  is 
that  which  will  reflect  the  state  and  local  attitude 
'regarding  the  establishment  of  such  a program. 
Preliminarily  this  will  require  a thorough  review  and 
understanding  of  all  pertinent  regulations  and 
requirements.  These  will  obviously  vary  significantly 
from  state  to  state  but  will  invariably  include  such 
functions  as  Certificate  of  Need,  HSA  Approval, 
Department  of  Health  licensure  and  construction 
requirements,  and  many,  many  more. 

An  area  that  must  thoroughly  be  researched,  even 
as  the  first  step  is  being  taken,  relates  to  the  surgery 
itself.  There  must  be  a determination  of  the  volume 
and  type  of  surgery  in  the  designated  area  that  could 
appropriately,  and  with  all  clinical  propriety,  be 
performed  in  an  ambulatory  setting.  This  analysis 
must  take  into  account,  among  other  things,  current 
levels  of  utilization  of  existing  health  care  facilities  on 
both  an  in-patient  and  out-patient  basis.  These 
statistics  must  then  be  studied  in  light  of  the  widely 
accepted  realization  that  between  20  and  40%  of  all 
acute  general  hospital  surgical  patients  could  be 
treated  on  a one-day  basis.  The  assessment  must  also 
include  a review  of  operating  room  scheduling 
practices,  waiting  time  for  the  scheduling  of  elective 
surgery  and  the  actual  mix  by  clinical  specialty  of  the 
surgical  procedures  currently  being  performed. 

A thorough  assessment  of  the  surgical  activity  in  an 
area  must  also  incorporate  the  feelings  of  the 


practicing  physicians,  surgeons,  dentists,  oral  sur- 
geons, and  podiatrists — each  of  whom  might  be  a 
potential  supporter  and  user  of  the  facility.  These 
practitioners  are  almost  invariably  in  the  best  position 
to  provide  significant  and  meaningful  insights  into 
that  dark,  heretofore  undefined  area  of  need.  Of  all 
the  various  sources  of  input  regarding  surgical 
activity,  this  group — the  doctors — can  be  the  most 
prolific  provider  of  data.  However,  if  the  data  is  to  be 
truly  meaningful,  one  must  be  aware  that  each 
practitioner  will  have  his  own  feelings  and  ideas  about 
why  things  do  or  do  not  or  even  should  not  happen. 

Following  closely  on  the  heels  of  gathering 
information  relative  to  the  surgical  activity  and  really 
as  an  adjunct  to  it  is  that  process  which  enables  one  to 
get  an  indication  of  the  local  physician  attitude  about 
the  project  itself.  Very  simply  stated,  a new  clinical 
program,  whether  it  be  hospital-based  or  free- 
standing, will  not  succeed  if  it  does  not  have  a broad 
base  of  appeal  to,  and  support  from,  the  medical 
community  it  was  designed  to  serve.  This  will  involve 
the  establishment  of  credibility  of  the  program  itself 
with  particular  references  to  the  quality  of  care,  types 
of  cases  to  be  performed,  ability  to  deal  with 
emergencies  and  so  forth.  It  may  also  be  discovered 
that  many  physicians  need  to  be  “educated”  about  the 
concept  of  ambulatory  surgical  care.  The  departure 
from  the  traditional  security — and  I really  hesitate  to 
use  that  word — of  working  in  hospital  programs  must 
carry  with  it  the  realization  that  a safe  and  efficient 
facility  for  the  administration  of  anesthesia  for  minor 
surgery  procedures  need  not  be  affiliated  with  a 
hospital  either  administratively  or  geographically. 

Another  key  ingredient  in  determining  need  and 
feasibility  is  the  entire  third  party  reimbursement 
situation.  Over  the  course  of  the  last  several  years 
through  the  outstanding  experience  that  many 
facilities  throughout  the  country  have  had  and 
through  the  efforts  of  such  leading  insurance  industry 
spokesmen  as  Joe  Clune  of  Metropolitan  Life,  Dan 
Pettengill  of  Aetna  Life  & Casualty  and  others,  there 
is  now  a real  awareness  and  appreciation  of  these  new 
facilities  and  their  enormous  dollar  savings  potential. 
There  are  a number  of  free-standing  centers  in  the 
southwest  that  have  been  in  existence  for  over  5 years 
and  this  utilization  has  saved  literally  millions  of 
dollars  by  insurance  industry  estimates.  From  that 
standpoint  alone  insurance  companies  by  and  large 
have  been  receptive  and  responsive  to  requests  to 
provide  reimbursement. 

Aside  from  commercial  insurance  companies,  you, 
of  course,  have  the  “Blues,”  that  is,  Blue  Shield  and 
Blue  Cross.  Here  again  you  will  find  wide  variance  in 
attitude  from  state  to  state.  Of  the  70  or  so  Blue  Cross 
plans  across  the  country,  over  60  have  provisions  in 
their  provider  contracts  to  permit  reimbursement  for 
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ambulatory  surgery.  Many  state  Blue  Cross  plans 
have  embraced  the  concept  warmly  and  have  entered 
into  provider  reimbursement  agreements  with  free- 
standing centers.  The  Hartford  Surgical  Center  enjoys 
such  a relationship  with  Blue  Cross  of  Connecticut, 
and  1 feel  compelled  to  add  that  that  organization  has 
been  splendid  to  work  with  and  has  demonstrated  a 
continuing  willingness  to  explore  new  avenues  of 
health  care  delivery  in  cost  effective  environments. 
State  Medicaid  programs  will  also  vary  and  again 
these  discussions  must  be  pursued  on  an  individual 
basis  and  diligently.  The  remaining  major  source  of 
third  party  payment,  of  course,  is  the  Federal 
Government  through  Medicare.  Medicare,  at  the 
present  time,  does  not  provide  reimbursement  to  an 
institution  for  ambulatory  surgery  if  that  institution  is 
not  a hospital.  A little  over  2 years  ago  Congress 
authorized  the  expenditure  of  approximately 
$500,000  for  a research  grant  to  be  issued  under  the 
auspices  of  the  Social  Security  Administration  to 
provide  reimbursement  to  and  evaluate  services  of  5 
free-standing  programs  throughout  the  country.  That 
study  was  completed  in  December  of  1976  and  the 
results  are  now  being  submitted  to  SSA.  We  who  are 
involved  with  these  programs  are  highly  optimistic 
that  the  report  will  be  favorable  and  will  urge  the 
expansion  of  Medicare  coverage  to  allow  for 
reimbursement  to  free-standing  centers.  At  the 
Hartford  Surgical  Center  a policy  decision  was  made 
at  its  inception  that  no  patient  would  be  asked  to  pay 
out  of  his  own  pocket  for  care  or  treatment  if  such 
care  would  be  covered  by  insurance  in  a hospital 
setting.  Consequently,  no  Medicare  patient  has  been 
billed  for  his  or  her  surgical  procedure  by  the 
Hartford  Surgical  Center.  The  entire  insurance 


situation  is  one  which  bears  considerable  scrutiny  in 
that  one  must  determine  the  insurance  mix  of  your 
projected  patient  population,  in  other  words,  what 
percentage  will  be  covered  by  Blue  Cross,  Medicaid, 
commercial  third  party  payers.  Medicare,  etc. 

Free-standing  ambulatory  surgical  facilities,  while 
not  brand  new  clinical  entities,  are  certainly  new  to 
this  part  of  the  country.  We  at  the  Hartford  Surgical 
Center  feel  we  are  on  the  very  cutting  edge  of  a new 
trend  in  health  care  delivery,  and  as  such,  believe  we 
have  both  an  opportunity  and  responsibility  to 
demonstrate  that  this  is  an  idea  whose  time  has  come. 
1.  The  following  data  was  taken  from  the  Report  of 
the  Task  Force  on  Ambulatory  Surgical  Programs, 
October  1977,  prepared  under  the  auspices  of  the 
Connecticut  Commission  on  Hospitals  and  Health 
Care. 

COMPARISON  OF  AMBULATORY  SURGERY  CHARGES*  OF 
HARTFORD  SURGICAL  CENTER  AND  AVERAGE  REPORTED 
CHARGE  OF  ALL  HOSPITAL  PROGRAMS 


Surgical  Procedure 

Hartford 

Surgical 

Center 

Hospital 
A verage 

Breast,  augmentation 

$262 

$573 

Dilitation  and  Curettage 

$178 

$317 

Eye  Muscle,  Resection 

$242 

$408 

Ganglion,  excision 

$191 

$307 

Laparoscopy 

$227 

$327 

Myringotomy 

$162 

$230 

Impacted  tooth  extraction 

$191 

$293 

* All  charges  exclude  professional 

fees  of  the 

surgeon,  anes- 

thesiologist,  pathologist  and  radiologist.  Hartford  Surgical 
Center  charges  are  for  the  period  from  October,  1976  to  March, 
1977.  Hospital  charges  are  for  January  to  June,  1976. 


Research  program  launched  by  NIMH 

The  National  Institute  of  Mental  Health  was 
awarded  over  $2  million  to  establish  a national 
network  of  Mental  Health  Clinical  Research  Centers. 
At  eight  American  universities,  experts  will  study  the 
clinical  usefulness  of  recent  advances  in  psychophar- 
macology, genetics,  biochemistry,  and  social  aspects 
of  mental  disorders.  Each  center  will  focus  on  one 
major  problem  area,  according  to  NIMH  director  Dr. 


Bertram  S.  Brown,  and  will  provide  a patient-oriented 
setting  for  scientists  from  several  disciplines  to  work 
with  clinicians.  A similar  project  was  tried  unsuccess- 
fully in  the  late  1950s  and  1960s,  but  the  pool  of 
research  scientists  and  the  level  of  knowledge  about 
mental  illness  have  both  increased  to  the  point  where 
the  research  centers  are  now  feasible. 
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A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 

ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.  I . tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  1 2 hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosage  should  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  ..  . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate.1’2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly’'  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-effective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 


SAMPLES  AND  LITERATURE  AVAILABLE. 


GERIATRIC  PHARMACEUTICAL  CORP.  BOX  68.  FLORAL  PARK,  NEW  YORK  11001 


PIONEERS  IN  GERIATRIC  RESEARCH 

DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • B-C-BID 


1 . Shane,  S.J.:  Canadian  Family  Physician,  November  1973.  2.  Lemberg,  L.:  Practical  Cardiology,  February  1976. 


The  Changing  Status  of  the  Relationships 
Between  Medicine  and  Nursing 


In  response  to  a resolution  by  the  Connecticut 
delegation  at  the  last  meeting,  the  Board  of  Trustees 
was  requested  to  submit  an  informational  report  to 
the  House  of  Delegates  at  this  meeting  on  the 
changing  status  throughout  the  country  of  relations 
between  the  medical  and  nursing  professions. 

Confusion  and  misunderstanding  have  created 
friction  between  medicine  and  nursing.  Contributing 
to  this  is  the  wide  range  of  nursing  education 
programs  preparing  nurses  for  a variety  of  roles  with 
titles  that  are  unclear  and  still  in  dispute.  The  desire  of 
many  nurses  to  assume  functions  that  traditionally 
have  been  accepted  as  part  of  the  practice  of  medicine, 
and  the  incorporation  of  these  acts  into  the  extended 
role  of  the  nurse  have  created  role  conflict  between 
the  physician  and  nurse.  In  those  states  where,  by 
negotiation,  agreement  has  been  reached,  and  nursing 
legislation  passed  defining  nursing  practice  in  the 
extended  role,  friction  has  significantly  lessened. 
Communication  between  professional  organizations 
and  the  individual  nurse  and  physician  are  essential  to 
a smooth  transition  to  acceptable,  congruent  roles. 

The  report  will  discuss  recent  trends  in  nursing 
education,  the  preparation  of  nurses  for  expanded 
roles,  and  the  need  for  interdisciplinary  education.  A 
review  of  these  factors  is  essential  to  understanding 
the  major  changes  that  have  occurred  in  nursing 
practice  over  the  past  few  decades  and  which,  in  turn, 
have  affected  the  relationships  between  medicine  and 
nursing.  The  report  will  outline  the  more  significant 
of  these  changes,  indicate  how  nurse  and  medical 
practice  acts  have  been  revised  to  accommodate 
expanded  nursing  functions,  and  point  to  the  role  of 
the  National  Joint  Practice  Commission  in  improving 
physician-nurse  relationships. 

Trends  in  Nursing  Education 

Prior  to  1945,  most  nurses  were  prepared  in 
hospital  diploma  schools  of  nursing  for  bedside  care. 
This  role  and  the  supervisory  roles  of  the  physician 
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were  understood  and  accepted.  Following  World  War 
II  many  nurses  sought  better  paying  jobs  in  admin- 
istration and  teaching.  Some  entered  baccalaureate 
programs  and  others  with  nursing  diplomas  complet- 
ed requirements  for  baccalaureate  degrees.  Greater 
numbers  practiced  in  community  nursing  and 
assumed  more  independent  functions.  Progression  on 
the  career  ladder  meant  leaving  the  bedside;  improved 
salaries  related  directly  to  less  contact  with  the 
patient. 

In  the  past  decade  nurses  have  made  significant 
progress  in  returning  to  direct  patient  care.  The  nurse 
may  now  advance  in  the  clinical  science  of  nursing  in 
baccalaureate,  master’s,  and  doctoral  programs  with 
majors  in  clinical  nursing.  Career  advancement  can  be 
related  increasingly  to  more  comprehensive  patient 
care. 

The  physician  currently  is  confronted  by  nurses 
prepared  at  many  educational  levels  and  capable  of  a 
broad  range  of  functions  on  a dependent-independent 
continuum  of  practice.  A failure  to  be  aware  of  this 
diversity  of  nursing  education  has  sometimes  resulted 
in  harmful  misunderstandings. 

Nurses  today  are  prepared  for  first-level  positions 
in  hospital  diploma  schools,  community  college  two- 
year  associate  degree  programs,  and  in  colleges 
offering  baccalaureate  degrees  in  nursing.  After  ten 
years  of  impressive  expansion  of  nursing  education 
programs,  their  number  has  stabilized  at  zero  growth 
rate.1  In  the  past  decade  there  has  been  a marked 
decrease  in  the  number  of  hospital  schools  balanced 
by  a dramatic  growth  in  the  number  of  associate 
degree  nursing  programs  in  community  colleges  and  a 
somewhat  more  moderate  increase  in  numbers  of 
baccalaureate  degree  programs  in  colleges  and 
universities.  While  it  seems  likely  that  the  zero  growth 
rate  will  remain  for  several  years,  the  internal 
composition  of  graduates  will  change  as  Bachelor  of 
Science  in  Nursing  (BSN)  programs  continue  to 
produce  more  graduates. 

It  has  been  12  years  since  the  ANA  issued  its  first 
position  paper  on  nursing  education  which  asserted 
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that  baccalaureate  programs  in  nursing  are  the 
appropriate  means  of  preparing  nurses  for  beginning 
professional  practice.  A recent  publication  of  the 
National  League  for  Nursing  indicates  that  significant 
progress  has  been  made  in  this  direction.2 

The  ANA  Commission  on  Nursing  Education  for 
many  years  has  identified  graduate  education  as  its 
top  priority  for  funding.  In  a 1977  statement  on 
nursing  education,  the  Commission  recognized 
societal  expectations  for  primary  health  care  that 
have  directed  increased  attention  to  the  preparation 
of  nurses  as  generalists  in  a variety  of  settings.  The 
statement  proposes  that  master’s  education  in  nursing 
focus  both  on  the  preparation  of  generalists  and 
specialists. 

Preparation  of  Nurses  for  Expanded  Roles 

It  is  generally  agreed  that  there  is  no  longer  an 
aggregate  shortage  of  nurses.3  However,  there  are 
shortages  of  nurses  with  advanced  degrees  who 
prepared  for  education  and  administrative  positions. 
The  reorientation  of  nursing  toward  new  roles — the 
nurse  clinician,  the  clinical  nurse  specialist,  the  nurse 
practitioner — makes  this  shortage  more  visible. 

The  definition,  the  level  of  preparation,  and  the 
legal  role  of  the  “nurse  practitioner”  are  unresolved 
issues  today.  The  term  is  used  to  describe  RNs  who 
have  only  completed  short  term  courses  in  health 
assessment  as  well  as  those  prepared  at  the  master’s 
level.  Short-term  courses,  leading  to  a certificate, 
range  from  3-14  months  and  prepare  the  largest 
groups  of  nurse  practitioners  for  expanded  roles.  In  a 
1976  survey,  replies  from  86  certificate  programs 
indicated  that  88.4  percent  required  less  than  a BSN 
for  admission.  Many  nursing  leaders  expected  these 
programs  to  be  only  a temporary  expediency  until 
baccalaureate  or  masters  programs  were  developed  to 
replace  them.  The  American  Association  of  Colleges 
of  Nursing  projects  the  termination  of  these  programs 
by  1980.  There  is,  however,  much  pressure  to  continue 
the  short  term  programs  for  the  present  since  federal 
funding  is  available  to  support  them. 

Generally,  baccalaureate  programs  prepare  stu- 
dents for  basic  competence  in  primary  care  in  the 
hospital  and  community  setting,  but  not  for  the  level 
of  responsibility  for  decision-making  expected  of  the 
nurse  practitioner.4 

At  the  master’s  level,  the  student  combines  a high 
level  of  clinical  practice  with  preparation  for  research 
and  leadership.  She  is  prepared  to  function  at  the 
policymaking  level  in  agencies  and  has  a basic 
understanding  of  the  organization  and  planning  of 
health  care  services.  The  nurse  prepared  at  the 
master’s  level  is  often  referred  to  as  a clinical  nurse 
specialist. 

There  are  presently  130  short-term  certificate 
programs  conducted  by  colleges  and  universities  in 
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the  United  States  and  45  master’s  programs.5  Of  the 
certificate  programs,  113  purport  to  prepare  nurse 
practitioners  or  nurse  associates,  and  eight  prepare 
nurse  specialists.  Of  the  master’s  programs  preparing 
nurses  for  expanded  roles  in  colleges  and  universities, 
13  prepare  clinical  specialists,  14  prepare  nurse 
clinicians,  1 1 prepare  nurse  practitioners,  4 prepare 
nurse  midwives,  and  2 prepare  primary  care  nurses.  It 
is  the  prerogative  of  the  educational  program  to  label 
its  graduates  since  generally  accepted  titles  do  not 
exist.  As  of  December  1976,  there  were  approximately 
10,000-12,000  formally,  but  variously,  trained  nurse 
practitioners  in  the  country.6 

Interdisciplinary  Education 

Interdisciplinary  education  is  a highly  desirable,  if 
not  essential,  building-block  for  interdisciplinary 
practice.  Medical  students  and  nursing  students 
should  be  provided  opportunities  to  share  some 
learning  experiences  in  the  classroom  and  at  the 
patient’s  side.  Such  experiences  can  be  valuable  in 
preparing  physicians  and  nurses  to  work  together  as  a 
team. 

Very  little  has  been  done  in  this  regard  in  pro- 
grams preparing  physicians  and  nurses  for  begin- 
ning practice.  Interdisciplinary  teaching,  however, 
has  been  established  to  some  degree  in  the  many 
programs  preparing  nurses  for  expanded  roles.  In 
a 1976  study  of  86  certificate  programs,  25  had  a 
nurse  director  with  an  MD  co-director,  13  had  nurse 
and  MD  co-directors,  and  21  had  only  durse  direc- 
tors.7 Fifty-nine  (full-time  equivalent)  physicians 
were  on  the  teaching  staffs  of  these  certificate  pro- 
grams compared  to  17.8  (FTE)  physicians  teaching 
in  the  master’s  programs. 

Certification  for  Nurses  for  Expanding  Roles 

In  some  cases,  conflicts  related  to  interdisciplinary 
education  and  certification  have  been  amicably 
resolved  among  medical  and  nursing  specialty  groups 
and  the  ANA.  In  other  instances,  they  have  not. 
Basically,  the  profession  of  nursing  maintains  the 
right  to  educate  and  credential  its  practitioners.  The 
development  of  guidelines  for  short-term  courses, 
which  prepare  the  nurse  for  “additional  acts”  that,  to 
this  time,  have  been  generally  recognized  as  the 
practice  of  medicine,  has  been  a joint  effort  of 
physicians  and  nurses.  In  many  specialites,  both  have 
participated  in  the  development  of  examinations  for 
certification.  The  friction  does  not  relate  to  the  total 
expanded  role  of  the  nurse,  but  is  centered  around 
those  “additional  acts”  which  overlap  with  medicine. 

On  the  subject  of  certification,  several  philosophi- 
cal disagreements  remain  unresolved:  whether  certifi- 
cation for  the  nurse  practitioner  includes  nursing  and 
medical  practice  rather  than  nursing  practice  alone; 
whether  the  “additonal  acts”  become  part  of  an 
expanded  nursing  role  or  remain  a delegated  medical 
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role;  and  whether  certification  should  be  for  “excel- 
lence,” as  proposed  by  ANA,  or  for  entry  level 
practice  as  proposed  by  the  specialty  organizations.  It 
is  essential  that  these  questions  be  resolved  so  that  the 
two  independent  health  professions  can  function 
interdependently  and  in  harmony. 

Collegial  Roles  of  Nurses  and  Physicians 

Nursing  has  established  itself  as  a profession  which 
is  seeking  to  have  accepted  its  collegial  role  with  the 
medical  profession.  Physicians  and  nurses  have 
harmonious  working  relationships  when  both  individ- 
uals agree  to  physician  supervisory  roles  or  when  both 
agree  to  mutually  dependent  roles.  Patient  care 
improves  when  both  the  physician  and  nurse  function 
in  the  primary  care  modality.  Conflict  seems  to  arise 
when  there  is  not  agreement  on  territoriality  and 
when  functions  in  overlapping  roles  are  not  negotiat- 
ed. 

A major  point  of  friction  arises  from  the  tendency 
of  the  physician  to  look  upon  the  nurse  who  functions 
in  an  expanded  role  as  a “physician’s  extender.”  In 
contrast  to  the  physician’s  assistant,  the  nurse 
practitioner  is  an  independent  health  care  profession- 
al who  practices  nursing  under  her  own  license  and  is 
legally  accountable  to  the  consumer.  She  perceives 
her  role  as  consulting  with  physicians  rather  than 
functioning  under  their  supervision.  Within  the  scope 
of  her  preparation  and  competence,  she  makes 
decisions  about  levels  of  wellness  and  illness, 
identifying  patient  problems,  and  assuming  responsi- 
bility for  their  management  and  outcome.  She  is 
concerned  with  comprehensive  health  care,  including 
prevention  of  illness,  promotion  of  wellness,  and 
rehabilitation.  This  is  an  interdependent  role  shared 
with  other  health  professionals,  none  of  whom  can  do 
the  job  alone.  All  must  learn  to  work  together. 

Although  a few  nurses  have  established  private 
nursing  practices,  in  the  opinion  of  some  this  pattern 
does  not  seem  an  efficient  method  for  total  patient 
care  or  an  effective  structure  in  which  to  assure  the 
patient  total  health  care. 

Revision  of  Nurse  Practice  Acts 
and  Medical  Practice  Acts  to  Facilitate 
Expanded  Roles  in  Nursing 

•As  of  August  1977,  35  states  had  enacted  amend- 
ments to  the  nurse  practice  acts  expanding  the  scope 
of  permissible  nursing  functions.  Prior  to  these 
revisions  the  majority  of  state  acts  clearly  prohibited 
nurses  from  diagnosing  and  treating  and  were  a 
significant  barrier  to  role  expansion. 

In  addition  to  these  states,  Virginia  amended  its 
medical  practice  act  to  permit  delegation  of  medical 
functions  under  regulation  of  the  Board  of  Medicine. 
There  are  12  jurisdictions  which  have  statutory 
prohibitions  against  the  diagnosing  and  treating  of 


patients  by  nurses.  In  many  of  these,  bills  are  being 
drafted  to  change  this  provision. 

Statutes  in  25  of  the  states  provide  that  nurses 
may  engage  in  the  practice  of  such  medical  activities 
as  are  approved  jointly  by  the  state  medical  board 
and  state  board  of  nursing,  or  are  delegated  by  the 
physician  to  the  nurse.  As  a variation  on  this 
approach,  an  Illinois  statute  created  a Board  of 
Opinions  on  Professional  Nursing  composed  of 
nurses  and  physicians.  This  Board  periodically  issues 
opinions  as  to  whether  certain  acts  constitute  the 
practice  of  nursing. 

In  eight  states  nurses  are  permitted  to  engage  in 
“diagnosis”  within  the  nursing  context,  which  means 
identification  and  discrimination  between  physical 
and  psychological  signs  and  symptoms  essential  to 
effective  execution  and  management  of  the  nursing 
regimen. 

Nursing  diagnosis  has  also  been  defined  as  a 
description  of  actual  or  potential  health  problems 
which  nurses,  by  virtue  of  their  education  and 
experience,  are  capable  and  licensed  to  treat.8 

A number  of  states  permit  licensure  or  certification 
of  nurse  midwives  to  aid  in  childbirth  and  to  perform 
midwife  functions  pursuant  to  childbirth. 

The  National  Joint  Practice  Commission  (NJPC) 

The  NJPC  was  established  in  1972  with  joint 
sponsorship  of  the  AMA  and  ANA.  The  Commis- 
sion, with  its  46  state  counterpart  committees, 
provides  an  arena  at  the  state  and  national  level  in 
which  physicians  and  nurses  can  discuss  their 
congruent  roles  and  make  recommendations  for 
optimum  working  relationships  so  that  better  health 
care  will  be  provided  to  the  consumer.  The  Commis- 
sion is  composed  of  eight  members  from  each 
association  with  three  year  terms  of  appointment. 
Each  member  can  serve  to  a maximum  of  eight  years. 
Each  appointee  must  be  a member  of  his  respective 
association  and  at  least  five  of  the  eight  appointees 
must  spend  fifty  percent  or  more  of  their  time  in  direct 
patient  care.  AMA  members  are  nominated  by  the 
American  College  of  Obstetricians  and  Gynecologists, 
the  American  College  of  Physicians,  the  American 
College  of  Surgeons,  the  American  Academy  of 
Pediatrics,  the  American  Academy  of  Orthopaedic 
Surgeons,  and  the  American  Academy  of  Family 
Physicians  and  are  appointed  by  the  AMA  Board  of 
Trustees. 

The  major  accomplishments  of  the  National  Joint 
Practice  Commission  have  been: 

1.  The  organization  of  36  state  counterpart 
committees.  Ten  additional  state  joint  practice 
committees  have  been  appointed  but  have  not 
reported  activities  over  the  past  year.  Four  states  and 
the  District  of  Columbia  have  no  committees  or 
activities.  In  19  states  position  papers  have  been 
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developed  jointly  by  nurses  and  physicians  covering  a 
range  of  topics  related  to  the  issues  of  joint  practice: 
third  party  payment,  primary  health  care,  nurse  and 
medical  practice  acts,  emerging  health  professionals. 
(Appendix  111*). 

In  eight  states  regional  seminars  have  been 
conducted  on  topics  such  as  joint  practice  and  the 
provisions  of  new  practice  acts. 

Some  state  joint  practice  committees  have  worked 
with  state  nurses’  associations  seeking  revision  of 
nurse  practice  acts  to  facilitate  the  expanded  role  of 
the  nurse. 

In  discussion  among  committee  members,  signifi- 
cant progress  has  been  reported  toward  understand- 
ing and  agreement  on  issues  of  joint  practice. 

2.  Two  national  conferences  on  joint  practice,  one 
in  1972  and  the  second  in  1975  (a  third  national 
conference  on  joint  practice  is  being  planned  for 
1978). 


professional  practice  acts  be  reexamined  and  modi- 
fied where  necessary  to  insure  the  legality  of  expanded 
roles  for  nurses. 

Projections  for  the  Future 

The  NJPC  projects  that  at  least  three  more  years 
will  be  needed  to  accomplish  tasks  its  Commissioners 
have  set.  They  emphasize  the  need  “to  disseminate 
insights  and  demonstrate  their  effectiveness  on  a wide 
scale  both  to  the  medical  and  nursing  professions  and 
to  the  community  of  health  care  providers.” 

To  this  end  three  task  forces  have  been  organized 
by  NJPC.  One  will  produce  demonstrations  of  the 
establishment  of  joint  practice  in  four  target  hospitals 
in  different  regions  of  the  United  States,  and  develop 
guidelines  for  establishing  joint  practice  based  upon 
the  demonstrations.  This  task  force  is  being  spon- 
sored by  a Kellogg  Foundation  grant.  The  second 
task  force  will  examine  boundary  issues  between 
medicine  and  nursing  in  primary  care  settings.  The 


TRENDS  IN  NURSING  EDUCATION* 


SCHOOLS  OF  NURSING 


Type  of 
Program 

Number  of  Programs 
1965 

Number  of  Programs 
1975 

Baccalaureate 
Associate  Degree 
Diploma 

% 

210  17.1 

218  17.8 

797  65.1 

% 

330  23.4 

621  44.0 

461  32.6 

Total 

1,225  100.0 

1,412  100.0 

ADMISSIONS  AND  GRADUATIONS  IN  SCHOOLS  OF  NURSING 


Type  of 

Admissions 

Graduations 

Program 

1965-66 

1975-76 

1965-66 

1975-76 

% 

% 

% 

% 

Baccalaureate 

13,159 

21.6 

35,192 

32.0 

5,498 

15.7 

20,241 

27.1 

Associate  Degree 

8,638 

14.3 

50,180 

45.6 

3,349 

9.5 

32,622 

43.8' 

Diploma 

38,904 

64.1 

24,696 

22.4 

26,278 

74.8 

21,673 

29.1 

Total 

60,701 

100.0 

1 10,068 

100.0 

35,125 

100.0 

74,536 

100.0 

GRADUATE  DEGREES  EARNED  IN  NURSING 


1965-66 

1975-76 

Doctoral 

14 

74 

Masters 

1,279 

2,674 

Total 

1,293 

2,748 

*Division  of  Research,  National  League  for  Nursing 

3.  Publication  of  A Study  on  Nursing  Practice 
Acts  by  Virginia  Hall,  an  Annotated  Bibliography  on 
Joint  Practice,  and  Together,  a casebook  on  joint 
practice  in  primary  care. 

4.  The  exercise  of  leadership,  through  its  state 
committees,  in  efforts  to  adjust  legal  barriers  to 
permit  role  expansion.  The  NJPC  has  urged  that 


third  task  force  will  conduct  an  interprofessional 
review  of  medicine  and  nursing  practice  in  hospitals. 
Each  of  these  task  forces  plan  to  publish  its  findings 
and  recommendations. 

The  support  of  both  the  AM  A and  ANA  is  essential 
as  the  NJPC,  by  means  of  its  task  forces,  arrives  at 
recommendations  to  improve  patient  care  through 
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better  nurse-physician  relationships  in  changing  roles, 
in  hospital  and  community  settings.  Implementation 
of  these  recommendations  and  use  of  proposed 
guidelines  will  depend  on  the  establishment  of  active 
state  and  local  joint  practice  committees. 

As  nursing  education  has  undergone  change,  so  too 
has  nursing  practice.  With  the  growth  of  nurse 
practitioner  programs,  nurse  and  medical  practice 
acts  have  been  revised  to  permit  role  expansion.  The 
process  has  not  always  been  without  friction.  The 
NJPC  provides  a mechanism  for  resolution  of 
difficulties  and  for  bettering  the  relationships  between 
medicine  and  nursing.  Attempts  are  being  made  by 
AMA  and  ANA  organizational  leadership  to  develop 
a base  for  better  understanding,  mutual  respect,  and 
cooperation. 
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^APPENDIX  III 


Joint  Practice  and  Liaison 

Committees  in  the  States 

States  Which  Have  Joint  Practice  Committees  (32) 

Arkansas 

Illinois 

Missouri 

South  Carolina 

California 

Indiana 

Nevada 

South  Dakota 

Colorado 

Kansas 

New  Hampshire 

Tennessee 

Connecticut 

Kentucky 

New  Jersey 

Texas 

Delaware 

Massachusetts 

New  York 

Vermont 

Florida 

Michigan 

North  Carolina 

Virginia 

Georgia 

Minnesota 

North  Dakota 

Washington 

Mississippi 

Oregon 

Wisconsin 

Wyoming 

States  Which 

Have  Liaison  or  Similar  Committees  (4) 

Iowa 

Maine 

Maryland 

West  Virginia 

States  with  Inactive  Committees  (10) 

Arizona 

Montana 

Alaska 

New  Mexico 

Hawaii 

Pennsylvania 

Idaho 

Rhode  Island 

Louisiana 

Utah 

States  Having  No  Committees  or  Activities  (4  + D.C.) 

Alabama 

Nebraska 

District  of 

Ohio 

Columbia 

Oklahoma 
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Assessing  Observer  and  Method  Variability 

in  Medicine 

DOMENIC  V.  CICCHETTI,  PH.D. 


ABSTRACT— The  purpose  of  this  paper  is  to  define 
and  describe  those  essential  biostatistical  issues  which 
are  germane  to  an  understanding  of  the  assessment  of 
observer  or  method  variability  in  many  areas  of 
medicine.  It  is  written  for  the  practicing  physician 
who  may  desire  a general,  relatively  nontechnical 
understanding  of  this  important  and  often  neglected 
area  of  knowledge. 


Defining  Observer  or  Method  Variability 

Observer  variability  affects  virtually  every  aspect  of 
clinical  medicine  and  investigation. 12  As  noted 
recently,  by  Cicchetti  and  Conn,3  this  rather  ubiqui- 
tous phenomenon  can  be  understood  in  the  context  of 
two  fundamental  questions:  (1)  To  what  extent  are 
two  or  more  independent  assessments  of  the  same 
clinical  phenomenon  in  agreement  with  each  other? 
and  (2)  When  there  is  less  than  complete  agreement  is 
the  variation  in  measurement  or  judgment  random  or 
systematic? 

The  first  question  really  means  to  what  extent  are 
the  judgments  or  measurements  we  are  comparing 
interchangeable  with  respect  to  each  other?  As  an 
example  of  the  first  question,  when  one  pathologist 
classifies  a given  number  of  cases  of  Lymphoma  as 
Hodgkin’s  disease,  how  often  will  a second  patholo- 
gist give  the  same  cases  the  same  diagnosis4  ( interob - 
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server  agreement)?  We  can  also  ask  how  consistent  is 
a given  observer  with  his  own  judgment  (i.e.,  when 
asked  to  retype  the  same  cases  at  a future  date).  This 
phenomenon  is  known  as  m/raobserver  agreement. 
One  can  further  classify  the  level  of  interobserver 
agreement  as  an  index  of  either  reliability  or  validity, 
depending  upon  whether  or  not  there  is  a standard 
against  which  to  determine  the  correctness  of  the 
judgment  in  question.5  As  an  example  of  validity 
assessment,  we  can  compare  the  consensus  diagnoses 
for  VDRL  syphilis  serology  specimens  between  a 
group  of  noted  syphilologists  with  the  performance  of 
individual  laboratories  examining  the  same  speci- 
mens.6 

The  second  aspect  of  observer  variability  concerns 
itself  with  the  question  of  bias  or  whether  the 
obtained  differences  between  observers  or  methods  is 
a systematic  one  or  not.  Thus,  if  we  compare 
Hexokinase,  as  a reference  method,  to  Neocuproine, 
for  determining  serum  glucose  levels,  we  want  to 
know  not  only  how  well  the  two  methods  agree  but 
whether,  indeed,  Neocuproine  produces  consistently 
higher  or  lower  serum  glucose  levels  than  Hexoki- 
nase. This  is  a very  important  distinction  since  it  is 
quite  possible  to  have  acceptably  high  levels  of 
agreement  accompanied  by  appreciably  high  levels 
of  bias.  The  size  of  this  systematic  difference  will 
determine  for  the  individual  pathologist  whether  it  is 
clinically  important.  For  an  excellent  discussion  of 
bias  as  it  is  defined  and  measured  statistically  in  the 
clinical  laboratory,  the  interested  reader  is  referred  to 
Roy  Barnett’s  lucid  textbook.7 

It  is  also  possible  to  speak  of  bias  in  terms  of 
nonmeasurement  data,  for  example,  the  diagnosis  of 
“presence”  or  “absence”  of  esophageal  varices  by  X- 
ray  and  endoscopy.8  We  may  find  that  one  of  these 
two  methods  significantly  overdiagnoses  esophageal 
varices  relative  to  the  other. 
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Qualitative  Scales  of  Classification 

Nominal  Categories:  Critical  medical  decisions  or 
judgments  are  made  at  least  in  part  on  the  basis  of 
qualitative  examination  of  clinical  materials.  Thus,  a 
shadow  on  an  X-ray  may  indicate  that  one  has  lung 
cancer;  the  tracings  of  an  electroencephalogram  may 
be  taken  as  a sign  of  epilepsy;  or  the  microscopic 
examination  of  a breast  slide  may  determine  that  one 
has  carcinoma  of  the  breast. 

Such  qualitative  data  may  be  examined  on  the  basis 
of  case  assignment  to  categories  of  clinical  classifica- 
tion. In  the  simplest  case,  the  categories  bear  no 
ordered  relationship  to  each  other  and  are  known 
as  nominal  scales.  For  example,  we  might  define 
esophageal  varices  as  simply  “present”  or  “absent”;3 
or  we  might  classify  lymphomas  as:  lymphosarcoma, 
reticuloarcoma,  Hodgkin’s  disease,  or  malignant 
lymphoma,  not-otherwise-specified.4  With  respect  to 
assessment  of  observer  or  method  variability  in 
diagnosing  from  nominal  categories,  we  can  speak  in 
terms  of  whether  independent  observers  assign  cases 
to  the  same  categories.  The  proportion  of  cases  which 
are  assigned  to  the  same  categories  by  pairs  of 
observers  defines  their  level  of  overall  interobserver 
agreement. 

Ordinal  Categories:  In  distinct  contrast  to  nominal 
categories  of  classification,  ordinal  categories  are 
defined  on  the  basis  of  the  ordered  relationship  the 
categories  bear  to  each  other.  Thus,  in  a recent  article 
in  this  journal,  the  clinical  performance  rating  of 
pediatric  house  officers  was  rated  on  a four  category 
ordinal  scale  as  (1)  “excellent”;  (2)  “competent”; 
(3)  “definite  problem”;  or  (4)  “unsatisfactory”.9 

It  is  important  to  note  the  implications  an  ordinal 
classification  of  categories  has  for  the  valid  assess- 
ment of  observer  variability.  With  nominal  catego- 
ries, it  will  be  recalled  we  can  only  speak  in  terms 
of  agreement  or  disagreement  between  observers  or 
methods.  In  the  case  of  ordinal  data,  it  makes  clinical 
sense  to  talk  in  terms  of  levels  of  agreement  and 
disagreement.  Put  another  way,  the  advantage  ordinal 
systems  have  over  nominal  classification  systems  is 
that  ordinal  systems  allow  us  to  grade  the  seriousness 
of  the  discrepancy  between  pairs  of  classifications  or 
ratings  of  the  same  clinical  material.  For  example, 
recall  the  ordinal  system  of  classification  of  pediatric 
house  officer  performance  as  1 = “excellent”; 

2 = “competent”-,  3 = “definite  problem”;  and  4 = “un- 
satisfactory”. The  most  serious  rater  confusion 
would,  of  course,  be  between  “excellent”  and  “un- 
satisfactory” since  it  represents  the  maximal  possible 
disagreement  level  any  two  raters  can  attain  using  this 
ordinal  rating  scale.  Next  most  serious  would  be  rater 
confusions  between  performance  levels  two  ordinal 
categories  apart  (i.e.,  either  between  “excellent”  and 
“definite  problem”  or  between  “competent”  and 


“unsatisfactory”).  Whenever  pairs  of  raters  assigned 
pediatric  officers  to  the  same  ordinal  category  of 
classification,  this  would  represent  maximal  or  perfect 
agreement.  The  various  possible  weights  or  rater 
“credit”  one  can  assign  to  these  various  levels  of 
agreement  or  for  any  ordinalized  scale  of  classifica- 
tion have  been  derived  by  Cicchetti  in-  a recently 
published  article.10  These  vary  as  a function  of  the 
number  of  ordinal  categories  and  also  as  a function  of 
whether  the  system  of  classification  contains  a 
category  denoting  “absence”.  With  respect  to  the 
latter  issue,  consider  diagnosing  syphilis  serology 
specimens  on  the  basis  of  the  qualitative  VDRL  test 
as  “negative”,  “weakly  reactive”,  or  “reactive”.  As 
noted  by  Cicchetti,  Keitges,  and  Barnett,6  the  con- 
fusion between  “negative”  and  “weakly  reactive” 
is  far  more  serious  than  that  between  “weakly 
reactive”  and  “reactive”,  in  spite  of  the  fact  that  both 
rater  discrepancies  are  one  ordinal  category  apart. 
This  can  be  contrasted  to  an  ordinal  system  of 
classification  which  does  not  contain  a category 
denoting  absence,  for  example,  the  extent  of  osteoar- 
thritis defined  as  “slight,”  “moderate,”  or  “severe.”  In 
this  case,  the  confusion  between  “moderate”  and 
“severe”  appears  about  as  serious,  clinically,  as  that 
between  “moderate”  and  “slight.”  The  reason  for  the 
difference  between  these  two  types  of  ordinal  scales  is 
that  in  the  syphilis  serology  system  of  classification 
confusing  “negative”  with  “weakly  reactive”  is 
tantamount  to  confusing  “absence”  of  a disease  with 
its  “presence”.  On  the  other  hand,  confusing  “weakly 
reactive”  with  “reactive”  merely  confuses  the  degree  of 
severity  of  the  diagnosed  disease  and  so  is  not  as 
clinically  serious.  To  the  extent  that  we  can  ordinalize 
qualitative  data,  in  a manner  that  is  clinically 
relevant,  this  allows  us  to  assign  levels  of  partial  rater 
agreement  not  possible  with  nominal  scales  of 
classification. 

Quantitative  Scales  of  Classification 

As  already  implied,  quantitative  scales  involve  an 
actual  measurement  of  one  type  or  another  (e.g., 
hypercalcemia  measured  as  greater  than  12  mg/ 100 
cc;7  or  blood  pressure  measured  in  mm.  Hg.).  With 
quantitative  scales,  we  can  talk  sensibly  about  exact 
differences  between  individuals  on  given  measure- 
ments. Thus,  a patient  serum  glucose  reading  of  335 
mg/dl  is  235  mg/dl  higher  than  one  of  100  mg/dl. 
Yet,  two  caveats  need  to  be  forcefully  stressed  here. 
Observer  or  method  differences,  even  with  quantita- 
tive data,  have  often  been  shown  to  be  considerable;7 
and  even  after  the  data  are  available  the  physician  is 
still  faced  with  translating  these  numbers  into 
qualitative  judgments.  For  example,  is  a given 
elevated  glucose  value  normal,  or  does  it  represent,  in 
a relative  sense,  hyperglycemia  for  a patient  whose 
usual  glucose  level  falls  on  the  low  side  of  normal? 
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Biostatistical  Assessment  of 
Observer/Method  Variability 

The  issues  we  need  to  discuss  now  are:  the  various 
relevant  indices  of  observer  or  method  agreement  and 
bias  and  the  appropriate  statistics  and  computer 
programs  required  to  obtain  these  indices. 
Qualitative  Data: 

Indices  of  Agreement:  Several  indices  of  agreement 
have  relevance  for  nominal  and  ordinal  scales  of 
classification,  and  one  needs  to  differentiate  among 
them  in  order  to  appreciate  their  clinical  importance. 

1.  Observed  or  Obtained  Agreement.  This  index 
refers  simply  to  the  overall  level  of  agreement  one 
obtains  either  between  or  within  observers  or 
methods.  It  is  averaged  across  all  categories  of 
classification  and  is  expressed  as  an  overall 
proportion  or  percentage.  It  is  the  most  frequently 
reported  index  in  observer  variability  studies  in 
medicine.  As  an  example,  Hakama  and  associates 
in  their  study  of  the  reliability  of  histopathologic 
diagnosis  of  malignant  lymphoma,  report  an 
overall  agreement  level  of  73%4  between  the 
independent  typings  of  two  pathologists. 

2.  Chance  Agreement.  Another  important  index  of 
overall  agreement  represents  the  amount  of 
observer  or  method  agreement  we  can  expect 
solely  on  the  basis  of  chance.  The  more  frequently 
the  same  category  of  classification  is  utilized  by 
any  two  observers,  the  more  agreement  we  can 
expect  on  the  basis  of  chance  alone.  For  example, 
if  two  observers  both  diagnose  “presence”  of  a 
symptom  in  about  60%  of  the  cases  and  “absence” 
in  the  remaining  40%,  they  will  agree,  by  chance 
alone  more  than  50%  of  the  time  (e.g., 
,602  + ,402  = .52  or  52%).  It  is  important  to 
determine  whether  the  obtained  level  of  overall 
agreement  is  appreciably  higher  than  that  due  to 
chance  alone.  Although  chance  agreement  has  not 
been  very  frequently  measured  in  observer  varia- 
bility studies  in  medicine,  Koran  has  utilized  this 
index,  whenever  possible,  in  his  comprehensive 
review  of  observer  variability  studies  in  medicine.1'2 

3.  Specific  Agreement.  The  specific  agreement  index 
is  simply  the  amount  of  agreement  between 
observers  on  any  given  category  of  classification. 
As  an  example,  recall  that  Hakama  and  col- 
leagues4 report  an  overall  index  of  agreement,  for 
various  types  of  lymphomas,  as  73%.  Yet  when  one 
examines  their  data  more  closely,  it  becomes  clear 
that  diagnostic  agreement  for  Hodgkin’s  disease  is 
much  higher  than  73%  while  that  for  other  types  of 
lymphoma  appears  considerably  lower  than  73%. 
Indices  of  Bias:  In  assessing  observer/method  bias 

with  qualitative  data,  we  are  interested  in  examining 
those  cases  which  are  not  in  complete  agreement. 
Here  the  various  indices  tell  us  whether  there  is  a 


systematic  tendency  for  one  observer  or  method  to 
give  different  results  than  another.  For  example,  does 
endoscopy  consistently  underdiagnose  esophageal 
varices  relative  to  radiologic  assessment?  When  there 
is  no  bias  at  all,  half  the  cases  will  represent  so-called 
underreadings  and  the  remaining  half  will  represent 
so-called  overreadings.  In  the  case  of  an  objective 
criterion  against  which  to  measure  a dichotomous 
outcome  (“presence”  or  “absence”  of  a clinical  sign), 
we  can  talk  in  terms  of  false  positives  (over  diag- 
noses) and  false  negatives  (under  diagnoses).  When 
there  is  no  bias,  these  two  types  of  error  occur  ran- 
domly so  that  their  frequency  of  occurrence  is  ap- 
proximately the  same. 

Apart  from  the  bias  indices  themselves,  important 
clinical  considerations  center  about  the  following 
issues:  (1)  What  proportion  of  the  total  number  of 
cases  receives  biased  clinical  judgments?  and  (2)  In 
the  case  of  ordinal  data,  how  many  categories  of 
classification  tend  to  separate  the  various  pairs  of 
disagreed  upon  evaluations?  Depending  upon  the 
answers  to  these  questions,  a physician  can  determine 
the  extent  to  which  the  bias  is  clinically  relevant.  For 
example,  any  bias  judgments  involving  benign  vs. 
malignant  tumor  would,  of  course,  be  clinically  far 
more  serious  than  those  due  to  a confusion  between 
adjacent  categories  of  extent  of  metastatic  involve- 
ment. Here,  the  best  judgment  of  the  physician  is 
required  to  interpret  the  clinical  meaning  of  statisti- 
cally significant  levels  of  observer  or  method  bias. 

Recommended  statistical  tests  for  assessing  ob- 
server or  method  agreement  and  bias,  for  qualitative 
data,  can  be  found  in  a number  of  publications  by 
Cohen  and  colleagues;"'13  Cicchetti,  et  a/.;1014"16 and 
by  Bishop  and  associates.17  The  required  computer 
programs  which  utilize  these  recommended  statistical 
approaches  can  be  found  in  Cicchetti  and  colleagues18 
and  by  writing  to  the  author. 

Quantitative  Data: 

Appropriate  statistical  approaches  required  for 
quantitative  scales  or  measurement  data  are  found  in 
a recent  article  by  Bartko  and  Carpenter.19  These 
authors  discuss  the  advantages  of  their  approaches 
over  standard  statistical  methods.  Finally,  the 
availability  of  a computer  program  for  assessing 
observer/ method  agreement  and  bias,  for  quantita- 
tive data,  is  discussed  by  Cicchetti,  Aivano,  and 
Vitale.20 

REFERENCES 

1.  Koran  LM:  The  reliability  of  clinical  methods,  data  and 
judgments.  N Engl  J Med,  293:  642-646,  1975.  (First  of  two 
parts) 

2.  Koran  LM:  The  reliability  of  clinical  methods,  data  and 
judgments.  N Engl  J Med,  293:695-701,  1975.  (Second  of  two 
parts) 

3.  Cicchetti  DV  and  Conn  HO:  A statistical  analysis  of  reviewer 
agreement  and  bias  in  evaluating  medical  abstracts.  Yale  J Biol 
Med.  49:373-383,  1976 


VOLUME  42,  NO.  4 


255 


4.  Hakama  M,  Franssila  K,  and  Saxen  E:  Reliability  of 
histopathologic  diagnosis  of  malignant  lymphoma.  Ann  Clin 
Res,  5:104-108,  1973 

5.  Fleiss  JL:  Measuring  agreement  between  two  judges  on  the 
presence  or  absence  of  a trait.  Biometrics,  31:651-659,  1975 

6.  Cicchetti  DV,  Keitges  PW,  and  Barnett  RN:  How  many  is 
enough?  A statistical  study  of  proficiency  testing  of  syphilis 
serology  specimens.  Health  Lab  Sci,  11:299-305,  1974 

7.  Barnett  RN:  Clinical  Laboratory  Statistics.  Boston,  Little, 
Brown  & Company,  1971.  Second  Printing,  Revised,  Sep- 
tember 1974 

8.  Conn  HO,  Mitchell  JR,  and  Brodoff  M:  A comparison  of  the 
radiologic  and  esophagoscopic  diagnosis  of  esophageal  varices. 
N Engl  J Med,  265:160-164,  1961 

9.  Margolis  CZ  and  Cook  CD:  Rating  pediatric  house  officer 
performance.  Conn  Med,  40:539-543,  1976 

10.  Cicchetti  DV:  Assessing  inter-rater  reliability  for  rating  scales: 
Resolving  some  basic  issues.  Br  J Psychiatry,  129:452-456,  1976 

11.  Cohen  J:  Weighted  kappa:  Nominal  scale  agreement  with 
provision  for  scaled  disagreement  or  partial  credit.  Psychol 
Bull,  70:213-220,  1968 

12.  Fleiss  JL,  Cohen  J,  and  Everitt  BS:  Large  sample  standard 
errors  of  kappa  and  weighted  kappa.  Psvchol  Bull,  72:323-327 , 
1969 

13.  Cohen  J:  A coefficient  of  agreement  for  nominal  scales.  Educ 
Psychol  Meas,  20:37-46,  1960 


14.  Cicchetti  DV,  Fontana  AF,  Dowds  B Noel:  Assessing  Specific 
category  reliabilities  for  rating,  scales  in  behavioral  research. 
Paper  presented  at  the  85th  Annual  Meeting  of  the  Amer- 
ican Psychological  Association,  San  Francisco,  California, 
August  1977 

15.  Aivano  SL,  Cicchetti  DV,  and  Levine  J:  Selecting  the  most 
reliable  from  a set  of  judges:  Toward  a general  solution.  Proc 
Am  Statist  Assoc  (Social  Statistics  Section),  19:145-147,  1976 

16.  Cicchetti  DV  and  Fleiss  JL:  Comparison  of  the  null 
distributions  of  weighted  kappa  and  the  C ordinal  statistic. 
Appl  Psychol  Meas,  2:195-201,  1977 

17.  Bishop  YMM,  Fienberg  SE,  and  Holland  PW:  Discrete 
multivariate  analysis:  Theory  and  practice.  Cambridge,  MIT 
Press,  1975,  pp  281-309 

18.  Cicchetti  DV,  Aivano  SL,  and  Vitale  J:  Computer  programs 
for  assessing  rater  agreement  and  rater  bias  for  qualitative 
data.  Educ  Psychol  Meas,  37:195-201,  1977 

19.  Bartko  JJ  and  Carpenter  WT:  On  the  methods  and  theory  of 
reliability.  J Nerv  Ment  Dis,  163:307-317,  1976 

20.  Cicchetti  DV,  Aivano  SL,  and  Vitale  J:  A computer  program 
for  assessing  the  reliability  and  systematic  bias  of  individual 
measurements.  Educ  Psychol  Meas,  36:761-764,  1976 


A more  comprehensive,  detailed  copy  of  this  report  is  available 
from  the  author  upon  request. 


“Turning  now  to  the  products  of  special  ductless  glands,  we  find  the  subject  to  be 
much  more  of  interest  because  our  knowledge  is  more  certain.  Brown-Sequard  first 
attracted  the  world’s  attention  to  his  wonderful  “Elixir  of  Life,”  namely,  injections 
hypodermatically  of  testicular  fluid.  But  his  discovery  caused  many  deaths  from 
septicemia  because  the  method  of  preparing  the  substance  and  its  preservation  was  so 
crude.  Enough  to  say  of  this  product  that  we  have  probably  much  to  learn  concerning 
it  and  that  orchitic  substance  has  been  recommended  in  such  conditions  as 
melancholia  and  hypochondriasis,  as  well  as  in  senility. 

As  to  the  value  of  orchitic  extract  or  fluid,  whether  or  not  we  can  positively  get 
good  results  as  a general  rejuvenator  or  mental  debility,  or  an  actual  impotence,  is 
still  a subject  for  future  research.  . . . 

The  value  of  ovarian  extract  is  still  subject  to  question,  although  it  has  been  used 
with  apparent  good  results  in  many  disorders  of  the  female  organism,  but  so  many  of 
these  conditions  are  surrounded  by  hysterical  manifestations  and  psychic  phenomena 
that  we  cannot  always  separate  the  actual  results  of  treatment  from  those  caused  by 
the  impression  made  on  the  mind.” 

Address  by  O.T.  Osborne,  M.D.,  before  107th  annual  meeting  of  the  Connecticut 
State  Medical  Society,  in  1899. 
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Visiting  Professor  in  Iran 

BERNARD  LYTTON,  M B.,  F.R.C.S. 


“It  is  easier  to  discover  a deficiency  in 
individuals,  in  states,  and  in  providence,  than  to 
see  their  real  import  and  value.”  (Hegel) 

Visiting  Professor  in  Iran 

The  country  of  Iran  is  one  of  contrasts  and  at 
present  one  of  controversy.  It  is  not  the  purpose  of 
this  short  article  to  pass  any  judgements  but  only  to 
recount  a brief  and  pleasant  experience  as  a visiting 
professor  of  urology.  I was  invited  by  the  Chief  of 
Surgery  of  Pahlavi  University,  in  Shiraz,  to  spend  two 
months  at  the  Medical  School  to  participate  in  the 
recently  established  residency  training  program  in 
Urology  and  to  be  involved  in  the  teaching  of  both 
undergraduates  and  graduates  throughout  the  Medi- 
cal Center. 

Shiraz  has  been  called  the  city  of  poets  and  saints 
and  is  the  site  of  the  ancient  capital  of  Persia.  Its 
origin  dates  back  over  2,000  years  to  the  time  of  the 
Archemenid  kings  and  it  has  a tumultuous  and  violent 
history.  Despite  the  many  destructive  conquests 
Persian  culture  continued  to  flourish  in  the  city  and 
two  of  her  most  well  known  poets  Hafez  and  Saadi 
lived  in  Shiraz,  their  memory  now  preserved  in  two 
beautiful  gardens.  The  city  is  situated  at  5,000  feet  in 
the  mountains  of  southern  Iran,  some  150  miles 
inland  from  the  Persian  Gulf,  and  500  miles  southeast 
of  Teheran  and  serves  as  the  provincial  capital  of  the 
Fars.  The  population  numbers  only  400,000  but  it  is 
the  major  metropolitan  center  for  about  two  to  three 
million  people.  Its  tree-lined  avenues  and  carefully 
tended  gardens  contrast  sharply  with  the  bleak  and 
arid  mountains  which  surround  it.  The  sun  shines 
from  a clear  blue  sky  for  much  of  the  year,  the 
humidity  is  low  and  the  nights  cool.  The  people  are 
friendly  and  hospitable,  the  pace  is  leisurely  and  the 
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traffic  frenetic.  Iran  is  a Muslim  country  but  differs 
from  its  Arab  neighbors  in  that  the  majority  of  the 
people  are  Shiite  muslims,  followers  of  the  lineal 
descendants  of  the  prophet,  and  do  not  belong  to  the 
Sunni  sect  which  predominates  in  the  Arab  countries. 

The  University  has  two  major  teaching  hospitals, 
Nemazee,  which  is  a private  hospital  of  about  300 
beds,  used  primarily  for  private  patients  of  the 
faculty.  The  other,  Saadi  Hospital,  is  a charity  type 
hospital  directly  adjacent  to  the  Medical  School. 
Residents  and  students  are  assigned  to  both  hospitals 
and  the  organizational  arrangements  are  similar  to 
those  in  this  country.  Nemazee  Hospital  stands  at  the 
top  of  the  Zand,  the  main  street  of  the  city,  in  a well- 
kept  park  or  compound  within  which  there  are  30  to 
40  villas  that  serve  as  homes  for  members  of  the 
faculty. 

Each  is  surrounded  by  its  own  distinctive  garden 
containing  a profusion  of  flowers,  tropical  plants, 
fruit  trees,  walnut  trees  and  other  exotic  vegetation, 
cared  for  by  some  25  gardeners.  The  complex  was 
built  about  30  years  ago  by  an  entrepreneur  of  the 
same  name  who  was  president  of  the  water  company, 
a particularly  precious  commodity  of  Iran.  The 
income  from  the  water  company  still  provides  the 
hospital  with  a modest  endowment  for  the  purchase 
of  special  equipment.  It  is  run  as  a profit-making 
institution  and  its  facilities  are  comparable  to  those  of 
a small  community  hospital  in  the  United  States. 

Saadi  Hospital  is  situated  three  quarters  of  a mile 
from  Nemazee  on  the  Zand  near  the  center  of  the  city. 
It  serves  the  people  of  the  city  (who  have  no 
insurance)  and  the  numerous  tribal  communities  in 
the  surrounding  area.  It  has  an  extremely  busy 
emergency  room,  and  while  it  is  well  equipped, 
functions  less  efficiently  than  the  private  hospital.  The 
Government  presently  provides  health  insurance  for 
most  people  who  are  employed  and  generally  obtain 
their  care  at  a private  hospital.  Those  without 
insurance  go  to  Saadi  Hospital  or  one  of  the  several 
government  hospitals.  Saadi  has  many  of  the 
problems  encountered  in  our  own  charity  type 
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hospitals  but  these  are  unfortunately  compounded  by 
the  ever  pervasive  maintenance  problems.  Frequently 
modem  equipment,  although  available,  is  unservicea- 
ble. There  is  moreover  a reluctance  on  the  part  of 
many  employees  to  accept  responsibility  so  that  even 
minor  decisions  are  referred  to  higher  authority  which 
leads  to  frustrating  delays,  and  aggravates  the 
problem  of  getting  things  done.  Many  of  the 
difficulties  in  Iran  stem  from  the  administrative 
problems  and  social  changes  resulting  from  rapid 
modernization  and  industrialization.  Fifty  years  ago 
the  country  was  primarily  a feudal  and  tribal  society, 
but  this  began  to  change  following  the  development  of 
the  oil  industry  in  Iran,  followed  a few  years  later  by 
the  overthrow  of  the  Qajars  by  Reza  Shah,  founder  of 
the  present  Pahlavi  Dynasty.  The  process  of  change 
became  accelerated  in  1964  by  the  sudden  acquisition 
of  large  oil  revenues  after  Dr.  Mossadeq,  the  elderly, 
eccentric  but  charismatic  Prime  Minister,  national- 
ized the  Anglo-Iranian  Oil  Company.  This  company, 
once  described  as  the  best  investment  the  British 
Government  ever  made,  has  now  become  the  main 
source  of  capital  for  the  many  national  development 
and  investment  programs  presently  under  way. 
During  the  past  10  or  15  years  industrialization  has 
been  accelerated  by  advice  and  direction  from  many 
foreign  companies.  Steel  mills  have  been  constructed 
with  the  aid  of  Russian  engineers  and  technicians; 
assembly  plants  have  been  established  for  tractors  and 
automobiles  with  the  help  of  the  Rumanians,  British 
and  French;  and  the  Iran  Electric  Company  has  been 
developed  by  close  collaboration  with  Westinghouse. 
There  is  at  present  a great  deal  of  new  construction  in 
progress,  ranging  from  hotels  and  hospitals  to  private 
dwellings  and  apartment  houses.  This  rapid  develop- 
ment has  produced  burgeoning  inflation  and  a 
shortage  of  labor  and  materials.  There  is  also  a 
serious  shortage  of  skilled  technicians  and  profession- 
al personnel. 

This  lack  of  professional  personnel  includes 
physicians  and  is  aggravated  by  the  emigration  of  an 
estimated  70-80%  of  the  physicians,  trained  in  Iran,  to 
practice  abroad.  This  represents  a disastrous  drain  of 
medical  manpower  and  concerted  efforts  are  presently 
being  made  to  reverse  this  trend.  It  is  somewhat 
surprising  that  the  lack  of  physicians  extends  even  to 
the  private  sector  where  the  rewards  and  standards  of 
living  are  comparable,  if  not  better,  than  those  for 
successful  physicians  in  the  United  States.  The  reason 
generally  given  for  the  exodus  is  the  lack  of  facilities 
for  patient  care  in  Iran  both  in  terms  of  equipment 
and  more  importantly,  in  the  provision  of  ancillary 
services.  Progress  has  been  made,  however,  toward 
the  solution  of  both  of  these  problems  by  the 
recruitement  and  training  of  more  health  care 
workers. 

The  spectrum  of  disease  in  Iran  is  somewhat 
different  from  that  which  is  encountered  in  the  United 


States  and  Western  Europe.  Coronary  artery  disease 
is  uncommon  in  Shiraz  but  has  recently  been  found  to 
be  on  the  increase  and  seems  to  be  related  to  the 
advent  of  the  automobile  and  all  that  this  represents. 
Infectious  diseases  such  as  typhoid,  brucellosis,  and 
tuberculosis  are  endemic,  and  parasitic  infections  are 
fairly  common.  Urinary  calculi  are  endemic  and  there 
is  an  extremely  high  incidence  of  this  problem  in 
children.  Calculus  disease  may  be  associated  with 
serious  renal  impairment,  often  in  the  absence  of 
infection.  During  the  2 months  in  Iran,  I operated  on 
10  children  under  the  age  of  12  with  urinary  lithiasis, 
two  of  whom  aged  5 and  6 years  presented  with 
uremia  as  a result  of  obstruction.  One  of  these 
children  subsequently  died  of  renal  failure,  the 
obstruction  having  been  relieved  too  late  to  salvage 
renal  function.  Young  male  infants  commonly  present 
in  the  emergency  room  with  acute  retention  due  to 
calculi  impacted  in  the  membranous  urethra.  Many  of 
these  juvenile  stones  have  been  proved,  on  crystallo- 
graphic analysis,  to  contain  a high  proportion  of 
ammonium  acid  urate  in  association  with  calcium 
oxalate  or  carbonate  apatite.  Ammonium  acid  urate 
is  a rare  constituent  of  urinary  calculi  and  has  only 
been  reported  in  calculi  in  Turkey,  Thailand,  Israel 
and  Northern  India  where  juvenile  stone  disease  is 
endemic.  It  was  also  a major  constituent  of  a group  of 
museum  stones  discovered  in  Norwich,  England, 
dating  from  1800  A.D.  This  type  of  stone  has 
however,  since  disappeared  from  England.  It  has  been 
suggested  that  the  cause  of  these  stones  is  related  to 
poor  socio-economic  conditions  in  that  children  in 
these  communities  subsist  on  a high  acidogenic  rice 
diet  with  a low  phosphate  intake.  Investigation  into 
the  origin  of  these  calculi  would  seem  to  provide  a 
fertile  field  for  further  study. 

Cancer  of  the  prostate  is  relatively  uncommon  in 
Shiraz  but  bladder  cancer  is  seen  frequently  and 
appears  to  be  associated  with  opium  smoking. 
Whether  it  is  related  to  the  ingestion  of  opium 
alkaloids  or  to  the  inhalation  of  the  charcoal  fumes 
used  to  burn  the  opium  is  not  clear.  Opium  smoking  is 
legally  allowed  only  for  elderly  individuals,  that  is, 
those  already  addicted  when  prohibition  was 
introduced — what  might  be  called  a “grandfather 
clause.”  Illicit  opium  trading  is  heavily  punished  and 
prison  sentences  for  peddlers  are  dose-related. 

Lower  urinary  tract  infections  in  women  appear  to 
be  much  less  common  than  in  the  United  States  and 
Western  Europe.  Some  physicians  claim  that  this  is 
related  to  the  Muslim  custom  of  washing  after  voiding 
but  it  would  seem  more  likely  to  be  related  to  a better 
defense  mechanism  in  the  vaginal  introitus  against 
pathogenic  organisms.  Diverticulitis  and  granuloma- 
tous bowel  disease  are  almost  unknown  and  is 
attributed  to  the  high  fruit  and  vegetable  content  of 
the  diet.  Lymphoma  of  the  bowel,  however,  is  one  of 
the  commonest  neoplastic  diseases  encountered  and  is 
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reminiscent  of  the  Burkitt’s  lymphoma  and  its 
endemic  character  in  Central  Africa. 

The  prevalence  or  absence  of  different  disease 
entities  was  one  of  the  most  interesting  features  of 
the  visit.  Whether  this  can  be  ascribed  to  environmen- 
tal, nutritional  or  genetic  factors  or  a combination  of 
these  is  not  certain  but  seems  to  be  an  important  and 
interesting  problem  to  study. 

The  experience  of  working  and  caring  for  patients 
in  Iranian  hospitals  and  my  conversations  with  many 
physicians  in  different  specialties  left  me  with  the 
distinct  impression  that  our  attitudes  towards  the  post 
graduate  training  of  foreign  physicians  should  be 
changed,  particularly  with  regard  to  those  from  the 
developing  or  under  developed  countries.  It  would 
seem  to  be  a mistake  to  bring  them  to  the  United 
States  for  training  in  our  highly  specialized  and 
sophisticated  system  of  medical  care.  We  are  now 
using  more  complex  laboratory  tests,  such  as  radio 
immunoassays,  a variety  of  serum  enzyme  estimations 
and  employing  a great  deal  of  expensive  and  highly 
specialized  equipment  such  as  ultrasound  scanners, 
CAT  scanners  and  Gamma  cameras,  most  of  which 
are  not  readily  available  to  the  physician  in  a 
developing  country.  The  priorities  in  these  countries 
are  quite  different  and  their  needs  are  for  the 
application  of  established  methods  of  public  health 
care  to  control  endemic  diseases  and  for  the  acute  care 
of  a large  number  of  common  problems,  many  of 
which  are  no  longer  seen  frequently  in  this  country. 
The  disease-states  are  usually  more  advanced  and 
there  is  generally  little  need  for  the  use  of  sophisticat- 
ed diagnostic  equipment.  Moreover,  the  patients’ 
social  and  administrative  problems,  after  a period  of 
acute  in-hospital  treatment,  are  quite  different.  While 
cystectomy  and  ileal  loop  urinary  diversion  for  a 
patient  with  bladder  cancer  is  the  accepted  method  of 
treatment  in  this  country,  it  is  not  a practical  solution 
for  the  majority  of  such  patients  in  Iran.  They  do  not 
have  ready  access  to  urinary  collecting  devices  or  to 


stomal  therapists,  making  a cutaneous  urinary 
diversion  unacceptable.  Alternative  forms  of  treat- 
ment must  be  used,  even  though  they  may  not  be  as 
ideal,  such  as  partial  cystectomy,  uretero- 
sigmoidostomy  or  radiation  therapy.  Thus  manage- 
ment must  be  adapted  and  tailored  to  conform  to  the 
restrictions  imposed  by  the  local  conditions. 

These  factors  indicate  that  a more  rational  and 
practical  solution  to  the  problem  of  post  graduate 
education  is  the  establishment  and  development  of 
training  centers  in  the  developing  countries.  Many 
such  centers  are  already  in  operation  and  others  are 
being  planned.  The  training  programs  could  be 
strengthened  by  an  affiliation  with  university  medical 
centers  in  this  country.  Faculty  members  from  these 
affiliated  institutions  would  visit  for  varying  periods 
of  time,  depending  on  the  demands  of  the  situation. 
This  arrangement  would  have  several  advantages  in  it 
that  it  would  require  the  visiting  physicians  to  adapt 
our  methods  to  the  care  and  management  of  the 
particular  clinical  problems  occurring  in  that  society 
and  to  use  the  existing  facilities.  The  visitor  would 
come  to  understand  the  local  problems  at  first  hand 
and  have  more  time  to  devote  to  teaching  and  patient 
care  than  in  his  own  surroundings.  Finally  the  local 
physicians  would  receive  their  training  in  conditions 
more  akin  to  those  in  which  they  will  ultimately 
practice. 

The  practice  of  foreign  physicians  coming  to  the 
United  States  for  training  has  proved  to  be  a failure 
from  the  point  of  view  of  the  countries  concerned  as  a 
majority  of  these  physicians  have  not  returned  home 
to  practice.  They  find  that  their  training  experience 
leads  them  to  choose  to  work  where  the  facilities  and 
conditions  to  which  they  have  become  accustomed  are 
readily  available.  This  trend  must  be  reversed  if  we  are 
really  to  improve  the  health  and  medical  care  for  a 
large  number  of  people  in  the  developing  nations  of 
the  world. 
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The  President’s  Page 


For  our  State  Medical  Society  it  is  a sardonic  fact  of  life  that 
each  year  issues  not  of  our  doing  are  thrust  upon  us  that  create 
situations  that  require  major  commitment  to  cope  with  and 
which  bring  forth  resentment  from  our  membership.  Since  it  is 
our  intent  constantly  to  inform  our  society  of  these  issues  and  our 
attempts  to  deal  with  the.  it  is  appropriate  on  this  page  to  report 
on  two  recent  such  issues. 

Connecticut  General  has  informed  our  leadership  that  they 
have  been  compelled  by  the  Department  of  Health,  Education 
and  Welfare  to  provide  that  department  with  the  amounts  of 
Medicare  monies  paid  to  physicians,  in  spite  of  vigorous  protests  from  Connecticut 
General  that  this  not  be  department  policy.  However,  their  concerns  were  not  heeded  and 
this  policy  will  probably  prevail.  It  is  hoped  that  the  inaccuracies  of  the  Medicare  reporting 
mess  can  be  avoided,  and  to  that  end,  each  physician  has  been  notified  by  Connecticut 
General  of  the  amounts  paid  him  in  the  previous  calendar  year.  In  any  case,  this  will 
increase  the  already  significant  animosity  to  HEW  felt  by  our  membership  and  will 
probably  cause  much  unjust  criticism  of  Connecticut  General,  for  they  are  compelled  to  act 
in  this  fashion  by  the  dictates  of  HEW.  It  is  unfortunate  that  this  issue  surfaces  at  this  time 
since  we  expect  by  July  1 to  have  in  place  our  “piggy-back”  Medicare  form.  We  hoped  to 
be  able  to  increase  Medicare  assignment  levels  by  this  mechanism,  which  should  provide 
simpler  procedures  both  for  physician  and  patient,  thereby  increasing  participation  by 
physicians  and  Medicare  subscribers  alike  in  the  assignment  process. 

The  second  and  possibly  more  ominous  development  was  a legislative  attempt  to  include 
physicians  under  the  “certificate  of  need”  regulation  by  the  Cost  Commission  with  the 
result  that  the  Commission  of  Hospital  Costs  and  Health  Care  could  easily  have  total 
control  over  medical  services  provided  by  our  members.  This  was  the  first  attempt  to 
regulate  physicians  and  physician’s  services.  Therefore,  of  course  appropriately,  the  State 
Medical  Society  was  deeply  concerned  about  this  legislation.  With  appropriate  action  by 
our  Executive  Director  and  his  staff,  we  were  able  to  develop  a legislative  defense  which,  by 
the  time  this  is  published,  will  prove  hopefully  to  have  been  successful  in  preventing 
passage  of  this  bill.  We  were  able  to  develop  a united  front  of  the  State  Society,  the 
Hartford  County  Medical  Association,  the  Fairfield  County  Medical  Association  and 
representatives  of  specialty  groups.  This  format  promises  to  increase  our  legislative 
effectiveness  both  for  the  remainder  of  this  session  and  for  sessions  yet  to  come. 

It  is  therefore  evident  that  once  again  “the  price  of  liberty  is  eternal  vigilance.”  Your 
Society  can  and  must  continue  to  strive  on  your  behalf — constantly  and  energetically.  But 
for  us  to  function  without  broad-based  support  is  difficult  if  not  impossible.  It  has  many 
times  been  said  that  involvement  of  our  members  in  their  Society  is  essential.  That  essential 
involvement  has  never  been  more  necessary. 


Isadore  H.  Friedberg,  M.D. 

President 
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Reflections  from  the  Dean’s  Office 

Cost  of  Care  or  Burden  of  Disease? 
ROBERT  U.  MASSEY,  M.D. 


If  health  is  the  goal  of  medicine,  then  prevention  of 
disease  or  cure  are  the  proper  objectives.  In  Lewis 
Thomas’s  words,  prevention  and  cure  are  accom- 
plished by  the  high  technology  of  medicine,  and 
represent  the  task  completed.  This  technology  has  the 
distinguishing  marks  of  simplicity  and  economy,  and 
springs  from  an  understanding  of  the  basic  nature  of 
the  disease. 

The  expensive  technologies  are  what  Dr.  Thomas 
calls  half-way  technologies,  and  they  are  generally 
uncertain,  expensive,  impressive,  and  add  little  that  is 
new  to  our  understanding. 

The  rising  cost  of  care  has  given  us  a new 
expression:  cost-containment,  and  a set  of  dogmas 
about  the  cause  and  cure  of  what  may  be  an  inevitable 
economic  development.  Our  regulators  insist  that  the 
growth  of  their  work  is  inevitable  in  our  complicated 
society;  the  cost  of  government  is  rising  more  rapidly 
than  that  of  health  care. 

One  of  the  dogmas  is  that  new  technologies  add 
significantly  to  the  cost  of  medical  care.  “The  growth 
of  technology  has  shaped  services  to  a larger  degree 
than  patients’  needs  or  desires  or  prudent  expenditure 
patterns  would  justify,”  according  to  David  Mechan- 
ic.1 This  may  be,  but  surely  he  is  not  thinking  of 
poliomyelitis  vaccine,  antibiotics,  defibrillators,  or 
neonatal  intensive  care  units  as  causing  imprudent 
expenditures.  Even  the  half-way  technologies,  once 
developed,  become  less  expensive,  and,  used  with 
judgment,  reduce  the  burden  of  disease. 

Certainly  there  are  anecdotes  about  expensive 
procedures  which,  in  retrospect,  may  have  been 
thought  to  be  unnecessary,  but  it  is  doubtful  that 
many  new  technologies  can  be  shown  to  have 
increased  costs  without  increasing  benefits  propor- 
tionally. Initially,  new  procedures  add  to  costs, 
especially  if  they  are  subsequently  shown  to  be 
ineffective,  but  the  knowledge  gained  leads  finally  to 
an  effective  solution. 

We  should  consider  the  burden  of  disease  and  how 
to  reduce  it  rather  than  the  cost  of  care  and  how  to 
contain  it. 

Decisions  about  whether  to  support  new  technol- 
ogy may  not  require  new  ways  of  thinking,  but  rather 
using  several  of  the  old  ways  together.  In  attempting 
to  assess  the  value  of  coronary  artery  surgery,  we  need 
to  review  the  results  of  earlier  technologies  that  have 
been  used  and  discarded.  We  shall  find  what  the 
history  of  medicine  has  so  often  shown,  that  almost 
any  therapeutic  technology  may  look  for  awhile  as  if 
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it  were  working.  We  also  have  to  pay  attention  to  the 
natural  course  of  the  disease;  modern  medicine  has 
been  around  long  enough  for  that. 

We  should  recall  that  cost-effectiveness,  if  it  can  be 
known,  is  only  one  basis  for  making  decisions. 
Rational  beings  can  make  irrational  decisions  based 
upon  prejudice,  taste,  or  mood.  Wars  have  begun  in 
anger,  and  battles  have  been  lost  by  depressed 
generals,  But  thoughtful  decisions  are  usually  made 
for  ethical  reasons,  for  economic  reasons,  for  political 
reasons,  or  for  rational  and  scientific  reasons.  As 
physicians  we  believe  that  our  clinical  decisions  are 
based  upon  both  science  and  ethics,  because  our  art 
rests  upon  both  the  biological  sciences  and  our 
commitment  to  relieve  suffering. 

In  deciding  about  medical  technology,  these  same 
ethical  and  scientific  considerations  should  apply,  but 
others,  using  the  rules  of  the  marketplace  or  forum, 
will  insist  upon  economic  or  political  justification, 
never  considering  that  these  arguments  would  not  be 
acceptable  if  applied  to  themselves.  When  the 
planners  and  regulators  enforce  their  regulations,  and 
other  planners  and  regulators  begin  to  be  frightened 
about  their  own  throbbing  headaches  or  oppressive 
chest  pains,  there  will  be  a call  to  return  to  reason  and 
virtue,  a protest  that  human  life  has  no  price  tag. 
There  are  laws  governing  the  provision  of  care  which 
work  as  inexorably  as  the  laws  of  the  market  place; 
only  in  a society  without  human  values  as  we 
understand  them  are  those  laws  identical. 

Technology  is  forcing  change  at  a rate  greater  than 
ever  before;  undoubtedly  that  change  must  be 
managed.  Assessing  technology  is  not  a matter  for 
political  decision  making,  and  cannot  be  settled  by 
vote  on  the  board  of  a Health  Systems  Agency. 
Whether  a technology  is  useful  is  a matter  for 
scientific  inquiry;  whether  it  should  be  used  is  an 
ethical  question.  If  it  is  effective  and  should  be  used,  a 
way  to  make  it  affordable  will  be  found. 

Computed  tomography  illustrates  the  problems  of 
managing  technological  change.  Its  costs  are  high,  but 
should  be  balanced  against  the  costs  of  the  technology 
that  it  has  replaced.  There  are  ethical  reasons  for 
using  CT  in  the  place  of  dangerous  or  painful 
alternative  procedures.  It  is  becoming  cheaper,  as 
happens  with  useful  technologies.  It  will  find  a place 
in  medicine  in  spite  of  the  planners,  and  when  all  is 
tallied,  the  cost  added  to  care  by  CT  may  be  only 
that  generated  by  the  regulators  in  their  efforts  to 
control  it. 
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"Piggybacking"  Claims  Will  Make 

Reimbursement  Easier 


^FASTER  PAYMENTS  FOR  PROVIDERS  AND  PATIENTS 

* LESS  PAPERWORK:  ONE  FORM  BEGINS  2 BENEFIT  ACTIONS 

^EASIER  FOR  SUBSCR IBERS  WHO  Wl  LL  NOT  HAVE  TO  SUBMIT  2 CLAIMS 

Under  a new  agreement  between  Blue  Cross  8 1 Blue  Shield  of 
Connecticut  and  Connecticut  General,  combined  processing  of 
Medicare  Part  B and  Blue  Shield  CMS-65  claims  will  take  place. 

The  key  to  this  ''piggybacking''  process  will  be  that  the 
beneficiaries  include  their  CMS-65  identification  number  in  the 
space  provided  on  the  Medicare  Claim  Request  (see  below)  which 
is  sent  to  Connecticut  General.  CG  will  then  forward  claim  pay- 
ment information  to  us  directly  for  automatic  processing  of  the 
supplemental  CMS-65  claim. 

This  will  eliminate  the  need  for  separate  claims,  make  it  simpler  for  our  subscribers  and  offer 
faster  payment  either  to  beneficiaries  or  to  providers  who  accept  the  Medicare  claim  payment  on 
an  assignment  basis.  In  other  words,  providers  will  receive  assigned  Medicare  payments  in  the 
normal  manner  from  CG  and  any  related  supplemental  benefit  payments  directly  from  Blue  Cross 
& Blue  Shield  of  Connecticut. 

To  make  it  work,  CMS-65  members  must  include  their  identification  number  on  the  request 
form.  This  will  set  the  piggybacking  process  in  motion. 

And  the  bottom  line?  Faster  payments. 

REQUEST  FOR  MEDICARE  PAYMENT 

MECACAL  INSURANCE  BENEFITS— SOCIAL  SECURITY  ACT  (See  Instructions  cm  Back -Type  or  Print  Inlormation)  nun  £00r<H’'W 
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NOTICE  - Anyone  who  mtSfepnttemi  o t laJ*iti*»  •saenttal  formal  ton  coquetted  by  Ihi*  form  may  upon  con*.ct«m  toe  Subject  to  fine  and  imprisonment  under  Federal  Lew 


PART  I PATIENT  TO  FILL  IN  ITEMS  1 THROUGH  6 ONLY 


When  completed,  tend  tbli  form  to: 

Connecticut  General  life  inturaace  Company 

Medicare  Claim  Office 

100  Pratt  Street 

Meriden,  Connecticut  06450 


CARD 

(See  example 
on  back ) 

Patient's  complete'  mailing  address'  (including  Apt  no  ) 


Copy  from 
YOUR  OWN 
HEALTH 
INSURANCE  £ 

t—  a on 


Health  insurance  claim  number 
(include  all  letters) 


City.  State,  ZIP  Code 


Describe  the  illness  or  injury  for  which  you  received  treatment  (Always  till  in  this  item  if  your  doctor 
does  nol  complete  Part  it  below ) 


ID  Male  O Female 


Telephone  Number 


Was  your  illness  or 
miury  connected  with 
your  employment7 
□ Yes  □ No 


I It  any  of  your  medical  expenses  will  be  or  could  be  paid  by  another  insurance  organization  or  government  agency,  show  below 


I Name  and  address  of  organization  or  agency 


CfllS-bS,  aai  u)V\tUey ftyfe.  Mfttp  Wav)e.<Y  bS02>03>? 


Policy  or  Identification  Number 


Note:  If  you  Do  Not  want  information  about  this  Medicare  claim  released  to  the  above  upon  its  request,  check  (X),the  following  block 

t authorize  any  holder  of  medical  or  or  other  information  about  me  to  release  to  the  Social  Securtty  Administration  or  its  intermediaries  or 
carriers  any  information  needed  for  this  or  a related  Medicare  claim  I permit  a copy  of  this  authorization  to  be  used  in  place  of  the  original,  and 
request  payment  of  medical  insurance  benefits  either  to  myself  or  to  the  party  who  accepts  assignment  below 


Signature  ot  patient  fSee  instructions  on  reverse  where  patient  is  unable  to  sign) 


SIGN  . 
HERE  9 


Date  signed 
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EDITORIAL 


Ambulatory  Surgical  Care 

Having  read  Mr.  Kershner’s  accurate  and  well- 
organized  treatise  on  the  genesis  and  growth  of  the 
ambulatory  surgical  facility  in  America  in  general, 
and  New  England  in  particular,  my  own  initial  doubts 
as  to  the  acceptance  of  this  facility  were  obviously  ill- 
advised.  However,  I trust  that  no  less  significant 
advances  than  the  wheel,  the  internal  combustion 
engine,  and  nuclear  energy  have  passed  or  are  passing 
through  the  same  neonatal  uncertainties.  Those  who 
conjectured  that  a low-cost,  pleasant,  efficient,  and 
safe  out-patient  facility  should  work  can  now  adopt 
an  assured  smile  and  state  that  it  does  work — even 
here  in  the  conservative  bastions  of  New  England. 
What  is  more  significant  about  the  facility  in  Hartford 
is  that  the  operation  is  doing  well  without  the 
monetary  gains  to  be  derived  from  a volume  of 
pregnancy  terminations  or  an  overabundance  of 
cosmetic  surgical  procedures. 

There  are  two  reasons  for  this  obvious  success — the 
satisfaction  of  the  utilizers  (i.e.,  the  surgeons),  and  the 
satisfaction  of  the  consumers  (i.e.,  the  patients).  From 
a purely  personal  standpoint,  it  is  a pleasure  to  be  able 
to  book  “fixed  time,”  to  have  access  to  a consistent 
team  of  willing  scrub  nurses,  and  to  know  that  the 
anesthetic  management  will  be  equally  as  uniform. 
More  significant  than  my  own  satisfaction  is  the 
attitude  of  my  patients  upon  completion  of  surgery  in 
such  a setting.  Many  patients  actually  enjoy  the 
experience,  and  nearly  all  request  that,  if  additional 
surgery  is  needed,  it  be  done  at  the  same  facility! 

What  about  the  future?  T o those  of  us  in  plastic  and 
reconstructive  surgery,  surgery  of  the  hand,  ophthal- 
mology, otorhinolaryngology,  and  gynecology,  the 
out-patient  facility  is  a godsend.  Our  patients  are 


generally  not  physiologically  ill,  do  not  want  to  be 
hospitalized,  and  can  safely  be  discharged  to  home 
care  postoperatively.  What  else  can  be  accomplished 
under  similar  settings?  Cost-effectiveness  studies  are 
with  us  to  stay.  Within  the  not-too-distant  future  the 
purveyors  of  insurance  coverage  will  likely  dictate 
directly  or  indirectly  that  we,  as  surgeons,  treat  our 
patients  at  that  facility  able  to  provide  a specified 
service  at  the  lowest  possible  cost.  Consider  the 
diagnostic  biopsy,  the  endoscopy,  the  minor  procto- 
logic case,  or  the  uncomplicated  hernia,  lipoma,  or 
rhinoplasty.  Each  of  these  cases  is  now  generally  done 
via  a hospital  admission  on  an  “in-the-night-before- 
home-the-next-day”  basis.  How  many  of  these 
procedures  could  safely,  economically  and  expedi- 
tiously be  done  on  an  out-patient  basis  if  the  surgeon 
would  be  willing  to  make  the  effort  of  a follow-up 
evening  phone  call  or,  God  forbid,  admit  that  on  rare 
occasions  a patient  may  have  to  be  admitted  to  a 
hospital  for  a postoperative  problem? 

What  else  in  the  future?  What  does  a burgeoning 
ambulatory  facility  do  to  local  hospital  economics? 
Should  the  hospitals  try  to  match  or  even  upstage  the 
free-standing  facility  with  out-patient  programs  of 
their  own?  As  practicing  surgeons,  all  of  us  owe  our 
allegiance  to  one  or,  at  best,  two  hospitals  in  our 
practice  locale  and  obviously  would  harbor  no  ill 
thoughts  about  those  institutions  which  may  well 
have  trained  us,  are  likely  to  support  us  politically, 
and,  frankly  speaking,  are  the  physical  plants  wherein 
we  earn  the  bulk  of  our  livelihood.  However,  altrustic 
as  all  this  may  be,  the  large  general  hospital  is  simply 
too  big,  too  cumbersome,  and  too  impersonal  to 
match  the  crisp  efficiency  and  personalized  service  to 
both  patient  and  surgeon  that  is  evidenced  by  the 
well-run  ambulatory  facility.  I would  suggest  that  the 
general  hospital  is,  indeed,  the  place  for  the  critically 
or  complexly  ill,  but  should  in  the  future  concentrate 
its  efforts  on  providing  the  technologic  and  manpow- 
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er  needs  of  that  level  of  patient  care  and  not  try  to 
match  services  or  dollar  signs  in  the  field  of 
ambulatory  management.  Conversely,  when  a suc- 
cessful free-standing  facility  loses  its  efficiency,  loses 
its  personal  touch,  or  begins  to  cash  in  on  success  in 
the  form  of  higher  fees,  then  it,  quite  truly,  is  a socio- 
economic dinosaur  and  may  anticipate  the  inevitable. 

William  D.  Jones,  111,  M.D. 

Hartford  Plastic  Surgery  Associates,  P.C. 

Hartford,  Ct. 


JCAH  — Friend  or  Foe? 

Most  doctors  work  in  hospitals.  Most  hospitals  are 
subject  to  accreditation  by  Joint  Commission  on 
Accreditation  of  Hospitals.  JCAH  imposes  all  kinds 
of  requirements  on  physicians  and  hospitals  which 
complicate  things  for  everyone,  increase  expenses, 
and  intrude  on  professional  freedoms — therefore 
JCAH  is  certainly  not  a friend,  right? 

Well,  after  you  have  really  reviewed  the  evidence, 
understand  what  JCAH  actually  does,  recognize  that 
JCAH  is  a private,  non-governmental  agency  con- 
trolled by  doctors  and  hospital  administrators,  and 
are  reminded  that  any  institution  which  requests 
survey  by  JCAH  does  so  voluntarily  and  pays  for  the 
privilege  you  may  make  up  your  own  mind. 

If  you  are  a physician,  remember  that  of  the  20 
commissioners  who  control  JCAH  13  are  your 
professional  colleagues,  seven  from  the  American 
Medical  Association,  three  from  the  American 
College  of  Surgeons,  and  three  from  the  American 
College  of  Physicians.  If  you  are  more  hospital 
oriented,  remember  that  the  other  seven  Commission- 
ers are  from  the  American  Hospital  Association,  and 
that  your  hospital  pays  out  good  hard  cash  to  be 
surveyed  just  because  it  feels  it  is  the  thing  to  do. 
JCAH  would  be  a rather  curious  kind  of  foe. 

Actually  JCAH  is  a response  to  the  fact  that 
physicians  have  long  wanted  assurances  that  the 
hospitals  in  which  they  work  meet  reasonable 
performance  standards,  potential  patients — i.e.,  the 
public — want  the  assurance  that  their  hospital 
facilities  are  safe  and  the  services  as  competent  as 
possible,  and  hospital  authorities  find  it  quite  useful 
for  a variety  of  reasons  to  have  an  impartial  expert 
evaluation  of  what  they  are  doing  wrong,  or  might  be 
doing  better. 

Quite  aside  from  all  this  it  has  become  obvious  that 
there  is  national  interest  and  concern  over  hospital 
care;  most  especially  the  cost  of  care,  but  also  in 
respect  to  quality.  One  needs  only  to  look  at  the 
confusion  of  legislation  which  has  been  recently 
passed,  and  the  even  greater  confusion  of  legislative 


proposals  currently  before  Congress  to  know  that  as 
national  expenditures  for  medical  care  progress  from 
a current  8.6%  of  GNPs  to  an  expected  10%  in  a very 
short  period  of  time  there  is  going  to  be  an  ever 
greater  insistence  on  the  application  of  regulations 
and  controls.  The  principal  question  before  us  is — 
Federal  mandating  controls,  or  private  voluntary 
controls?  It  is  almost  charismatic  that  we  have  a 
choice.  No  such  choice  was  available  to  the  heavily 
regulated  railroads,  airlines,  telephone  companies,  gas 
companies,  electric  companies,  banks,  or  insurance 
companies.  To  the  extent  which  private  medical 
enterprise  does  not  exert  its  own  controls  it  may 
confidently  expect  that  the  control  will  be  usurped  by 
government  on  one  level  or  another. 

As  one  of  the  Commissioners  of  JCAH,  I have 
heard  almost  the  full  litany  of  complaints  voiced  by 
my  professional  colleagues.  I will  gain  no  friends  by 
saying  that  most  of  them  arise  from  ignorance  or 
misunderstanding.  Yet  there  they  have  been  physician 
complaints  that  JCAH  required  indefensible  “laundry 
lists”  of  what  staff  physicians  may  or  may  not  do  in 
hospitals;  protestations  by  dentists  that  they  are  not 
given  carte  blanche  responsibility  for  anything  that 
might  happen  to  their  dental  patients  as  a result  of 
surgery,  anesthesia  or  anything  else  in  the  course  of  a 
hospital  admission  for  dental  services;  physician 
objection  to  utilization  review,  whether  it  be  for  cost 
control  or  monitoring  of  quality — and  on  and  on. 

One  should  not  conclude  that  JCAH,  its  adminis- 
trators or  its  commissioners,  are  beyond  criticism. 
The  AM  A annually  makes  many  valuable  suggestions 
for  improvement,  or  at  least  for  change.  A very  high 
percentage  of  the  suggestions  of  all  parent  organiza- 
tions are  written  into  the  guidelines  and  procedures  of 
JCAH.  It  is  a democratic  and  a private  establishment. 
For  those  who  favor  private  over  governmental 
controls  JCAH  is  clearly  friend,  not  foe. 

Russell  B.  Roth,  M.D. 

Past  President  of  the  AM  A 

Currently  one  of  the  Commissioners 

on  the  Joint  Commission  on  Accreditation  of  Hospitals. 


Some  Comments  on  the  Treatment  of 
Malignant  Melanoma 

Among  the  most  malignant,  and  the  most  challeng- 
ing tumors  in  man  is  melanoma.  Typically,  the  patient 
with  melanoma  has  a freckled,  fair  complexion  with 
blond  or  reddish  hair  and  light-colored  eyes.  Blacks 
develop  melanoma  principally  on  the  less  pigmented 
regions  of  their  body,  such  as  the  palms  and  soles,  or 
on  the  choroid  of  the  eye.  The  most  characteristic 
history  of  such  a melanoma  is  that  a Hat,  hairless  mole 
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present  for  many  years  becomes  enlarged,  hyperpig- 
mented  (black)  or  variably  pigmented  with  shades  of 
red,  blue  or  white,  develops  an  irregular  border, 
becomes  raised,  begins  to  itch  and  finally  bleeds.  Note 
that  bleeding  is  a very  late  stage  in  this  progression  to 
malignancy,  and  that  changes  in  size,  outline  and 
pigmentation  are  relatively  early.  An  excellent  color 
atlas  based  on  an  article  in  the  New  England  Journal 
of  Medicine  by  Mihm  et  al1  is  available  from  the 
American  Cancer  Society,  showing  various  melano- 
mas early  in  their  development.  Every  practitioner  of 
medicine  should  be  familiar  with  these  changes,  since 
during  a routine  examination,  or  an  examination 
seeking  a totally  different  disorder,  an  early  melano- 
ma can  be  diagnosed  and  frequently  cured.  Melano- 
ma is  not  wildly  malignant  from  the  outset,  in  sharp 
contrast  to  oat  cell  carcinoma  for  example,  but 
invades  gradually  more  and  more  deeply  into  the 
dermis,  through  the  levels  Clark2  has  described, 
ultimately  involving  the  entire  dermis  if  left  un- 
checked. Lymph  node  invasion  is  the  site  of  first 
“metastasis”  (actually  regional  spread),  and  is 
associated  with  the  deeper  levels  of  invasion, 
indicating  that  biologically  “early”  melanomas  are 
truly  those  that  are  the  smallest,  with  the  most 
superficial  involvement.  As  Lundy  points  out  in  this 
issue3  elective  lymphadenectomy  without  evidence  of 
nodal  involvement  is  now  used  mainly  for  Level  IV 
and  V melanomas.  What  he  implies  should  be  made 
explicit:  elective  lymphadenectomy  is  not  necessary 
for  all  levels,  since  lymph  nodes  are  not  usually 
involved  in  the  more  superficial  melanomas.  The  risk 
of  postoperative  lymphedema  that  accompanies 
lymphadenectomy  makes  it  imperative  to  perform  the 
procedure  only  when  it  has  some  possibility  of  helping 
to  remove  residual  tumor  cells.  Even  here,  it  should  be 
emphasized  that  removal  of  a lymph  node  containing 
tumor  cells  is  probably  more  important  prognostical- 
ly  than  therapeutically,  unless  the  node  is  grossly 
enlarged  and  likely  to  undergo  necrosis.  Positive 
lymph  nodes  portend  recurrence  of  disease  in  the 
viscera  in  80%  of  patients  usually  within  two  years, 
regardless  of  whether  the  nodes  have  been  removed.  A 
lymph  node  that  has  visible  tumor  in  it  has  failed  in  its 
role  as  an  immunological  barrier,  since  tumor  cells 
should  be  killed  in  the  midst  of  a collection  of 
lymphocytes  and  macrophages,  not  simply  be  filtered 
by  them.  Thus,  microscopic  spread  to  the  viscera  has 
already  occurred  when  a lymph  node  contains 
histologically  identifiable  tumor  cells.  The  failure  of 
more  and  more  radical  lymphadectomies  to  cure 
breast  cancer  attests  to  much  the  same  point. 
“Adjuvant”  (i.e.,  adjunctive)  therapies  have  been 
devised  to  attack  microscopic  visceral  spread.  Lundy3 
describes  several  such  therapies  with  immunological 
adjuvants  designed  to  stimulate  the  host’s  immunity 


to  find  and  destroy  residual  melanoma  cells.  Al- 
though the  theory  is  sound  and  has  experimental 
precedents,  the  route  (intradermal)  and  perhaps  the 
procedure  (use  of  nonspecific  adjuvants)  may  not  be 
precisely  the  type  of  immunotherapy  required, 
judging  from  the  equivocal  results  obtained  thus  far. 
More  specific  stimulation  of  the  host  with  chemically 
modified  melanoma  antigens,  or  the  adoptive  transfer 
of  lymphocytes  or  macrophages  sensitized  in  vitro  to 
melanoma  into  the  tumor-bearing  host  will  probably 
receive  attention  in  the  future  after  other  routes  and 
types  of  nonspecific  immunological  adjuvants  have 
been  thoroughly  tested. 

Once  the  melanoma  recurs  in  the  viscera,  usually 
the  lungs  or  liver,  sometimes  after  a dormancy  of 
many  years,  it  does  so  with  a malignancy  that  justifies 
its  name.  Lrequently  the  logarithmic  phase  of 
development  of  new  sites  of  disease  in  every  organ  is 
astonishing  in  its  rapidity,  and  it  is  at  this  stage  that 
the  patient  shows  systemic  symptoms  such  as  fatigue 
and  anorexia.  The  cachexia  seen  early  with  carcino- 
mas is  rare  with  melanoma  except  late  in  the  disorder, 
and  fever  is  absent. 

Chemotherapy  is  effective  in  20  to  25%  of  cases  of 
disseminated  melanoma,  whether  DT1C  (dimethyl- 
triazeno-imidazole-carboxamide),  a nitrosourea  de- 
rivative such  as  BCNU  or  methyl  CCNU,  or 
actinomycin  D is  used.  Whether  chemotherapy  given 
as  an  adjunct  to  surgery  can  eradicate  microscopic 
tumor  cells  remains  to  be  seen.  Radiation  therapy 
usually  has  had  little  to  offer  in  melanoma,  but 
Lischer  and  collaborators  have  described  a high-dose 
fractionation  scheme  that  may  be  more  effective.4 
lntralesional  injection  of  immunological  adjuvants, 
which  takes  advantage  of  their  ability  to  elicit  chronic 
inflammatory  infiltrates,  can  eradicate  injected 
intradermal  nodules  but  not  subcutaneous  nodules, 
lntralesional  injections  can  lead  to  considerable 
systemic  toxicity,  however,  including  hepatic  dysfunc- 
tion from  disseminated  granulomas. 

Alteration  of  the  prognosis  of  melanoma  ultimately 
will  require  better  knowledge  of  early  biochemical 
and  biophysical  changes  in  the  mole,  definition  of  the 
precise  role  played  by  the  host  in  restricting  growth  at 
least  temporarily,  and  development  of  more  specific 
antitumor  therapies.  On  the  latter  point,  conjugates  of 
melanotropin  (MSH)  and  daunorubicin5  are  a step  in 
this  direction.  An  immediate  improvement  in  the 
treatment  of  the  disease  can  be  effected  if  we 
recognize  it  sooner  and  excise  it  widely  and  deeply. 
Deeply  invasive  melanomas  associated  with  involved 
lymph  nodes  are  surgically  treatable,  but  are  usually 
not  curable,  and  metastatic  melanoma  is  truly 
“malignant  melanoma.”  Yet  small  localized  melano- 
mas are  “early”  lesions  and  are  curable  in  the  majority 
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of  instances,  and  it  is  incumbent  upon  us  to  diagnose 
them  at  that  stage. 

Malcolm  S.  Mitchell,  M.D. 

Department  of  Medicine  and  Pharmacology 

Yale  University  School  of  Medicine 
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Melanoma  in  Connecticut 

Although  malignant  melanoma  has  been  of 
considerable  interest  to  basic  scientists  and  clinical 
oncologists,  there  have  been  only  minor  advances  in 
recent  years  in  determining  the  etiology  of  this  disease 
or  in  improving  patient  survival.  However,  as  Dr. 
Lundy  points  out  in  this  issue,  a number  of  important 
areas  of  investigation  have  developed.  These  include: 
clinically  useful  microscopic  staging  techniques,  the 
use  of  various  forms  of  immunotherapy,  the  develop- 
ment of  a new  class  of  cytotoxic  drugs,  and 
epidemiological  studies  relating  melanoma  incidence 
to  exposure  to  sunlight.  These  subjects  should  be  of 
particular  interest  to  Connecticut  physicians  because 
of  the  alarming  increase  in  skin  melanoma  in  this  state 
as  monitored  by  the  Connecticut  Tumor  Registry. 

The  age -adjusted  incidence  rate  for  skin  melanoma 
in  Connecticut  has  increased  from  1.1  in  1935  to  5.8 
cases  per  100,000  white  individuals  in  1974.  These 
data  represent  2983  cases  during  the  forty  year 
period.1  There  has  been  a twofold  increase  in 
incidence  rates  since  1950.  Increases  in  melanoma 
have  been  reported  from  elsewhere  in  North  Ameri- 
ca,2 Europe,3-4  and  Australia.5 

In  analyzing  the  incidence  date  in  Connecticut,  we 
have  detected  two  independent  variables:  a linear 
increase  with  time,  and  cyclic  increases  occurring 
every  8-11  years.6  The  latter  incidence  cycles  are 
temporally  related  to  solar  cycles,  and  further 
strengthen  the  relationship  of  this  disease  with  solar 
radiation. 

The  increasing  melanoma  incidence  rates  in 


Connecticut  have  occurred  in  a particular  epidemiol- 
ogical pattern  in  relation  to  age,  sex,  site,  survivor- 
ship and  geographical  distribution  of  cases.  Most 
reports  of  melanoma  cases  show  a female  predomi- 
nance.7 Since  1 950,  there  has  been  a gradual  change  in 
Connecticut  cases  to  a male  predominarice  (1.2: 1.0). 
The  increase  in  incidence  has  been  most  marked  in 
males  from  age  40  to69.An  additional  approach  to  the 
study  of  age  specific  incidence  rates  is  by  cohort 
analysis.  When  successive  cohorts  (generations)  were 
examined  for  melanoma  incidence,  each  cohort  since 
1898  had  higher  rates  at  the  same  age  than  the  cohort 
born  earlier.  Thus,  successive  generations  of  Connec- 
ticut residents  have  become  increasingly  susceptible  to 
developing  melanoma. 

The  predilection  for  melanoma  to  occur  on  the 
trunk  in  males  and  the  lower  extremities  in  females 
has  become  greatly  exaggerated  in  Connecticut. 
However,  if  one  analyzes  site  of  occurrence  in  relation 
to  surface  area,  head  and  neck  cases  are  significantly 
higher  than  anticipated.  The  biological  significance  of 
this  occurrence  pattern  is  unknown  but  other 
investigators  have  attempted  to  correlate  skin 
distribution  patterns  of  this  sort  with  sun  exposure. 

Although  incidence  rates  are  increasing,  the 
melanoma  mortality  rate  in  Connecticut  has  not 
changed  in  the  past  twenty  years.  This  might  indicate 
earlier  detection  of  cases  or  an  increase  in  less 
malignant  forms  of  the  disease.  In  the  past  twenty 
years  there  has  been  an  increase  in  local  resectable 
cases  and  a decrease  in  those  cases  disseminated  at  the 
time  of  diagnosis.  There  is  some  evidence  that  solar 
radiation-induced  melanoma  is  a less  virulent  form  of 
the  disease.* 

Melanoma  occurs  in  a different  geographical 
distribution  in  this  state  when  compared  to  other 
major  cancers  (e.g.  breast,  colon,  lung).  Incidence 
rates  were  highest  in  towns  along  the  coast  and  in 
affluent,  white  suburbs  (e.g.  Darien,  Greenwich,  West 
Hartford).  The  former  is  not  surprising  since 
ultraviolet  (UV)  light  flux  is  10-20%  higher  along  the 
coast.  Incidence  rates  were  higher  in  municipalities 
with  median  income  in  excess  of  $13,000  as  compared 
to  communities  with  lower  median  income.  Unexpec- 
tedly, the  occupations  most  at  risk  were  white-collar, 
managerial  positions  and  not  out-of-door  occupa- 
tions (e.g.  laborers). 

It  is  impossible  at  this  time  to  construct  a unifying 
etiological  principle  for  melanoma  to  explain  the 
epidemiological  data  accumulated  in  this  state. 
Previous  hypotheses  have  implicated  heredity,  trauma 
and  hormonal  factors  as  causes  of  this  disease.6 
However,  it  would  appear  that  exposure  to  solar 
radiation  is  a major  factor  and  recreational  habits 
(e.g.  duration  and  intensity  of  sun  exposure  and  type 
of  clothing)  are  important  as  well  as  the  numerous 
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factors  which  effect  UV-light  flux  at  the  earth’s 

surface. 

, ■ , D f Michael  V.  Viola,  M.D. 

Associate  Projessor  oj  Medicine 

Head,  Oncology  Division 

Alan  Houghton,  M.D. 

Resident  in  Medicine 

University  of  Connecticut  Health  Center 

Farmington,  CT  06032 
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NOTICES 

The  Beaumont  Medical  Club  Honors  Memory  of 
Drs.  John  F.  Fulton  and  George  Rosen 

The  Beaumont  Medical  Club,  founded  in  1920  at  the  Yale 
University  School  of  Medicine,  has  recently  established  two  awards 
to  memorialize  two  distinguished  and  former  Yale  medical 
historians,  John  F.  Fulton  and  George  Rosen. 

Dr.  Fulton,  physiologist,  bibliophile,  and  medical  historian,  and 
Yale’s  first  Sterling  Professor  of  the  History  of  Medicine  and 
chairman  of  its  department  of  the  history  of  medicine  (1951-1961 ), 
and  Dr.  Rosen,  public  health  practitioner,  medical  historian, 
William  H.  Welch  Medalist,  and  Professor  of  the  History  of 
Medicine  and  Epidemiology  and  Public  Health  (1969-1977),  were 
among  the  leading  medical  historians  of  their  respective  genera- 
tions. 

The  generosity  of  Mr.  Berne  Dibner  of  the  Burndy  Library, 
Norwalk,  Connecticut,  will  permit  the  Club  to  select  each  year  in 
September  a “John  F.  Fulton  Fellow  in  the  History  of  Medicine.” 
The  Fulton  Fellow  will  be  expected  to  visit  Yale  during  the 
academic  year,  use  its  library  and  archival  resources,  meet  with 
faculty  and  students,  and  present  an  annual  “John  F.  Fulton 
Memorial  Lecture.” 

Named  for  Dr.  George  Rosen  and  funded  by  Neale  Watson,  a 
New  York  publisher  of  historical  medical  texts,  the  “George  Rosen 
Prize  in  the  History  of  Medicine”  will  be  presented  every  year  in 
January  to  a prominent  figure  in  the  history  of  medicine. 

The  First  Fulton  Fellow  and  first  recipient  of  the  Rosen  Prize 
will  be  announced  in  1978. 


Letters  to  the  Editor 


DO  STATE  MEDICAL  SOCIETY  CALENDARS 
COMPROMISE  US? 

To  the  Editor:  Earlier  this  year  a Connecticut  State  Medical 
Society  pocket  calendar  sponsored  by  the  Aetna  Life  and  Casualty 
Company  was  mailed  to  physicians  throughout  the  state  in  an 
official  State  Medical  Society  envelope.  It  was  suggested  that  the 
calendar  be  used  to  record  continuing  medical  education.  The 
Aetna  name,  office  telephone  numbers  and  copyright  were 
displayed  so  prominently  throughout  the  calendar  that  one  might 
well  conclude  the  education  was  more  Aetna  than  medical. 

This  is  the  sixth  year  our  state  medical  society  has  accepted 
Aetna’s  promotional  material  and  distributed  it  to  members.  Such 
an  alliance  raises  troublesome  and  disturbing  questions.  Does  such 
a collaboration  compromise  our  integrity?  Should  our  society 
permit  a practice  initiated  and  acceptable  prior  to  Watergate  to 
continue?  What  is  the  extent  of  our  bedfellow  involvement  with  the 
Aetna?  Should  a doctor  who  chooses  to  use  the  official  state  society 
calendar  to  record  continuing  medical  education  be  forcefully 
reminded  it  is  being  done  through  the  dubious  generosity  of  the 
Aetna  each  time? 

Last  year  the  gigantic  Aetna  Life  and  Casualty  pilloried  doctors 
in  a series  of  vicious  advertisements  while  they  racked  up  record 
profits.  Their  venomous  campaign  demonstrated  Aetna’s  interests 
differ  greatly  from  those  of  physicians  dedicated  to  serving  the  sick 
and  restoring  health. 

It  may  be  argued  that  the  Aetna  is  doing  something  nice  by 
giving  doctors  the  calendars.  If  they  want  to  do  something  nice  why 
not  reduce  malpractice  premiums? 

Doctors  who  are  concerned  about  these  issues  should  express 
their  feelings,  perhaps  by  returning  their  calendars  as  1 have  done. 

John  P.  Callan,  M.D. 

Hartford,  CT 


The  above  letter  was  referred  to  Robert  J.  Brunei/,  who  offers  the 
following  reply. 

To  the  Editor:  This  is  the  sixth  year  that  the  Aetna  has  supplied 
calendars  for  distribution  to  the  membership,  in  keeping  with  its 
support  of  the  Society’s  CME  activities.  This  support  is  a logical 
corollary  of  the  philosophy  of  the  joint  loss-control  and  education 
program  which  has,  we  believe,  kept  malpractice  incidence  and 
costs  far  below  these  of  most  other  states.  Rather  than  a “handout,” 
this  distribution  of  a handy  mechanism  for  recording  CME 
activities  is  a wise  encouragement.  Indeed,  malpractice  insurance 
carriers  in  Pennsylvania  and  Oregon  actually  require  minimum 
CME  hours  for  the  renewal  of  physicians’  policies. 

The  Aetna  advertising  campaign  you  referred  to  was  devised  by 
the  Company’s  health  insurance  division,  and  many,  if  not  most  of 
the  Society’s  leaders,  found  it  to  be  in  poor  taste.  The  Society’s 
Council  directed  the  Executive  Director  to  inform  the  Aetna  of  our 
objections  to  that  advertising  campaign,  which  he  did  in  an  earnest 
and  pointed  letter,  a copy  of  which  is  available  upon  request  to  the 
Society. 

We  respect  your  expression  of  principle  in  returning  the  CME 
pocket  calendar.  However,  even  though  we  often  have  differences 
with  the  Aetna  on  these  and  other  issues,  and  make  no  bones  about 
it,  we  will  continue  to  preserve  the  constructive  relationship  which 
has  been  of  benefit  to  our  members  and  their  patients,  and  which 
has  done  much  to  temper  the  impact  of  malpractice  and  its 
attendant  costs  on  the  state’s  health  care  system. 

Robert  J.  Brunell 

Assistant  Executive  Director, 

Education  and  Scientific  Activities,  CSMS 
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Teething  is  easier 

when  you  prescribe 


DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocain  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mas- 
sage, brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue:  aids  in  getting  infant  back 
to  sleep. 


Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  15% 
Benzocaine. ) 


FORMULA 


Alcohol 56.1%, 

Benzocaine 10% 

Peppermint  Oil 0.7% 


DENTOCAIN  CO. 

P.O.  Box  1 33 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 


Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN8  (cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  (12)  TEGOPEN  9/11/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance  with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patientsfor  whom pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100,  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(doxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.f 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penidllinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


Working  together 
is  the 

best  medicine. 


Avoiding  malpractice  is  often  a matter  of 
knowing  ahead  of  time  where  the  pitfalls  are. 
/Etna  Life  &.  Casualty  wants  to  help  alert 
physicians  and  their  employees  to  malpractice 
traps.  So  we  offer  a variety  of  services  and 
materials  at  no  charge. 

For  instance,  we  offer  a free  videotape 
service  demonstrating  some  of  the  frequent 
causes  of  malpractice.  Our  constantly  updated 
selection  of  brochures  offers  common  sense 
tips.  We  also  conduct  seminars  for  doctors  to 
benefit  from  their  collective  experience. 

/Etna  employs  the  know-how  of  physi- 
cians, medical  malpractice  lawyers  and  health 
and  safety  experts  to  prepare  these  services. 


The^tna  Casualty  and  Surety  Company 


This  Loss  Control  and  Education  Program  has 
been  instrumental  in  allowing  /Etna  to  provide 
professional  liability  coverage  to  physicians 
on  a continuing  basis. 

We  believe  covering  you  against  malprac- 
tice is  not  enough.  We  want 
to  work  with  you  to  help 
you  prevent  it.  Your  /Etna 
Account  Supervisor  is  there 
to  help.  Call : life  & casualty 

Frank  Ginty 
/Etna  Life  St  Casualty 
Commerce  Building 
4675  Main  Street 
Bridgeport,  Conn.  06606 

Standard  Fire  Insurance  Company 


FROM  THE  EXECUTIVE  DIRECTOR’S  OFFICE 


160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


Timothy  B.  Norbeck 
Executive  Director 

Josephine  P.  Lindquist 
Associate  Executive  Director 


Robert  J.  Brunell 
Assistant  Executive  Director 
Scientific  Activities 


Summary  of  Actions 
Council  Meeting 

Wednesday,  February  15,  1978 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A. 
Grendon,  and  the  Vice  Chairman,  Dr.  G.W.  Van 
Syckle,  were:  Drs.  Freedman,  Kamens,  Backhus, 
Johnson,  Ragland,  Jr.,  Hess,  Canzonetti,  Cramer, 
Fabro,  Sadowski,  Harkins,  James,  Mendillo, 
Krinsky,  Sonnen,  Whalen,  Jameson,  R.  Beck, 
Horrax,  Anderson,  Eslami  and  Zlotsky. 

Also  present:  Drs.  Brandon,  Bongard,  Mrs.  Arafeh, 
Mrs.  Lindquist,  Mr.  Sweeney,  Mr.  Brunell  and  Mr. 
Norbeck. 

Absent  were:  Drs.  Friedberg,  Spitz,  Bradley, 
McGarry,  E.  Beck,  Magram,  Parrella,  Barrett  and 
Middleton. 

II.  Routine  Business 
Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  January  12,  1978,  as  published  and 
distributed. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  Life 
Membership  received  from  the  following  eligible 
Active  Members: 

John  W.  Jovell,  W.  Redding 
William  D.  Mackay,  Salisbury 
Harold  C.  Patterson,  Danbury 
Solam  Segel,  Norwich 

Election  of  Student  Members 

It  was  VOTED  to  elect  to  Student  Membership  the 
following  six  Connecticut  residents  who  are  enrolled 
in  U.S.  medical  schools: 

Arthur  Neil  Cole,  New  Haven 

Gary  Keith  Griffin,  Guilford 

Angelo  Anthony  Salvucci,  Jr.,  Farmington 

Joseph  J.  Viadero,  III,  Bridgeport 

Roger  Kneale  Vince,  Bristol 

Julian  Wu,  Farmington 

Date  of  Next  Meeting 

The  Chairman  set  the  date  for  the  next  Council 
meeting  as  Thursday,  March  16,  1978. 


III.  Old,  New  and  Special  Business 
Appointments,  Resignations,  Etc. 

(a)  Committee  on  Accident  Prevention  and  Emer- 
gency Medical  Services:  It  was  VOTED  to  accept 
with  regret  and  thanks  the  resignation  of  Earl  J. 
Rhoades,  New  Haven,  as  a member  of  the  subject 
committee. 

(b)  Committee  on  Continuing  Medical  Care  and 
Rehabilitation:  It  was  VOTED  to  accept  with 
regret  and  thanks  the  resignation  of  Michael 
Mittelman,  Hartford,  as  a member  of  the  subject 
committee. 

(c)  Ad  Hoc  Successor  Committee  to  CACS:  It  was 
VOTED  to  appoint  Hilliard  Spitz,  New  London, 
as  chairman  of  this  newly  appointed  committee. 
The  duties  of  the  committee  were  not  outlined 
pending  the  receipt  of  additional  information 
from  the  staff. 

(d ) Health  Professions  Information  Bureau:  It  was 
VOTED  to  refer  the  Health  Professions  Informa- 
tion Bureau  (placement  service)  request  to  the 
New  Haven,  Fairfield  and  Hartford  County 
Medical  Associations  to  determine  whether  any 
of  their  members  would  be  interested  in  serving  as 
consultants  to  this  project  and  if  so  to  communi- 
cate this  information  directly  to  the  Health 
Professions  Information  Bureau. 

Informed  Consent 

It  was  VOTED  that  the  Society  continue  to 
cooperate  with  the  Connecticut  Hospital  Association 
in  its  attempt  to  modify  the  proposed  regulation  on 
informed  consent  through  the  administrative  process, 
the  attorney  general’s  office,  and  the  Legislative 
Review  Committee. 

Correspondence  with  Mr.  John  Kennedy  of  HEW 

It  was  VOTED  that  the  Council  of  the  CSMS 
approve  of  the  concept  of  communication  by  CSMS 
officers  with  appropriate  officials  in  Region  1 of 
HEW  with  the  stipulation  that  it  be  made  clear  that 
such  communication  does  not  represent  the  official 
policy  of  the  CSMS  unless  so  approved  by  the 
Council  and/or  the  House  of  Delegates,  and  that  the 
President  would  be  responsible  for  reporting  to  the 
Council  the  outline  of  current  communications  in 
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HEW’s  Wonder-full  Statistics 

The  US  Department  of  Health,  Education,  and 
Welfare  has  finally  released  its  corrected  list  of 
physicians  and  medical  groups  whose  billings  generat- 
ed $100,000  or  more  in  Medicare  claims  in  1975.  The 
original,  published  in  March  1977,  listed  409 
physicians.  Following  the  original  release,  the  AMA 
conducted  a survey  of  208  of  the  409  physicians  and 
found  an  error  rate  of  65%.  HEW  has  been  trying  to 
correct  the  original  list  ever  since. 

The  new  listing  shows  that  64  physicians  originally 
named  did  not  have  billings  of  $100,000.  It  also  shows 
that  payments  to  338  physicians  named  on  the  earlier 
list  represented  group  rather  than  individual  income. 
Among  the  338  were  24  cases  in  which  the  amount  of 
reimbursement  also  was  different. 

Accounting  methods  for  Medicaid  have  also  come 
under  fire.  In  his  letter  of  transmittal  of  the  recent 
report  “Background  Report  on  Surgery  in  State 
Medicaid  Programs,”  Rep.  John  E.  Moss  (Dem., 
Calif.),  chairman  of  the  Subcommittee  on  Oversight 
and  Investigations,  said,  “I  find  it  extremely  disturb- 
ing that  there  will  be  an  estimated  $20  billion  spent 
under  the  Medicaid  program  in  fiscal  1978  (at  least 
one-third  of  it  being  for  surgery),  yet  the  Department 
(of  HEW)  is  unable  to  account  for  such  expendi- 
tures.” 

What  the  report  reveals,  noted  AMA  Board  of 
Trustees  Chairman  Robert  B.  Hunter,  M.D.,  is  that 
the  Medicaid  program  “is  nothing  less  than  an 
administrative  horror.  The  data  collected  from  the 
various  state  programs  are  so  inconsistent  and  so 
contradictory  as  to  suggest  a national  scandal.” 

Subsequently,  HEW  Secretary  Joseph  Califano, 
reporting  to  a House  subcommittee,  stated  that  more 
than  $2  billion  a year  in  Medicaid  funds  is  wasted 
because  of  welfare  agency  mismanagement  and  not 
because  of  provider  abuse.  He  said  that  errors  by  the 
21.6  million  poor  persons  receiving  Medicaid  services 
are  declining,  while  errors  by  agencies  administering 
the  services  are  rising.  During  fiscal  year  1977  at  least 
$ 1 .2  billion  was  paid  for  services  to  persons  who  were 
ineligible,  while  $200  million  was  lost  through 
duplicate  payments,  overpayments,  and  payments  to 
ineligible  providers.  Another  $600  million  was  lost 
through  government  failure  to  collect  from  third- 
party  payers  and  worker  compensation  funds, 
according  to  the  Califano  report. 


Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCl 
and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  informa- 
tion, a summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug 
by  the  National  Academy  of  Sciences — 

National  Research  Council  and/or  other  in- 
formation, FDA  has  classified  the  indications 
as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in 
the  treatment  of  peptic  ulcer  and  in  the 
treatment  of  the  irritable  bowel  syndrome  (ir- 
ritable colon,  spastic  colon,  mucous  colitis) 
and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective 
indications  requires  further  investigation 

Contraindications:  Glaucoma,  prostatic  hyper- 
trophy, benign  bladder  neck  obstruction,  hyper- 
sensitivity to  chlordiazepoxide  HCl  and/or 
clidinium  Br 

Warnings:  Caution  patients  about  possible  com- 
bined effects  with  alcohol  and  other  CNS  depres- 
sants, and  against  hazardous  occupations  requir- 
ing complete  mental  alertness  (e  g , operating 
machinery,  driving).  Physical  and  psychological 
dependence  rarely  reported  on  recommended 
doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCl)  to  known  addiction-prone 
individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions)  re- 
ported following  discontinuation  of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tran- 
quilizers during  first  trimester  should 
almost  always  be  avoided  because  of 
increased  risk  of  congenital  malforma- 
tions as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when 
instituting  therapy.  Advise  patients  to 
discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation 
may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dos- 
age to  smallest  effective  amount  to  preclude 
ataxia,  oversedation,  confusion  (no  more  than  2 
capsules/day  initially;  increase  gradually  as 
needed  and  tolerated).  Though  generally  not  rec- 
ommended, if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  conside’ 
pharmacology  of  agents,  particularly  potentiating 
drugs  such  as  MAO  inhibitors,  phenothiazines. 
Observe  usual  precautions  in  presence  of  im- 
paired renal  or  hepatic  function.  Paradoxical  reac- 
tions reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with 
evidence  of  impending  depression;  suicidal  ten- 
dencies may  be  present  and  protective  measures, 
necessary.  Variable  effects  on  blood  coagulation 
reported  very  rarely  in  patients  receiving  the  drug 
and  oral  anticoagulants;  causal  relationship  not 
established. 

Adverse  Reactions:  No  side  effects  or  manifesta- 
tions not  seen  with  either  compound  alone  re- 
ported with  Librax.  When  chlordiazepoxide  HCl  is 
used  alone,  drowsiness,  ataxia,  confusion  may 
occur,  especially  in  elderly  and  debilitated,  avoid- 
able in  most  cases  by  proper  dosage  adjustment, 
but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances. 

Also  encountered:  isolated  instances  of  skin  erup- 
tions, edema,  minor  menstrual  irregularities, 
nausea  and  constipation,  extrapyramidal  symp- 
toms, increased  and  decreased  libido — all  infre- 
quent, generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agran- 
ulocytosis), jaundice,  hepatic  dysfunction  re- 
ported occasionally  with  chlordiazepoxide  HCl, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Ad- 
verse effects  reported  with  Librax  typical  of 
anticholinergic  agents,  /.e.,  dryness  of  mouth, 
blurring  of  vision,  urinary  hesitancy,  constipation. 
Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmo- 
lytics and/or  low  residue  diets. 


ROCHE 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


PATIENT  PACKAGE  INSERTS:  A 
CONCEPT  WHOSE  TIME  HAS  COME? 


The  consumer’s  right  to  know  is  an  ir- 
reversible and  desirable  trend  of  the 
Seventies.  It  extends,  and  properly,  to  a 
patient's  right  to  know  more  about  his 
or  her  prescription  medications.  One 
way,  gaining  favor,  is  through  patient 
package  inserts.  Wisely-prepared  and 
properly  distributed  when  medically  in- 
dicated, they  could  markedly  improve 
patient  knowledge  and  drug  therapy— 
laudable  goals  by  anyone’s  standards. 

The  PMA  endorses  these  goals  and 
will  work  with  government,  the  health 
professions  and  consumers  to  achieve 
them. 

The  Advantages 

The  concept  holds  promise  of  benefits: 
better  patient  understanding  of  the 
product  prescribed,  better  adherence 
to  the  treatment  plan,  and  more  aware- 
ness of  possible  side  reactions. 

Every  doctor  has  had  patients 
who  fail  to  finish  antibiotic  regimens 
because  they  feel  better.  Some  patients 
assume  that  if  one  tranquilizer  or 
analgesic  is  good,  two  may  be  twice  as 
good.  Still  others  fail  to  report  dizzi- 
ness while  on  antihypertensive  therapy 
—and  so  on. 

Problems  like  these  might  arise 
less  often  if  the  patient  received  writ- 
ten information  in  addition  to  verbal 
instructions.  Some  studies  suggest 
that  patients  are  more  receptive  to 
such  materials,  and  they  more  often 
understand  the  verbal  instructions  and 
follow  them,  when  inserts  are  used. 

The  Disadvantages 

There  are  also  some  potential  prob- 
lems. Obviously,  the  inserts  must  be 
clearly  phrased,  without  extraneous  or 
complex  detail.  How  much  information 


is  enough?  How  can  it  be  kept  current? 
Should  all  patients  receive  the  same 
information?  Should  inserts  be  in- 
cluded with  all  drugs?  Should  only 
potential  problems  be  listed  or  are 
patients  better  off  with  a “fair  balance” 
presentation  that  describes  usefulness 
as  well  as  drawbacks? 

These  and  similar  questions 
require  answers,  since  model  inserts 
have  yet  to  be  properly  developed  and 
tested.  Despite  the  need  for  these 
studies,  the  FDA  is  proceeding  pre- 
maturely with  inserts  on  selected 
products.  We  think  the  Congress  is  the 
only  place  where  the  matter  can  be 
given  the  proper  legal  status  and 
direction,  particularly  since  it  repre- 
sents a conceptual  change  in  the  legal, 
medical  and  social  framework  of  the 
nation’s  prescription  drug  information 
system. 

The  Solution 

The  PMA  believes  that  carefully- 
devised  pilot  studies  of  various  kinds 
of  inserts  are  needed.  They  should  be 
developed  and  implemented  with  full 
participation  by  doctors,  pharmacists, 
consumers,  communications  experts 
and  the  drug  industry.  Such  studies 
will  provide  reliable  pathways  to 
follow,  so  that  inserts  will  be  useful 
aids  to  medical  practice. 

And  particularly  we  think  that 
you  should  be  closely  involved  in  this 
debate  and  in  these  studies  and  deci- 
sions. Otherwise,  people  with  less 
experience  and  qualifications  may 
control  the  purposes,  content  and  use 
of  a tool  with  considerable  promise  for 
improved  patient  care.  It  could  make  a 
difference  in  your  practice  tomorrow, 
and  more  importantly,  in  the  health 
of  your  patients. 
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appropriate  and  timely  fashion.  It  was  VOTED 
further  that  a copy  of  the  motion  be  directed  to  Mr. 
John  Kennedy  from  President-Elect  Jerome  K. 
Freedman,  M.D. 

Subcommittee  on  Administration  and  Organization 

It  was  VOTED  to  approve  of  the  report  and 
recommendations  of  the  Subcommittee  on  Adminis- 
tration and  Organization  which  provide  a mechanism 
for  regular  reports  to  the  Council  on  the  activities  of 
outside  agencies  on  which  CSMS  members  serve  and 
a method  of  communicating  such  information  to  the 
membership. 

Reports— Fiscal  Subcommittee 

(a)  Preceptorship  Program,  Committee  on  Coopera- 
tion with  Medical  Schools:  Upon  recommenda- 
tion from  the  Committee  on  Cooperation  with  the 
Medical  Schools  of  Connecticut,  it  was  VOTED 
to  approve  of  the  expenditure  of  $200.  to  fund  a 
reception  for  the  first  year  students  at  the 
University  of  Connecticut  Medical  School  for  the 
purpose  of  introducing  the  students  to  the 
preceptorship  program. 

(b)  AMS  A Convention — Atlanta,  Georgia,  March  1- 
5,  1978:  It  was  VOTED  to  approve  of  the 
allocation  of  $200,  each  to  Yale  and  UConn  to 
help  defray  the  overall  expenses  of  the  medical 
students  attending  the  AMSA  convention. 

Connecticut  Ambulatory  Care  Study 

It  was  VOTED  to  receive  as  information  the  most 
recent  correspondence  between  Donald  Riedel, 
Ph.D.,  and  CSMS  pertaining  to  the  transmittal  of  all 
CACS  materials  to  the  CSMS  office  and  to  grant 
permission  to  Dr.  Riedel  to  use  the  tapes  until  April  1, 
1978,  for  the  sole  purpose  of  completion  of  the  CACS 
study. 


Summary  Report — National  Commission 
on  the  Cost  of  Medical  Care 

After  discussion  of  the  CSMS  Committee  on 
Statewide  Medical  Planning  report  relating  to  the 
Summary  Report  issued  by  the  National  Commission 
on  the  Cost  of  Medical  Care,  it  was  VOTED  to  defer 
any  specific  action  until  the  next  meeting  of  the 
Council.  It  was  VOTED  further  to  delay  informing 
the  county  medical  associations  on  the  Commission 
issues  until  the  CSMS  has  completed  its  study  and 
review  of  the  recommendations. 

In  a matter  relating  to  the  activities  of  the  National 
Commission  on  the  Cost  of  Medical  Care,  Dr.  Jerome 
K.  Freedman,  New  Haven,  discussed  a hearing  which 
was  to  be  held  the  next  day  by  the  Public  Health  and 
Safety  Committee  of  the  Connecticut  General 
Assembly.  He  reported  that  the  issue  to  be  discussed 
was  a legislative  proposal  which  would  extend  the 
certificate-of-need  requirement  to  physician’s  offices. 
In  the  discussion  that  followed,  several  members  of 
the  Council  suggested  various  approaches  which 
could  be  utilized  in  opposition  to  the  legislation. 

Legislative  Digest 

It  was  VOTED  to  receive  as  information  the  first 
issue  of  a publication  entitled  “Legislative  Digest,” 
prepared  by  Francis  G.  Sweeney,  Assistant  Execu- 
tive Director,  which  included  a report  on  current 
legislation  of  interest  to  CSMS. 

N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  February  15, 
1978.  Detailed  minutes  of  the  meetings  are  on 
file  at  160  St.  Ronan  Street,  New  Haven,  for 
perusal  by  any  interested  member  of  the 
Society. 


276 


CONNECTICUT  MEDICINE,  APRIL,  1978 


186th  ANNUAL  MEETING 
of  the 

CONNECTICUT  STATE  MEDICAL  SOCIETY 

Hartford  Hilton  Hotel 
10  Ford  Street,  Hartford,  Connecticut 


May  3, 


COMMITTEE  ON  PROGRAM  OF  THE 
SCIENTIFIC  ASSEMBEY 


Dr.  Markley 


D.  Norman  Markley,  Hartford,  Chairman 
Malcolm  M.  Ellison,  New  L.ondon 
Fredric  1.  Fischbein,  Middletown 
James  E.C.  Walker,  Farmington 


A MESSAGE  FROM  THE  PRESIDENT 

The  186th  Annual  Meeting  of  the  Connecticut  State  Medical 
Society  will,  once  again,  bring  into  focus  the  many  activities  of  the 
Society  during  the  past  year.  The  House  of  Delegates  will  meet  on 
Wednesday,  May  3,  to  transact  the  business  of  the  Society  which 
will  include  action  on  the  reports  of  officers  and  chairmen  of 
committees,  resolutions  from  county  associations  and  individual 
members,  and  election  of  officers  and  committees  for  the  coming 
year.  The  membership-at-large  is  invited  and  urged  to  participate, 
through  the  reference  committee  hearings,  in  the  deliberations  of 
the  House  of  Delegates. 

J he  Annual  Dinner  will  be  held  on  Wednesday  evening.  Mav  3, 
at  7:30  P.M.,  preceded  by  a social  hour.  All  members  of  the  Society 
and  their  spouses  are  invited  to  attend  this  social  occasion.  The 
inauguration  and  inaugural  address  of  the  incoming  President, 
Jerome  K.  Freedman,  New  Haven,  will  take  place  at  the  annual 
dinner.  Music  will  be  provided  and  every  effort  has  been  made  to 
provide  an  enjoyable  evening. 

The  scientific  program  on  Thursday,  May  4,  will  feature  a 
“Symposium  on  Heart  Disease — 1978”  which  will  include  a 
discussion  ot  all  aspects  of  heart  disease  and  should  be  of  interest  to 
all  physicians,  whether  in  the  field  of  medicine  or  surgery.  This  is  an 


, 1978 


excellent  opportunity  to  increase  our  knowledge  and  also  obtain 
CME  credits. 

Every  member  is  urged  to  make  a special  effort  to  attend  this 
Annual  Meeting,  to  keep  abreast  of  the  times — both  in  his  Society 
and  in  his  practice.  We  look  forward  to  seeing  you  at  the  meeting. 

1SADORE  H.  FRIEDBERG 


GENERAL  INFORMATION 
READ  CAREFULLY 

REGISTRATION 

The  registration  desk  will  be  located  on  the  mezzanine  floor 
and  everyone  attending  the  meeting  is  requested  to  register. 
There  will  be  no  charge  for  registration  and  all  members  of  the 
Society  will  be  given  a guest  luncheon  ticket  when  and  only  if 
they  register. 

PARKING 

There  are  ample  parking  facilities  at  the  hotel  and  in  the 
surrounding  area. 

TELEPHONE 

Telephone  messages  will  be  received  at  Hartford  249-561 1. 
LUNCHEON 

L uncheon  will  be  served  in  the  Terrace  Room  of  the  mezzanine 
floor  on  May  4th  and  ALT  MEMBERS  OF  THE  SOCIETY 
REGISTERING  WILL  BE  THE  GUESTS  OF  THE 
SOCIETY.  PLEASE  REMEMBER  A LUNCHEON 
TICKET  WILT.  BE  GIVEN  TO  MEMBERS  ONLY  IE 
THEY  REGISTER. 

HOTEL  ACCOMMODATIONS 

Persons  who  wish  to  remain  overnight  should  make  reserva- 
tions not  later  than  two  weeks  prior  to  opening  date  of  the 
meeting.  Reservations  will  be  held  until  6:00  P.M.  on  the  day 
of  arrival,  unless  later  hour  is  specified.  Please  indicate  in  your 
letter  that  you  are  attending  the  Connecticut  State  Medical 
Society  meeting.  Your  letter  should  be  directed  to  the  Front 
Office  Manager,  Hartford  Hilton  Hotel,  10  Ford  Street, 
Hartford,  Connecticut. 

ANNUAL  DINNER 

The  Annual  Dinner  will  be  held  at  the  hotel  on  Wednesday, 
May  3.  1978.  The  social  hour  will  be  at  6:30  P.M.  and  the 
dinner  at  7:30  P.M . All  persons  attending  the  dinner  will  be  the 
guests  of  the  Society  at  the  social  hour.  Your  reservations  for 
dinner  should  be  sent  in  as  soon  as  possible  to  the  CSMS 
office. 
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PROGRAM 

The  scientific  portion  of  the  Annual  Meeting  will  be 
concentrated  in  one  day.  May  4,  1978.  The  general  program 
will  be  held  in  the  Capitol  Ballroom  between  10:30  and  4:00; 
and  section  meetings  will  be  held  in  the  morning  at  8:30  A.M. 
and  in  the  afternoon  at  4:00  P.M.  in  the  rooms  listed  in  the 
program. 

EXHIBITS 

All  the  exhibits  will  be  located  on  the  mezzanine  floor. 
Physicians  should  take  advantage  of  the  opportunity  to  review 
what  is  new  and  timely  by  visiting  the  commercial  exhibits. 

AL  L.  ACTIVITIES  WILL  TAKE  PLACE  AT  THE  HOTEL 
UNLESS  OTHERWISE  INDICATED 


ANNUAL  MEETING  OF  THE 
HOUSE  OF  DELEGATES 

WEDNESDAY,  MAY  3 

CAPITOL  BALLROOM  MEZZANINE 

Presiding: 

David  A.  Grendon,  Sharon,  Speaker  of  the  House 
Stuart  Ragland,  Jr.,  Colebrook,  Vice-Speaker  of  the  House 

7:30  REGISTRATION  OF  DELEGATES— Mezzanine  Floor 
Continental  Breakfast  for  Delegates  and  Official  Guests 
8:30  CALL  TO  ORDER 
OPENING  SESSION 

REFERENCE  COMMITTEE  HEARINGS 
1:15  LUNCHEON — Terrace  Room.  Mezzanine 
2:30  CALL  TO  ORDER — Capitol  Ballroom 
FINAL  SESSION 
6:15  ADJOURNMENT 


ANNUAL  DINNER  OF  THE  SOCIETY 
WEDNESDAY,  MAY  3 

TERRACE  ROOM  MEZZANINE 

Social  Hour  6:30  P.M.  Dinner  7:30  P.M. 

PROGRAM 

Presiding:  Is  adore  H.  Friedberg,  Newington 

PRESENTATION  OF  GUESTS  AND  DELEGATES 
FROM  STATE  MEDICAL  SOCIETIES 
INAUGURATION  OF  INCOMING  PRESIDENT 
JEROME  K.  FREEDMAN,  NEW  HAVEN 
ADDRESS  OF  THE  PRESIDENT 
DINNER  MUSIC 


GENERAL  SCIENTIFIC  PROGRAM 
THURSDAY,  MAY  4 
MORNING  SESSION 

8:15  REGISTRATION  — Mezzanine 

8:30-10:00  MEETINGS  OF  SECTION  OF  THE  SOCIETY 
AND  GUEST  ORGANIZATIONS 
(Listing  elsewhere  in  program) 

10:00  INTERMISSION  TO  VISIT  EXHIBITS-Mezzanine 

BALLROOM 

10:20  CALL  TO  ORDER  AND  WELCOMING  REMARKS 

Jerome  K.  Freedman,  New  Haven,  President,  Connecticut 
State  Medical  Society 

Presiding:  Alfred  L.  Aronson,  Hartford,  Connecticut 

SYMPOSIUM  ON  HEART  DISEASE-1978 
10:30  IDENTIFICATION  OF  MURMURS— INNOCENT  OR 
OTHERWISE? 

(Adult  and  Pediatric  Components) 

CHARLES  S.  KLEINMAN,  NEW  HAVEN,  CONNECTI- 
CUT; Assistant  Professor  of  Pediatrics  & Diagnostic 
Radiology,  Yale  University  School  of  Medicine 
11:10  ARRHYTHMIAS— BENIGN  OR  DISASTROUS 

BERNARD  D.  KOSOWSKY,  BOSTON,  MASSACHU- 
SETTS; Director  of  Cardiology,  St.  Elizabeth’s  Hospital; 
Associate  Professor  of  Medicine,  Tufts  University  School  of 
Medicine 

1 1:50  PRACTICAL  APPROACHES  TO  THE  PATIENT  WITH 
CORONARY  ARTERY  DISEASE 
MICHAEL  V.  HERMAN,  NEW  YORK  CITY;  The  Arthur 
M.  and  Hilda  A.  Master  Professor  of  Medicine  (Cardiol- 
ogy), Mount  Sinai  School  of  Medicine;  Chief,  Division  of 
Cardiology,  Mount  Sinai  Hospital 
12:30  INTERMISSION  TO  VISIT  EXHIBITS 
1:00  LUNCHEON— Terrace  Room 

AFTERNOON  SESSION 

Presiding:  John  E-  Donnelly,  Farmington,  Connecticut 
2:00  NEWER  DIAGNOSTIC  PROCEDURES  FOR  DIAGNO- 
SIS OF  CORONARY  ARTERY  DISEASE 
MICHAEL  V.  HERMAN,  NEW  YORK  CITY;  (see 
previous  listing  11:50  A.M.) 

2:30  CORONARY  ARTERY  DISEASE— TO  PASS  OR  NOT 
TO  PASS 

MEDICAL  ASPECTS- ARNOLD  M.  KATZ, 
FARMINGTON,  CONNECTICUT; 

Professor  of  Medicine,  UConn  School  of  Medicine; 
Chief  Cardiology  Division  UConn  Health  Center 
SURGICAL  ASPECTS— W.  DUDLEY  JOHNSON, 
MILWAUKEE,  WISCONSIN; 

Associate  Clinical  Professor  of  Surgery,  Department  of 
Thoracic-Cardiovascular  Surgery,  Medical  College  of 
Wisconsin;  Head,  Cardiovascular  Surgery  Department, 
Mount  Sinai  Medical  Center 
Questions  and  Answers 

3:30  INTERMISSION  TO  VISIT  EXHIBITS 
4:00  MEETINGS  OF  SECTIONS  OF  THE  SOCIETY  AND 
GUEST  ORGANIZATIONS 

(Listing  elsewhere  in  Program) 
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MEETINGS  OF  SECTIONS  OF  THE  SOCIETY 
AND  GUEST  ORGANIZATIONS 


10:30  A.M. 


SECTION  ON  PEDIATRICS 


Ballroom 


THURSDAY,  MAY  4 
MORNING  SECTION  PROGRAMS 

SECTION  ON  DERMATOLOGY 

11:00  A.M.  Rooms  408-412 

President:  Gustave  Sirot,  New  Haven 
Secretary:  Anthony  P.  Cipriano,  New  Haven 

11:00  Business  Meeting — Rooms  408-412 

12:30  Social  Hour  & Luncheon — New  York-Washington  Rooms 
2:00  Guest  Speaker:  Norman  Orentreich,  New  York  City; 

Associate  Clinical  Professor  of  Dermatology,  New 
York  University  School  of  Medicine 
Subject:  Reconstructive  Dermatology 


SECTION  ON  EMERGENCY  MEDICINE 

8:30  A.M.  Room  404 

President:  Allan  A.  Brandt,  Milford 
Secretary:  Saul  Lande,  New  Haven 

Emergency  Medical  Service:  The  Quiet  Powerful  Revolution 
In  Medical  Care  Delivery 

H.  Alan  Hume,  Augusta,  Maine;  Director  of  Emergency 
Medical  Services,  State  of  Maine 


SECTION  ON  FAMILY  PRACTICE 

8:30  A.M.  Room  424 

President:  Frederick  C.  Barrett,  Norwich 
Secretary:  Harry  P.  Levine,  Stamford 
Newer  Aspects  In  The  Use  Of  Antimicrobial  Agents 

George  Thornton,  Waterbury,  Connecticut;  Director  of 
Division  of  Medicine,  Waterbury  Hospital 


President:  Frederick  J.  Flynn,  Newington 
Secretary:  Estelle  Siker,  Hartford 
Identification  Of  Murmurs — Innocent  Or  Otherwise? 

(Adult  & Pediatric  Components)  Charles  S.  KJeinman,  New 
Haven,  Connecticut;  Assistant  Professor  of  Pediatrics  and 
Diagnostic  Radiology,  Yale  University  School  of  Medicine 
(The  members  of  the  Section  on  Pediatrics  are  invited  to  attend  the 
meeting  of  the  American  Diabetes  Association  in  the  New  York- 
Washington  Rooms  to  hear  a discussion  on  “The  Adolescent 
Diabetic”  at  8:30  A.M. 


SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION 

8:30  A.M.  Room  440 

President:  Philip  B.  Arnold,  Woodbridge 
Secretary:  Manjula  Narayan,  Rocky  Hill 
Clinical  Uses  Of  Electrodiagnostic  Reflex  Measurements 
Bhagwan  T.  Shahani,  Boston,  Massachusetts;  Assistant 
Professor  of  Neurology,  Harvard  Medical  School;  Assistant 
Neurologist,  Massachusetts  General  Hospital 


SECTION  ON  PREVENTIVE  MEDICINE 

8:30  A.M.  Boston  Room 

President:  J.  Howard  Johnston,  Hartford 
Secretary:  George  F.  Martelon,  Bridgeport 

Effects  Of  Smoking  And  Occupational  Exposure  In  Lung 
Disease 

Thomas  J.  Godar,  Hartford,  Connecticut;  Director  of 
Section  on  Pulmonary  Disease,  St.  Francis  Hospital  and 
Medical  Center;  Associate  Professor  of  Medicine,  UConn 
School  of  Medicine 


SECTION  ON  PSYCHIATRY 


SECTION  ON  FORENSIC  MEDICINE 

8:30  A.M.  Room  436 

President:  Daniel  W.  Benninghoff,  Greenwich 
Secretary:  G.S.  Gudernatch,  Sharon 
Business  Meeting — Breakfast  will  be  served 
Orientation  Session 


8:30  A.M.  Buffalo  Room 

President:  Gerald  H.  Flamm,  New  Haven 
Secretary:  Cyril  Waynik,  Fairfield 
Panel  Discussion — Recognition  And  Management  Of 
Psychiatric  Problems  In  Private  Practice 
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SECTION  ON  PULMONARY  DISEASES 


JOINT  MEETING 


9:00  A.M.  Rooms  416-420 

President:  Lester  J.  Krasnogor,  Stamford 
Secretary:  Arthur  Kotch,  Danbury 
Obstructive  Lung  Disease 

William  M.  Thurlbeck,  Winnipeg,  Canada;  Professor  and 
Head,  Department  of  Pathology;  Faculty  of  Medicine, 
University  of  Manitoba,  Winnipeg,  Canada 


AMERICAN  DIABETES  ASSOCIATION 
CONNECTICUT  AFFILIATE 

8:30  A.M.  New  York-Washington  Rooms 

President:  David  S.  Wilcox,  Hartford 
Secretary:  James  Hart,  New  Haven 
Unique  Problems  Of  The  Adolescent  Diabetic 

William  Tamborlane,  New  Haven,  Connecticut;  Assistant 
Professor  of  Pediatrics,  Yale  University  School  of  Medicine 


AFTERNOON  SECTION  PROGRAMS 

SECTION  ON  ALLERGY 

6:00  P.M.  Hotel  Sonesta,  Hartford 

President:  Robert  DeBernardo,  Bridgeport 
Secretary:  Carlton  R.  Palm,  New  Haven 
Pathophysiology  Of  Rhinitis 

John  Connell,  New  York  City;  Director  of  the  Nasal  Disease 
Study  Center,  Holy  Name  Hospital,  Teaneck,  New  Jersey; 
Staff  of  St.  Vincent’s  Hospital,  New  York  City 


SECTION  ON  ANESTHESIOLOGY 

3:30  P.M. 

Holiday  Inn,  50  Morgan  Street,  Hartford 
President:  John  T.  Conroy,  Hartford 
Secretary:  Raymond  E.  Bradley,  Woodbridge 
3:30  Executive  Meeting 
4:30  Business  Meeting 
5:30  Ralph  M.  Tovell  Memorial  Lecture 

Guest  Speaker:  Louis  Orkin,  New  York  City;  Professor 
and  Chairman,  Department  of  Anesthesia,  Albert 
Einstein  College  of  Medicine  of  Yeshiva  University 
Subject:  Alcoholism  And  Anesthesia 
6:30  Social  Hour  and  Dinner 

(Section  members  are  urged  to  attend  the  CSMS  Scientific 
Program  at  the  Hartford  Hilton  Hotel  prior  to  the  Section  meeting) 


SECTION  ON  GASTROENTEROLOGY 

President:  Robert  Vogel,  Orange 
Secretary:  Raphael  D.  Schwartz,  Danbury 

SECTION  ON  INTERNAL  MEDICINE 

President:  Saul  Milles,  New  Haven 
Secretary:  Arnold  M.  K.off,  Avon 
4:00  P.M.  Rooms  436-440 

Newer  Aspects  Of  Crohn’s  Disease 

David  B.  Sachar,  New  York  City;  Associate  Professor  of 
Medicine,  Mount  Sinai  School  of  Medicine;  Associate 
Attending  Physician,  Mount  Sinai  Hospital;  Attending 
Physician,  Bronx  VA  Hospital 


SECTION  ON  NEUROSURGERY 

3:30  P.M.  Boston  Room 

Chairman:  Edwin  H.  Mulford  II,  Norwalk 
Secretary:  Donald  W.  Cooper,  New  London 

Business  Meeting 
Election  of  Officers 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 

4:00  P.M.  Room  424 

President:  Philip  C.  Dennen,  Waterbury 
Secretary:  Richard  F.  Jones,  111,  Hartford 
Obstetrical  And  Gynecological  Infections 

Richard  Quintiliani,  Hartford,  Connecticut;  Director  of 
Division  of  Infectious  Disease,  Hartford;  Clinical  Professor 
of  Medicine,  Yale  University  School  of  Medicine 


SECTION  ON  OPHTHALMOLOGY 

3:00  P.M.  Rooms  416-420 

President:  J.  Clement  Griffin,  Norwich 
Secretary:  Turpin  H.  Rose,  Danbury 
3:00  Lacrimal  Surgery 

Pierre  Guibor,  New  York  City 

3:45  Speaker  and  Subject  to  be  announced 
4:30  Business  Meeting 
6:15  Reception  & Dinner 

8:00  Oculoplastic  Surgical  Repair  Of  Dog  Bites  And 
Human  Bites 

Pierre  Guibor 
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SECTION  ON  OTOLARYNGOLOGY 


SECTION  ON  SURGERY 


1:00  P.M.  Yankee  Silversmith,  Wallingford 

President:  Robert  Rosnagle,  New  Haven 
Secretary:  Ronald  J.  Pimpinella,  Torrington 
1:00  Parotid  Gland  Surgery  And  Face  Lift  Surgery 

John  Conley,  New  York  City;  Professor  of  Otolaryn- 
gology, Columbia  Presbyterian  Medical  Center 
2:00  Panel  Discussion 
3:00  Tympanoplasty  Surgery 

Richard  Bellucci,  New  York  City;  Professor  of 
Otolaryngology,  Flower  and  Fifth  Avenue  Medical 
Center 

4:00  Panel  Discussion 
5:00  Business  Meeting 
6:00  Social  Hour  and  Dinner 


SECTION  ON  PATHOLOGY 

4:00  P.M.  Room  404 

President:  William  R.  Bronson,  Hartford 
Secretary:  David  M.  Lowell,  Waterbury 
Oral  Pathology  Of  Interest  To  General  Pathologists 

David  Krutchkoff,  D.D.S.,  Farmington,  Connecticut; 
Associate  Professor,  Department  of  Oral  Diagnosis  and 
Pathology,  UConn  School  of  Dental  Medicine 


SECTION  ON  PROCTOLOGY 

4:00  P.M.  Room  408 

President:  Bernard  J.  Kaplan,  Hartford 
Secretary:  Sanford  Savin,  Bridgeport 
Common  Painful  Ano-Rectal  Conditions  And  Their 
M ANAGEMENT 

Dave  B.  Swerdlow,  Montclair,  New  Jersey;  Attending  and 
Chief  of  Section  on  Colon  and  Rectal  Surgery,  Mountain- 
side Hospital 


SECTION  ON  RADIOLOGY 

4:30  P.M.  Room  412 

President:  Carl  W.  Scheer,  Meriden 
Secretary:  Gerald  L.  Baker,  Hartford 
Business  Meeting 


4:00  P.M.  Ballroom 

President:  William  H.  Curley,  Jr.,  Bridgeport 
Secretary:  Edward  Dunn,  Waterbury 
2:00  (See  General  Program — Thursday  2:00  P.M.) 

3:30  Intermission  to  Visit  Exhibits 
4:00  Business  Meeting 

4:40  Status  Of  Affiliation  Between  University  And 
Community  Hospitals 

Arthur  E.  Baue,  New  Haven,  Connecticut;  Chairman, 
Department  of  Surgery,  Yale  University  School  of 
Medicine 

5:00  Joint  Social  Hour  and  Dinner  with  Connecticut  Society  of 
American  Board  Surgeons 

Guest  Speaker:  Captain  John  Phillip  Bayne,  U.S.  Navy, 
Retired 

Topic:  Atomic  Energy-One  Short  Term  Solution  To 
The  Energy  Crisis 


SECTION  ON  THORACIC  AND  CARDIOVASCULAR 
SURGERY 

4:00  P.M.  Buffalo  Room 

President:  Joseph  P.  Dineen,  Derby 
Secretary:  Allan  L.  Toole,  New  Haven 
Business  Meeting 
Election  of  Officers 


IMPORTANT— PLEASE  NOTE 
The  following  Section  of  the  Society  will  not  be  meeting  on  May 
4.  The  program  date  and  time  follow: 


SECTION  ON  ORTHOPEDICS 

3:00  P.M.— April  27,  1978 
Hunt  Memorial  Building 
230  Scarborough  Street,  Hartford 
President:  Francis  P.  Saunders,  Danbury 
Secretary:  John  D.  Haugh,  Hartford 
Thoracic  And  Lumbar  Spine  And  Cord  Injuries 

Paul  Meyer,  Chicago,  Illinois;  Director  of  Regional  Spinal 
Cord  Injury  Center 
Panel  Discussion: 

Wayne  O.  Southwick,  New  Haven,  Connecticut;  Professor 
of  Orthopedic  Surgery,  Yale  University  School  of  Medicine 

James  H.  Hardy,  Hartford,  Connecticut;  Orthopedic  Sur- 
geon 

Joseph  S.  Sadowski,  Hartford,  Connecticut;  Neurosurgeon 
Social  Hour  and  Dinner 


VOLUME  42,  NO.  4 


281 


SPECIAL  NOTICES 
CONTINUING  MEDICAL 
EDUCATION  CREDITS 

AMA  PHYSICIAN  S RECOGNITION  AWARD 
The  Yale  University  School  of  Medicine  has 
accredited  the  scientific  program  of  the  Society’s 
Annual  Meeting  for  Category  One  Credit  toward 
the  AMA  Physician’s  Recognition  Award.  Credit 
is  granted  in  this  category  on  an  hour-for-hour 
basis. 

AMERICAN  ACADEMY  OF  FAMILY 
PHYSICIANS 

The  Commission  on  Education  of  the  AAFP  has 
accredited  the  scientific  program  of  the  Society’s 
Annual  Meeting  for  5-1/2  hours  of  prescribed 
credit  for  the  general  lectures  and  the  family 
practice  section  meeting,  and  one  hour  for 
elective  credit  for  each  lecture  attended  which  is 
presented  by  the  individual  specialty  section  of 
the  Society. 

HOSPITAL  RESIDENTS,  INTERNS  AND  MEDICAL  STU- 
DENTS ARE  CORDIALLY  INVITED  TO  ATTEND  THIS 
MEETING. 

SPECIAL  NOTICES 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 
acknowledges  with  thanks  educational  program  grants 
received  from: 

Geigy  Pharmaceuticals,  Ardsley,  New  York 
Eli  L illy  and  Company,  Indianapolis,  Indiana 
Mead  Johnson  Laboratories,  Evansville.  Indiana 
Parke,  Davis  and  Company,  Detroit,  Michigan 
A.H.  Robins  Company,  Inc.,  Richmond,  Virginia 
Telemed  Corporation,  Hoffman  Estates,  Illinois 


Our  exhibitors  contribute  to  the  value  of  our  Scientific  Assembly 
by  presenting  goods  and  services  of  interest  and  importance  to 
physicians  and  their  families.  Personal  visits  at  the  booths  will 
increase  your  understanding  of  the  materials  and  programs  on 
display. 

TECHNICAL  EXHIBITS 

Aetna  l ife  and  Casualty,  Hartford,  Connecticut 
U.S.  Army  Medical  Research  and  Development  Command 
Ayr  Insurance  Agency,  New  Haven,  Connecticut 
Boehringer  Ingelheim  Ltd.,  Elmsford,  New  York 
J.C.  Carter  & Company,  Darien,  Connecticut 
Coca-Cola,  USA 

Dista  Products  Company,  Indianapolis,  Indiana 

Encyclopedia  Britannica,  Chicago,  Illinois 

Group  Insurers,  Hamden,  Connecticut 

Healthco-Stoughton  Company,  Hartford,  Connecticut 

Hoechst-Roussel  Pharmaceutical,  Inc.,  Somerville,  New  Jersey 

Med-X  Health  Service,  Inc.,  West  Hartford,  Connecticut 

Medical  Personnel  Pool,  Hartford,  Connecticut 

Merck  Sharp  & Dohme,  West  Point,  Pennsylvania 

NCR  Corporation,  Hartford,  Connecticut 

The  Purdue  Frederick  Company,  Norwalk,  Connecticut 

Southern  New  England  Telephone  Company,  New  Haven, 

Upjohn  Company,  Kalamazoo,  Michigan 

U.S.  Naval  Recruiting  Service 


In  Memoriam 

COLLINS,  JOSEPH  O.,  Baylor  University,  1929. 
After  completing  his  residency  at  Philadelphia 
General  Hospital,  he  became  chief  of  pathology  at 
Waterbury  Hospital  until  his  retirement  in  1969.  Prior 
to  his  retirement,  ire  was  a member  of  the  faculty  at 
the  Yale  University  School  of  Medicine.  After  his 
retirement  from  Waterbury  Hospital,  he  served  at 
Griffin  Hospital,  Derby,  Charlotte  Hungerford 
Hospital,  Torrington,  and  Winsted  Hospital,  Wins- 
ted,  as  a pathologist.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Collins  died  February  14,  1978,  at 
the  age  of  73. 

DANZIG,  SAMUEL  D.,  University  of  Lausanne, 
1937.  Dr.  Danzig  was  a general  practitioner  in  the 
Fairfield  area  since  1946.  He  was  at  one  time  the  town 
physician  and  also  served  several  area  fire  depart- 
ments as  their  physician.  He  was  a member  of  the 
Fairfield  County  Medical  Association  and  the 
Connecticut  State  Medical  Society.  Dr.  Danzig  died 
February  16,  1978,  at  the  age  of  66. 

DIG  I AN  DOMENICO,  ALBERT  T.,  St.  Louis 
University,  1941.  During  World  War  II,  he  served  in 
the  Pacific  theater  of  operations.  Following  the  war 
he  returned  to  Meriden  and  opened  his  private 
practice  of  medicine.  He  had  served  as  police  surgeon 
for  about  five  years.  He  was  a member  of  the  New 
Haven  County  Medical  Association,  the  Connecticut 
State  Medical  Society  and  the  American  Medical 
Association.  Dr.  DiGiandomenico  died  February  11, 
1978,  at  the  age  of  64. 

FINE,  JOSEPH,  University  of  Pennsylvania  1931. 
Dr.  Fine  was  a general  practitioner  in  the  Fairfield 
area  since  1932  and  was  a member  of  the  Fairfield 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Fine  died  in  February,  1978,  at  the  age  of  71. 


MULLIGAN,  THOMAS  M .,  Boston  University 
School  of  Medicine,  1938.  Dr.  Mulligan  was  a 
orthopedic  surgeon  in  the  New  Haven  area  since  1946, 
until  his  retirement  in  1976.  He  was  a veteran  of 
World  War  II,  having  served  in  the  U.S.  Army.  He 
was  a member  of  the  New  Haven  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Mulligan 
died  February  3,  1978,  at  the  age  of  65. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  160  St.  Ronan  Street,  New  Haven,  Connecticut  0651 1,  (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in  two 
consecutive  issues  of  Connecticut  Medicine. 

OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Anesthesiologist:  Associate  wanted  for  private  practice  in  progres- 
sive central  Ct.  Hospital.  Excellent  salary  and  fringe  benefits. 
Inquiries  Confidential.  Send  CV  to  CSMS. 

Family  Practice:  Doctor  wanted  to  take  over  well  established  FP  in 
Northwestern  CT.  Retiring  MD  will  stay  on  for  introducing  and 
consulting.  Immediate  income.  Office  fully  equipped.  Send  CV  to 
CSMS. 

Family  Practitioner  to  join  established  growing  practice  in  CT. 
Must  be  able  to  work  under  pressure  in  busy  office.  Send  CV  to 
CSMS. 

Board  eligible  or  board  certified  FP  MD  to  affiliate  with  Board 
registered  MD.  Early  partnership.  Send  CV  to  CSMS. 

Family  Practice:  Unique  opportunity  for  Family  Physician- 
Hospital  sponsored  satellite  Family  Health  Center  looking  for 
recent  graduate,  board  eligible  or  board  certified  family  practice 
specialist  to  join  up  to  6FP  group  with  allied  health  personnel. 
Salaried  position  with  excellent  fringe  benefits.  Sponsored  by_ 
Robert  Wood  Johnson  Foundation.  Available  Fall  1978.  Send  CV 
and  salary  requirements  to:  A.  Kentera,  Administration,  Griffin 
Hospital,  130  Division  Street,  Derby,  CT  06418.  203-735-7421. 
EOE. 


L ong  established  practice  of  solo  physician  with  fully  equipped 
office.  Available  June  1978  in  Middlesex  County.  Send  CV  to 
CSMS. 


Rare  opportunity  to  share  busy  suburban  practice  near  two 
community  hospitals.  Salary  first  year,  mutual  agreement  thereaf- 
ter. H.G.  Plakins,  M.D.,  245  No.  Main  St.,  Wallingford,  CT  06492. 


Internal  Medicine-Primary  Care:  Solo  practice  available.  Contact 
Thomas  Taylor,  M.D.,  2 White  Oak  Rd.,  Woodbury,  CT  06798. 
203-263-2404. 

Internist:  Board  certified/ eligible  needed  for  the  Hill  Health 
Center,  a community  based  comprehensive  health  center  integrated 
with  Yale  University.  Position  is  full  time  and  carries  Yale  Clinical 
Faculty  appointment.  Emphasis  is  on  primary  care;  teaching  and 
subspecialty  interests  are  welcomed.  Interest/experience  in  health 
delivery  to  the  Urban  Poor  in  a multi-discipline  team  approach 
desired.  Competitive  salary,  vacation,  CME  leave  and  fringe 
benefits.  Minority  and  women  applicants  are  encouraged.  Send 
C.V.  to  Paul  Harris,  M.D.,  Hill  Health  Center,  428  Columbus 
Avenue,  New  Haven,  CT  06519. 


OPPORTUNITIES  FOR  PRACTICE 

Internists;  Pediatricians:  (Primary  Care  Physicians)  Emerging 
HMO  in  Hartford  area  seeking  Board  certified  or  eligible  internists, 
pediatricians.  Exciting,  innovative  group  practice  setting,  geo- 
graphically located  near  medical  school,  in  new,  centrally  located 
facility.  Positions  available  for  January  1979.  Salary,  fringe 
benefits,  competitive.  C.V.’s  to  Daniel  C.  Burnes,  M.D.,  Medical 
Director,  NCC/HMO,  Inc.,  275  Board  Street,  Windsor,  CT  06095. 
203-688-9569.  EOE. 

Director,  Medical  Education/Medical  Staff  Coordinator:  Excel- 
lent opportunity  for  qualified  physician  in  medium  size  Community 
Hospital  with  university  affiliation.  Exceptional  salary  and  fringe 
benefits.  Contact  President,  Meriden-Wallingford  Hospital,  181 
Cook  Avenue,  Meriden,  CT  06450. 

OB/GYN:  Board  certified  or  eligible  to  practice  with  young 
certified  ob/gyn  in  northwest  CT.  Salary  followed  by  partnership. 
Send  CV  to  CSMS. 

Pediatric  office  and  set  up  for  rent,  on  the  bus-line,  close  to 
shopping  area,  First  floor  with  parking.  Doctor  retiring  after  45 
years,  850  Farmington  Avenue,  West  Hartford,  CT  or  call  203-247- 
9347. 

Psychiatry:  Part-time  Psychiatrist  needed.  Write  or  call  Steven  L. 
Taube,  M.D.,  Division  of  Psychiatry,  Waterbury  Hospital,  64 
Robbins  St.,  Waterbury,  CT  06720.  203-573-6109. 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
NEUROLOGY 

July  ’78.  Age  29.  Nat’l.  bds.  Elig.  in  Neurology.  MD  and  res.  from 
Mt.  Sinai,  NY.  Int.  at  Lenox  Hill  Hosp.,  NY.  Grp.,  assoc,  or 
institutional  practice  in  large  or  med.  community.  Lester  Hersh- 
man,  M.D..  500  E.  85th  St.,  Apt.  3F,  NY,  NY  10028. 

July  ’78.  Age  46.  FLEX,  elig.  MD  and  int.  in  India.  Res.  at  Mt. 
Sinai  Hosp.,  1L.  Have  been  working  as  tutor,  lecturer,  reader  and 
professor  in  Neurology  all  in  India  from  1965-75,  Solo,  grp.,  assoc, 
or  institutional  practice  in  large  or  med.  community.  Contact 
CSMS-EMS. 

July  ’78.  Age  30.  Nat’l.  bds.,  elig.  MD  and  res.  from  NJ  Med.  Sch. 
Int.  at  Washington  Hosp.  Ctr.,  D.C.  Presently  doing  fellowship  at 
Mass.  Gen.  Hosp.  (EMG  and  Neurophysiology)  Solo,  grp.  or 
assoc,  practice  in  med.  community.  Richard  F.  Tonzola,  M.D.,  18 
Park  Rd.,  Belmont,  MA  02178. 

OBSTETRICS  AND  GYNECOLOGY 

July  ’78.  Age  31.  FLEX.  AB-elig.  MD  from  Taiwan.  Int.  and  res.  at 
St.  Agnes  Hosp.,  MD.  One  yr.  rotating  int.  and  two  yrs.  of 
OB/GYN  res.  training  at  College  Hosp.  in  Taiwan.  Solo  or  assoc, 
practice  desired.  Shyue-Yi  Chang,  M.D.,  10  N.  Woodington  Rd., 
#B-9,  Baltimore,  MD  21229. 

Sept.  ’78.  Age  31.  Conn,  license.  Nat’l.  bds.,  elig.  Presently  in 
practice.  MD  from  NY  Univ.  Int.  at  Univ.  of  Chicago.  Res.  and 
fellowship  at  Yale  New  Haven.  Wishes  grp.  or  assoc,  practice  in 
large  or  med.  community.  Daniel  W.  Shapiro,  M.D.,  6812  Criner 
Rd.,  Huntsville,  AL.  35802. 

July  ’78.  Age  31.  Nat’l.  bds.,  elig.  MD  from  NY  Univ.  Med.  Sch. 
Res.  at  NYU-Bellevue  Med.  Ctr.  Interested  in  grp.  or  assoc, 
practice  in  Southwestern  CT  or  the  New  Haven  area.  Jon  R. 
Snyder,  M.D.,  3214  Orion  Circle,  Rome,  NY  13440. 

July  ’78.  Age  37.  Elig.  Wishes  solo,  grp.  or  assoc,  practice  in  CT. 
Raymundo  V.  Teheng,  M.D.,  1 1 Nassau  Rd.,  Yonkers,  NY  10710. 
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OPHTHALMOLOGY 

July  ’78.  Age  34.  Nat’l.  bds.,  elig.  MD  from  Washington  Univ.  and 
int.  at  St.  John’s  Med.  Ctr.  (both  in  St.  Louis).  Res.  at  Mt.  Sinai 
Hosp.,  NY-Ophth.  and  Glaucoma.  Wishes  grp.  or  assoc,  practice  in 
large  or  med.  community.  Alan  Kohn,  M.D.,  305  E.  68th  Str.,  Apt. 
20N,  NY,  NY  10028. 


July  ’78.  Age  29.  Nat’l.  bds.  elig.  MD  and  int.  at  Univ.  of 
Cincinnati.  Res.  at  Univ.  of  Mich.  Wishes  grp.  or  assoc,  practice  in 
med.  or  small  community.  Richard  L.  Wacksman,  M.D.,  2940 
Birch  Hollow,  Ann  Arbor,  Ml  48104. 


July  ’78.  Age  34.  Nat’l.  bds.  MD  from  Downstate  Med.  Ctr.,  Int.  at 
Columbia-Presbyterian  Med.  Ctr.  Presently  finishing  res.  program 
at  NYU  Med.  Ctr.  Seeking  to  join  with  a partner  or  group.  Andrew 
Zorbis,  M.D.,  5700  Arlington  Ave.,  Riverdale,  NY  10471. 


ORTHOPEDICS 

Autumn  ’78.  Age  32.  Nat'l.  bds.  MD  from  NY  Med.  Coll.  Int.  at 
Metropolitan  Hosp.  and  res.  at  Downstate  Med.  Ctr.  Will  consider 
any  type  of  practice  in  large  or  med.  community.  Michael  G.  Dolin, 
M.D.,  100  Ave.  P,  Brooklyn,  NY  11204. 


Aug.  '78.  Age  32.  Presently  in  US  Army.  Awaiting  results  from 
Sept  ’77 — for  bd.  elig.  MD  from  Jefferson  Med.  Coll.  Int.  and  res. 
at  Northwestern.  Solo,  grp.  or  assoc,  practice  in  med.  or  small 
community.  James  C.  Maas,  M.D.,  5846  Brett  Dr.,  Ft.  Knox,  KY 
40121. 


PEDIATRICS 

July  ’78.  Age  29.  Nat’l.  bds.  MD  from  St.  Louis  Univ.  Int.  and  res. 
at  Cardinal  Glennon  Hosp.  for  Children,  St.  Louis,  MO.  Wishes 
grp.  or  assoc,  practice  in  large  or  med.  community.  Eric  J.  Flug, 
M.D.,  813  Westwood  Dr.,  Clayton,  MO  63105. 


Aug.  ’78.  Age  30.  Nat’l.  bds.,  cert.  MD  from  NY  Univ.  Int.  and  res. 
at  Albert  Einstein  Coll,  of  Med.,  NY.  Grp.,  assoc,  or  institutional 
practice  desired.  David  P.  Hamburger,  M.D.,  7018  Calle  lleo, 
Tucson,  AZ  85710. 


July  ’78.  Age  31.  Elig-July.  MD  from  Sri-Lanka,  Ceylon.  Int.  at 
United  Hosp.,  Newark,  NJ  and  res.  at  NJ  Med.  Sch.  Will  consider 
any  pediatric  oriented  practice.  Nihal  S.  Naga-Hawatte,  M.D.,210 
Davey  St.,  Bloomfield,  NJ  07003. 


July  ’78.  Age  34.  Nat’l.  bds,  elig.  MD  from  NY  Med.  Coll.  Int.  and 
res.  at  Children’s  Hosp.,  D.C.  Fellowship  at  Mt.  Sinai,  NY  and 
Columbia  Univ.  Solo,  grp.  assoc,  or  institutional  practice  in  an  area 
of  need.  Will  be  very  flexible.  Jack  Needleman,  M.D.,  125  East 
87th  St.,  New  York,  NY  10028. 


July  ’78.  Age  33.  Nat’l.  bds.,  elig.  MD  from  SUNY-Downstate.  Int., 
res.  and  fellowship  all  at  St.  Vincent’s  Hosp.,  NY.  Wishes  grp., 
assoc,  or  institutional  practice  in  large  or  med.  community. 
(Husband  is  a Surgeon).  Vojislava  C.  Russo,  M.D.,  532  E. 
Wimbledon  Dr.,  Charleston,  SC  29412. 


July  ’78.  Age  30.  Nat’l.  bds.,  elig.  M.D.  from  Univ.  of  PA.  Int.  and 
res.  at  Children’s  Hosp.,  PA,  also  res.  at  Boston  City  Hosp.,  and 
Chief  res. -Ambulatory  Serv.,  Children’s  Med.  Ctr.,  MA.  Interested 
in  adolescents  and  school  problems  and  enjoy  teaching.  Grp., 
assoc.,  solo,  or  institutional  practice  in  large  or  med.  community. 
Contact  CSMS-MAT. 


SURGERY 

July  ’78.  Age  3 1 . Nat’l.  bds.  MD  from  Harvard.  Int.  at  Boston  City 
Hosp.  (Harvard).  Res.  at  New  England  Deaconness  Hosp. 
Fellowship  at  NYU-Bellevue  Hosp.  Strong  interest  in  Eastern  CT, 
no  preference  to  size  of  community  or  type  practice.  Andrew  M. 
Grimes,  M.D.,  301  East  48th  St.,  Apt.  9B,  NY,  NY  10017. 

Anytime.  Age  33.  Elig.  MD  from  Bombay.  Int.  at  St.  Francis  Hosp. 
Res.  at  Univ.  of  Louisville.  Presently  in  practice.  Solo,  grp.  or 
assoc,  practice  in  a town  of  at  least  15,000  pop.  preferably  within  30 
min.  of  metro  area.  Ramesh  P.  Shah,  M.D.,  3305  Broeck  Pointe, 
Louisville,  KY  40222. 

General  and  Vascular:  June  '78.  Age  32.  Conn,  license.  Elig.  MD 
from  Univ  of  Nicaragua.  Int.  and  res.  at  UConn  aff.  hospitals. 
Fellowship  at  St.  Lukes,  Texas  Children  and  Texas  Heart.  Solo, 
grp.  or  assoc,  practice  in  large  or  med.  community.  Ivan  A. 
Zamora,  M.D.,  7605  Phoenix  Ave.,  #919,  Houston,  TX  77030. 

Gen.  Surg.  incl.  Peripheral  Vascular  and  non-Cardiac  Chest:  July 
’78.  Age  31.  Nat’l.  bds.,  elig.  MD  from  Hahemann.  Int.  and  res.  at 
Presbyterian  Hosp.,  NY.  Would  prefer  associate  but  will  consider 
grp.  or  institutional  practice.  Howard  Floch,  M.D.,  255  East  23rd 
St.,  New  York,  NY  10010. 

Vascular  and  General:  June  ’78.  Age  33.  Nat’l.  bds.,  cert.  MD  from 
Albert  Einstein.  Int.  and  res.  at  Beth  Israel,  NY.  Fellowship  in 
Vascular  at  Baylor  Coll,  of  Med.  Presently  attending  staff  surgeon 
at  Naval  Hosp.,  SC  Wide  experience  in  vas./ thoracic  surg.  Grp.  or 
assoc,  practice  in  med.  community.  Irwin  M.  Klau,  M.D.,  U.S. 
Naval  Hosp.,  Beaufort,  SC  29902. 

July  ’78.  Age  31.  Nat’l.  bds.,  elig.  MD  from  Georgetown.  Int.  and 
res.  at  St.  Vincent’s  Hosp.,  NY.  Presently  in  practice  in  US  Navy. 
Grp.  assoc,  or  institutional  practice  in  large  or  med.  community. 
(Wife  is  pediatrician).  Eugene  P.  Russo,  M.D.,  532  E.  Wimbledon 
Dr.,  Charleston,  SC  29412. 


UROLOGY 

July  ’78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  SUNY.  Res.  at 
Montefiore  Hosp.,  (surg).  Fellowship  also  at  Montefiore  (trans- 
plantation & urology).  Wishes  solo,  grp.  or  assoc,  practice  in  CT. 
Michael  Barr,  M.D.,  3450-10  Wayne  Ave.,  Bronx,  NY  10467. 

July  ’78.  Age  30.  Elig.  MD  from  Univ.  of  Bombay.  Int.  at  Simerse 
Hosp.,  NJ.  Res.  at  Boston  Univ.  Med.  Ctr.  and  New  England  Med. 
Ctr.,  Boston.  Wishes  solo,  grp.  or  assoc,  practice  in  med. 
community.  Spouse  is  bd.  cert,  anesthesiologist.  Gulam  H. 
Bhimani,  M.D.,  52  Butterworth  Dr.,  Attleboro,  Mass.  02703. 

July  '78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  Univ.  of  PA.  Int.  at 
Temple.  Res.  in  Gen.  Surg.  at  Bryn  Mawr  Hosp.,  PA  and  res.  in 
Ur.  at  Temple.  Solo,  grp.  or  assoc,  practice  in  large  or  med. 
community.  Alan  H.  Lieberman,  M.D.,  706  Schiller  Ave., 
Narberth,  PA  19072. 

July  ’78.  Age  30.  AB  elig.  M.D.  from  India.  Int.  at  Elmhurst  Hosp., 
NY,  res.  at  Bronx  Lebanon  and  Misericordia  and  fellowship  in 
New  Delhi.  Will  consider  any  type  of  practice  in  any  size 
community.  Sharat  C.  Kalvakota,  M.D.,  50  Yonkers  Ter., 
Yonkers,  NY  10714. 

June  ’78.  Age  30.  Elig  5/78.  Md  from  India.  Int.  and  res.  at 
Beekman  Downtown  Hosp.,  NY,  also  res.  at  St.  Luke’s  Hosp.  Solo 
or  grp.  practice  in  large  or  med.  community.  Richard  Dias,  M.D., 
1090  Amsterdam  Ave.,  Apt.  13G,  NY,  NY  10025. 


July  ’78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  Bowman-Gray  Sch.  of 
Med.  Prefers  grp  or  assoc,  practice  in  large  or  med.  size  community 
in  northeastern  CT,  will  consider  other  areas.  Contact  CSMS-NBS. 
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Exclusive  national  service  organization  for  the 
American  Professional  Practice  Association. 
America’s  only  non-profit  membership  organi- 
zation for  doctors,  devoted  solely  to  the  business 
aspects  of  professional  practice  and  personal 
money  management. 

Physicians  Planning  Service  regularly  assists 
more  than  150,000  physicians  locally  throughout 
the  U nited  States. 


FOR  SECURITY 

♦PHYSICIANS  PLANNING  SERVICE 


Carl  L.  Edgerton 

PHYSICIANS  PLANNING  SERVICE  CORP. 


The  Exchange 
Farmington.  Conn.  06032 
6774567 
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NEW  YORK  FERTILITY 
RESEARCH  FOUNDATION,  INC. 

For  the  Investigation  of  Problems  of 
Human  Infertility 

The  Institute  provides  a complete  diagnostic 
and  consultation  service  for  infertile  couples. 
Investigations  are  conducted  by  well-known 
specialists  in  conjunction  with  consultants  in 
the  various  fields  of  medicine  related  to  in- 
fertility. 

Patients  are  returned  to  the  referring  physi- 
cian after  appropriate  studies  have  been  made 
together  with  a complete  detailed  report  of 
the  findings  of  the  Institute  and  its  consult- 
ants and  recommendations  for  therapy.  Liter- 
ature on  request. 

123  East  89th  Street,  N.Y.,  N.Y.  10028. 


CLASSIFIED  ADVERTISING  RATES 
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3390. 
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An  Update  on  the  Treatment  of  Deep  Vein  Thrombosis 

and  Pulmonary  Embolism 

MORRIS  D.  KERSTEIN,  M.D. 


ABSTRACT — Thrombophlebitis  (DVT)  and  pulmo- 
nary embolism  (PE)  are  more  common  than  previous- 
ly suspected.  Non-specific  signs  and  symptoms  can 
easily  be  confused  with  other  diseases;  in  fact  50%  of 
some  high  risk  groups  have  DVT.  Multiple  reports 
indicate  there  is  a 40-50%  error  in  patients  with 
“classic  symptoms.”  Therefore,  non-invasive  tests, 
including,  Doppler  ultrasound,  impedance  plethys- 
mography, and  radioactive  fibrinogen  must  sup- 
plement venography  in  the  diagnostic  armamenta- 
rium. 

The  ventilation-perfusion  scan  is  probably  the 
single  best  screening  test  available  for  suspected  P.E. 


The  physician  confronted  with  the  dilemma  of  a 
patient  with  calf  pain  or  pleuritic  chest  pain  is 
obviously  concerned  about  thromboembolic  disease. 
Diagnosis  based  solely  on  clinical  considerations  is 
notoriously  unreliable;  some  80%  plus  of  ambulant, 
previously  healthy  patients  with  calf  pain  and/or 
pleuritic  chest  pain  will  not  have  deep  vein  thrombo- 
phlebitis (DVT).1 

The  treatment  of  choice  for  thromboembolism  is 
heparin,  a drug  with  reported  complications  as  high 
as  20%  in  some  series.1  Although  it  may  be  necessary 
to  start  treatment  before  objective  confirmation — this 
should  be  obtained  by  venography  or  an  equal 
method  of  testing. 

Since  the  original  description  in  1846  by  Virchow2 
of  the  pathogenesis  of  venous  disease:  (1)  stasis 
(2)  intimal  injury  and  (3)  hypercoagulability,  little 
change  has  been  noted  except  for  the  work  by 
Altemeir3  with  his  concept  of  “L  form”  bacteria  as  an 
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The  pulmonary  angiogram  is  the  absolute  answer. 

The  hemodynamic  response  to  P.E.  is  related  to  the 
size  and  recurrence  of  the  embolic  process.  The 
earliest  sign  identified  by  a drop  in  oxygen  tension 
and  pulmonary  hypertension  and  increased  right 
atrial  pressure  follows.  A fall  in  cardiac  output 
indicates  a critical  degree  of  mechanical  blockade. 
Certainly  previous  underlying  cardio-pulmonary 
disease  makes  the  diagnosis  more  difficult  and  the 
prognosis  poorer. 

A major  advance  has  been  the  use  of  low  dose 
heparin  prophylaxis  for  DVT  in  the  high  risk  patient 
undergoing  abdominal  and  thoracic  surgery. 


etiologic  agent.  The  sequelae  of  diseased  veins  are 
chronic  venous  insufficiency  and  pulmonary  embolus. 
The  former  represents  long  term  disability  and 
possible  financial  losses  for  the  family  breadwinner; 
the  latter,  of  course,  is  a threat  to  life. 

Venous  disease  more  often  than  not  follows  the 
pattern:  Valve  damage  or  defect  either  primary  or 
secondary  to  venous  hypertension.  Progression  leads 
to  hydrostatic  pressure  overcoming  osmotic  pressure 
with  edema  and  ache  (secondary  to  stretched  vein 
wall).  The  patient  may  have  pain,  tenderness  and 
swelling  or — he  may  not!  Chronic  recurrent  problems 
with  escape  of  red  cells  results  in  brown  stain 
(hemosiderin),  damage  to  lymphatics  and  ulceration. 
Platelets  on  the  venous  side  participate  in  a different 
position  than  on  the  arterial  side  (controversial).4- 5 
Platelets  become  adherent  to  the  valves  in  a layered 
appearance  alternating  with  red  cells  and  fibrin.6 

In  areas  of  sluggish  or  turbulent  flow,  there  are 
concentrations  of  activated  clotting  factors.  They  can 
be  noted  in  a valve  cusp  and  soleal  or  gastrocnemius 
sinuses  of  the  calf  veins.  It  is  thought  that  materials 
such  as  thrombin,  fibrin,  adenosine  diphosphate, 
activated  factor  X,  catecholamines  and  other  mate- 
rials which  enhance  platelet  aggregation  come  into 
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contact  with  platelets  for  prolonged  periods  of  time 
causing  changes  on  the  rheologic  and  physical 
properties.  With  a platelet  nidus,  the  thrombotic 
process  is  initiated.6  Platelet  activity  continues  to  be 
researched  in  depth.7  8 9 " However,  there  are  still 

no  absolute  answers  in  relation  to  thrombus  forma- 
tion in  the  deep  veins  of  the  leg.  O’Brien  et  al10  state 
that  immediately  following  a surgical  procedure,  for 
24  hours,  the  platelet  aggregability  in  response  to 
adenosine  diphosphate  and  collagen  is  diminished.  It 
then  becomes  hyperactive  in  the  second  24  hours  after 
surgery.  Presumably  a hypercoaguable  state  is  in- 
duced. 

With  the  increasing  magnitude  of  surgical  proce- 
dures patients  are  obligated  to  remain  in  bed  for 
prolonged  periods  of  time  in  spite  of  the  physician’s 
desire  for  early  ambulation.  To  confirm  the  role  of 
venous  stasis  as  an  important  pathogenetic  factor,  the 
linear  velocity  of  the  blood  flow  in  the  leg  veins 
should  be  slowed  as  compared  to  other  areas.12  12  14 
The  literature  has  indicated  that  linear  velocity  in  the 
lower  leg  area  is  low  or  reduced  at  bed  rest. 

Tinear  velocity  of  blood  flow  in  the  veins  of  a 
relaxed  limb  is  determined  by  two  factors:  (a)  volume 
per  minute  flow  (b)  cross-section  area  of  the  venous 
system.  The  volume  flow  through  the  leg  veins  has 
been  estimated  to  be  5.3  cc  per  minute  per  100  cc  of 
leg  in  a healthy  person  supine  in  bed.  If  the  cross- 
sectional  area  of  the  leg  veins  in  this  supine  person  is 
2.65  sq.  cm,  the  calculated  mean  linear  velocity  of 
How  in  the  leg  veins  of  a resting  supine  normal  adult  is 
0.5  cm  per  second.  The  linear  velocity  in  the  vena  cava 
is  7 cm  per  second.  The  data  indicate  a quantitative 
difference  in  the  linear  velocity  of  flow  of  veins  in  the 
peripheral  and  central  regions  of  the  body.  Most 
patients  fortunately  do  not  remain  completely  relaxed 
all  the  time.  Exercise  of  leg  muscles  prevents  venous 
stasis  by  (a)  muscle  work  causing  increases  in  the 
volume  of  blood  (up  to  2000  per  cent),  (b)  contrac- 
tions of  leg  muscles  mechanically  compressing  the 
veins  and  decreasing  the  cross-sectional  area,  and 
increasing  flow.  The  degree  of  venous  stasis  can  then 
be  related  to  the  cross-sectional  area  of  veins  and  the 
amount  of  active  exercise  by  the  patient. 

Hypercoagulability  resulting  from  the  use  of  birth 
control  pills  has  been  confirmed  epidemiologically  (4 
to  1 1 times  increased  risk  of  deep  venous  thrombo- 
sis)15 and  with  antithrombin  assays.16 

Prevalence  studies  of  DVT  vary  remarkably 
depending  on  the  method  of  study:  autopsy  10- 
37%17  IH  versus  venography  versus  a non-invasive 
technique  (Doppler  and  impedance  plethysmography 
(IPG))  versus  the  interest  of  the  investigators. 

The  variability  of  reporting  is  reflected  in  the 
following  literature  incidence  of  DVT:  68.4%  of 
general  surgical  patients  with  a prior  history  of 
vascular  disease;14  57.1%  of  patients  undergoing  knee 


surgery  for  arthritis;20  47.9%  of  overweight  patients 
undergoing  general  surgery;14  44.4%  of  patients 
undergoing  open  prostatectomies;21  17.5%  of  patients 
having  upper  and  lower  abdominal  operations;22 
13.3%-60%  of  patients  admitted  with  a diagnosis  of 
acute  hemiplegia;23  and  8%  of  patients  tested  for 
coronary  artery  disease.24  22  Perhaps  the  best  illustra- 
tion of  the  scope  of  the  problem  is  the  fact  that  an 
estimated  28.0%  of  all  patients  over  age  4026  and 
45.7%  of  all  patients  over  age  6014  will  incur  deep 
venous  thrombosis  as  a result  of  undergoing  general 
surgery.  In  fact,  Kistner27  stated  52%  of  all  patients 
admitted  to  the  hospital  with  a diagnosis  of 
thrombophlebitis  subsequently  suffered  a pulmonary 
embolism.  One  must  now  decide  if  in  fact  there  is  not 
a constant  clotting  and  dissolution  of  the  clot  by 
normal  circulating  fibrinolysin  and  that  multiple 
small  fragmentary  pulmonary  emboli  occur  frequent- 
ly. The  question  one  must  ask  is  how  vigorously  does 
one  treat  these  identifiable  or  non-identifiable  clots  or 
how  does  one  identify  these  clots? 

The  classical  diagnosis  of  deep  venous  thrombosis 
rested  upon  the  physical  findings  of  calf  or  groin 
tenderness,  fever  and  swelling  of  the  leg.  With  the 
development  of  more  sophisticated  methods  the 
“classic  diagnosis”  represents  only  a segment  of  the 
involved  population.  The  differential  diagnosis  may 
include  trauma,  tumors,  cellulitis,  abscesses,  hemato- 
ma, Baker’s  cyst,  arthritis,  or  even  a tear  of  the 
plantaris  muscle. 

Methods  of  confirming  the  diagnosis  include 
segmental  blood  pressure  cuff  compression,  venous 
pressure  measurements,  venography,  radionucleotide 
techniques,  Doppler  ultrasound  flowmeter,  thermog- 
raphy, and  impedance  plethysmography. 

Since  the  technique  of  phlebography  was  first 
described  by  Dos  Santos28  and  improved  upon  by 
Bauer,24  numerous  variations  have  brought  it  to  the 
present  day  place  of  being  the  standard  for  diagnostic 
information.30  31  Though  not  without  its  false  positive 
and  false  negative  detractions  and  invasiveness,  it  is 
safe,  reliable,  reproducible,  and  easy  to  perform. 
Adhering  to  the  essentials:  the  semi-erect  position,45 
distal  ankle  tourniquet,  large  volume  of  non-irritating 
solution,  bi-plane  films,  and  films  before  and  after 
exercise  the  results  can  be  excellent.32 

Numerous  collaterals,  the  lack  of  filling  of  a major 
vein,  or  thrombi  seen  as  a defect  in  an  opacified  vein 
are  all  consistent  with  venous  occlusion.  The 
chronicity  may  be  hard  to  document. 

The  invasiveness  of  direct  venous  pressure  measure- 
ments33 and  often  poor  correlations  from  patient  to 
patient  or  even  in  the  same  patient  have  not  made  it 
popular.  Thermography  obviously  falls  into  error  with 
the  differential  diagnosis  of  an  acute  inflammatory 
condition  (e.g.  cellulitis,  insect  bite)  in  the  absence  or 
presence  of  thrombophlebitis.  Segmental  blood 
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pressure  cuff  measurements  do  demonstrate  discom- 
fort, have  the  risk  of  “squeezing  off’  a pulmonary 
embolus. 

There  is  a significant  amount  of  research  related  to 
impedance  plethysmography/4  35-36  The  principle  of 
the  technique  states  that  the  electrical  resistance  of  an 
extremity  is  inversely  proportional  to  the  amount  of 
blood  in  the  leg  at  that  time.  In  the  normal  person,  the 
electrical  resistance  of  the  extremity  is  related  to  the 
respiration.  In  the  patient  with  venous  disease,  the 
response  is  decreased  or  absent.  The  original 
popularity  was  followed  by  severe  criticism37  18  39 
because  of  the  high  incidence  of  false  readings.  The 
system  has  since  been  modified,  especially  in  the 
postoperative  patient  by  combining  it  with  a con- 
trolled blood  pressure  cuff  compression  method. 
Respiratory  patterns  alone  were  not  consistent, 
especially  in  the  patient  post-laparotomy  or  thoracic 
surgery. 

The  Doppler  ultrasound  method40  41  42  of  detecting 
flow  may  lack  reproducibility  from  observer  to 
observer.  In  the  study  of  Sigel  et  al,41  however,  the 
Doppler  examination  agreed  with  phlebography  in 
75.9%  of  the  limbs  with  venous  thrombosis  and  90.9% 
of  the  normal  limbs.  The  method  is  especially  effective 
when  the  same  technician  does  the  study  or  a print- 
out is  available  for  comparison.  The  method  cannot 
detect  a clot  when  only  tributary  veins  are  involved 
and  when  patient  collateral  veins  are  present.  Er- 
ror can  also  occur  from  improper  probe  positioning 
or  by  emptying  of  the  vein  by  a compression  bandage 
or  gravity.  The  Doppler  method  as  popularized  by 
Strandness,43  however,  must  be  considered  one  of  the 
best  non-invasive  survey  tests  leading  towards 
venography.  It  continues  to  be  refined  to  a high 
degree  of  accuracy. 

With  the  aid  of  a rather  sophisticated  laboratory 
one  can  determine  blood  coagulation  dynamics  by 
thromboelastography.  The  thromboelastographic 
system  is  a mechanical  optical  system,  recording  the 
dynamic  shear  elasticity  of  a developing  fibrin  clot. 
Changes  in  viscosity  and  elastic  properties  are 
measured.  A graphic  objective  registration  of  varia- 
tions of  fibrinolysis  is  produced.44 

The  most  recent  diagnostic  method  of  popular 
accord  is  radionucleotide  techniques  utilizing  labeled 
fibrinogen.  The  theory  contends  that  fibrinogen  will 
be  concentrated  in  areas  of  clot  formation.  With  serial 
scans  and  comparing  one  leg  to  the  other,  early  clot 
formation  may  be  detected.42-  45-  46-  47-  4X  49  5<)-  51  Its 
popularity  is  because  of  the  non-invasiveness, 
reproducibility  and  the  ability  for  daily  monitoring. 
It  is  not  helpful  in  the  patient  who  has  already  formed 
a clot.  Its  usefulness,  therefore,  is  in  the  many 
asymptomatic  high  risk  patients  followed  postopera- 
tively,  not  in  the  patient  complaining  of  leg  pain. 
Other  disadvantages  include:  high  cost,  lack  of 


sensitivity  to  thrombi  high  in  the  ilio-femoral  region, 
and  lack  of  specificity  in  areas  of  trauma.  This  latter 
comment  should  be  used  as  criticism  for  the 
numerous  studies  associated  with  hip  procedure.  The 
fibrinogen  may  be  at  the  surgical  site,  not  the  calf;  or 
if  the  clot  forms  in  the  ilio-femoral  region,  it  may  not 
be  distinguishable.  Finally,  one  must  question  again 
the  lethal  significance,  if  any,  of  small  clots  in 
peripheral  veins  of  the  calf. 

The  primary  aim  of  treatment  in  thrombophlebitis 
is  prevention  of  a fatal  pulmonary  embolus;  the 
secondary  aim  is  to  prevent  chronic  venous  insuffi- 
ciency and  its  sequelae. 

The  immediate  goals  include  preventing  thrombi 
already  formed  from  embolizing  and  preventing  the 
formation  of  new  thrombi.  Controversy  begins  with 
the  earliest  form  of  treatment — bed  rest  and  eleva- 
tion.1 52  Present  texts52  recommended  seven  days  of 
bed  rest  prior  to  ambulation.  Hirsh1  ambulates  his 
patients  when  the  pain  complex  has  disappeared,  as 
early  as  the  third  or  fourth  day.  It  is  hoped  in  the 
latter  situation  the  clot  becomes  densely  adherent  to 
the  vein  wall  before  the  fluctuation  in  venous  pressure 
in  walking  causes  premature  release  of  the  clot. 
Elevation  above  right  atrial  level  decreases  pressure 
to  relieve  edema  and  pain;  the  increased  rate  of  flow 
aids  in  the  prevention  of  new  thrombi.  Given  proper 
elevation  elastic  support  may  not  be  necessary;  with  a 
decrease  in  edema  and  beginning  ambulation,  elastic 
support  is  helpful.  The  superficial  veins  are  com- 
pressed and  the  rate  of  flow  in  the  remaining  veins 
increased.  Since  prolonged  sitting  and  standing  still 
would  increase  the  hydrostatic  pressure  over  the 
colloid  osmotic  pressure  it  is  not  allowed,  sometimes 
for  up  to  3 months.  It  may  be  necessary  to  adhere  to 
this  policy  for  6 months  in  ilio-femoral  thrombophle- 
bitis or  until  recanalization  or  collaterals  occur. 

Elastic  stockings  are  used  so  widely  to  have  become 
almost  routine  in  prophylaxis.  However,  to  stir  the 
controversy  further  the  following  quotes  have  been 
extracted: 

“Bandaging  is  obviously  insufficient  and  may  be 
dangerous.”53  “The  wearing  of  compression 
stockings  on  patients  over  the  age  of  40  does  not 
lessen  the  incidence  of  DVT.”54 
“Wrapping  ...  is  an  ineffective  and  sometimes 
dangerous  means  of  prophylaxis.”55 
“ . . . elastic  stockings  . . . are  only  of  modest 
benefit.”56 

“Stockings  will  only  empty  them  (the  valve 
cusps)  if  the  pressure  applied  is  so  great  that  the 
veins  are  completely  compressed.”57 
“Stocking  compression  techniques  fail  because 
the  resulting  increased  linear  flow  in  the  leg  veins 
does  not  per  se  prevent  the  formation  of  clot 
behind  venous  valves.”58 
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In  a recent  article  by  Gruber,59  he  stated  that  early 
postoperative  ambulation  and  intensive  physiother- 
apy alone  without  the  additional  application  of  drugs 
does  not  lead  to  the  expected  reduction  in  postopera- 
tive thromboembolic  complications. 

Surely,  now  one  can  appreciate  at  least  two 
separate  problems  of  DVT:  (1)  The  acute  episode 
appearing  as  an  out-patient  and  (2)  the  DVT  in  the 
hospitalized  patient — not  the  primary  diagnosis. 

The  appropriate  treatment  for  the  former  is  heparin 
anticoagulation.  Heparin  has  been  used  as  an 
anticoagulant  since  1937  and  has  been  shown  to  be 
effective  in  preventing  recurrent  pulmonary  emboli 
when  compared  to  a control  group  receiving  no 
anticoagulants.60  Recent  randomized  prospective 
studies  have  compared  continuous  versus  intermittent 
heparin.61  62  Those  patients  on  intermittent  heparin  vs 
continuous  required  more  heparin  and  had  more 
major  bleeding  episodes.  A carefully  monitored 
constant  infusion  pump  (not  an  I.V.  bottle)  with  flow 
control  is  required.  Regulation  is  achieved  by 
maintaining  the  clotting  time  at  2 to  3 times  control; 
an  even  more  accurate  method  is  a similar  regulation 
of  the  partial  thromboplastin  time. 

Since  Gelin's  historic  work  in  1956, 63  numerous 
investigators64  have  attempted  to  utilize  dextran  as  a 
therapeutic  agent.  Its  effectiveness  is  agreed  upon;  its 
position  is  secondary  to  heparin.  It  has  an  anticoagu- 
lation effect  proper,  plus  affecting  the  viscosity  and 
coating  the  red  cell  and  platelet  with  an  electronega- 
tive charge.  Salicylates  interfere  with  platelet  function 
but  cannot  be  counted  on  for  the  acute  problem. 
Current  studies  suggest  their  usefulness.65 

The  use  of  thrombolytic  enzymes,  urokinase  or 
streptokinase,  is  associated  with  a higher  incidence  of 
bleeding  and  toxic  reactions.  They  have  relatively  no 
effect  on  clots  present  for  four  days  or  longer  because 
the  clot  will  have  begun  to  organize.66- 67- 6X 

Coumadin  reduces  the  plasma  concentration  of 
prothrombin.  Its  effectiveness,  therefore,  is  deter- 
mined by  measuring  the  prothrombin  time  which 
must  be  less  than  10%  of  normal  to  effectively  inhibit 
the  propogation  of  thrombi.  Coumadin  is  adminis- 
tered orally  and  is  now  the  drug  of  choice  for  long 
term  therapy  following  heparin  therapy.  Since  the 
highest  period  of  recurrence  of  thrombophlebitis  and 
pulmonary  embolus  is  up  to  four  weeks  following  the 
acute  episode,  it  is  logical  to  continue  coumadin  for 
that  period  of  time.  There  is  controversy,  however,  as 
to  how  long  one  should  maintain  a patient  on 
coumadin  for  recurrent  disease.  With  recurrent 
disease  or  an  embolus  the  author  maintains  his 
patients  at  a prothrombin  time  of  10%  for  at  least  6 
months. 

Postoperative  and  later  clinical  results  of  ileofemor- 
al  thrombectomy  do  not  correlate  with  patency  or 
preservation  of  valve  function.  Adar66  states  no  data 


exist  showing  thrombectomy  followed  by  anticoagu- 
lants is  superior  to  anticoagulants  alone.  Its  role 
should  be  directed  to  preventing  phlegmasia  ceruela 
dolens  in  the  patient  non-responsive  to  heparin. 

The  significance  of  the  DVT  appearing  in  the  high 
risk  patient  alluded  to  earlier  has  been  popularized  by 
Kakkar.69  He  stated  that  certain  groups  of  patients 
(not  orthopedic)  could  have  a reduced  incidence  of 
total  pulmonary  emboli.  It  is  not  within  the  scope  of 
this  review  to  relate  all  the  controversy.  However,  a 
dose  of  5000  units  of  heparin  administered  subcutane- 
ously two  hours  prior  to  surgery,  and  at  eight  or 
twelve  hour  intervals  for  the  next  five  to  seven  days 
can  effectively  aid  in  the  prevention  of  DVT  and  fatal 
emboli  in  patients  markedly  obese,  over  40  years  of 
age,  undergoing  abdominal  and/or  thoracic  proce- 
dures especially  for  cancer.  It  is  not  so  effective  in  the 
treatment  of  DVT  associated  with  orthopedic  and 
urologic  disorders.70  The  application  of  subcutane- 
ously administered  heparin  has  been  extended  to 
some  outpatient  groups.  This  certainly  requires  a 
cooperative,  educable,  trainable  patient.  Outpatient 
subcutaneous  heparin  is  uncommon  and  is  not  the 
standard  made  of  therapy.  To  best  appreciate  the 
controversy  it  should  be  noted  that  in  the  Lancet  on 
October  5,  1974  there  were  two  controlled,  prospec- 
tive randomized  studies  of  prophylactic  low  dose 
heparin  showing  exactly  opposite  results.71  72 

The  most  recent  popular  form  of  prophlyaxis  is 
intermittent  pneumatic  compression.  It  certainly 
seems  to  have  a margin  of  safety;  however,  ambulato- 
ry activity  is  restricted — or  rather  there  is  no  on-going 
treatment  during  that  early  difficult  ambulatory — 
static  period. 

The  lethal  sequelae  of  DVT  is  pulmonary 
embolus- -diagnoses  by  chest  x-ray,  enzymes,  EKG, 
ventilation — perfusion  scans,  or  most  objectively  and 
invasively  by  pulmonary  angiography.  The  initial 
treatment  is  intravenous  heparin.  Contraindications 
may  include  active  peptic  ulcer,  intracranial  or 
visceral  injury,  GI  bleeding  and  blood  dyscrasia. 
Anticoagulation  is  the  treatment  of  choice  for  DVT 
and  pulmonary  emboli.  On  that  rare  occasion  when 
heparin  is  contraindicated  and / or  recurrent  emboli  or 
adequate  heparinization  occurs  caval  interruption 
should  be  considered. 

Alternatives  include  ligation,  plication  and  the 
trans-venous  umbrella  filter.  The  latter  is  the  least 
invasive  but  does  not  affect  the  ovarian/spermatic 
vein  on  the  left;  dislodgement  does  occur. 

Pulmonary  embolus  and  DVT  may  not  be  more 
common  now  than  in  years  past,  but  rather,  better 
methods  are  available  for  documentation.  An  older 
population  resulting  from  advancing  medical  care  has 
increased  the  at-risk  group.  All  physicians  must  be 
aware  of  the  threat  of  lethal  pulmonary  embolus. 
Investigate  early — intervene  accordingly. 
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NIH  Says  “Small  Risk”  in  DNA  Research 

The  National  Institutes  of  Health  declared  that  controversial  recombinant  DNA 
research  involves  only  a “small  risk”  and  should  be  continued  in  order  to  learn  its 
potential  “for  good  and  harm.”  Methods  “similar  or  derived  from”  this  research  “may 
in  the  future”  be  used  to  modify  “complex  organisms,  including  humans”  by  altering 
hereditary  traits,  it  said  in  a report  prepared  under  the  direction  of  NIH  head  Dr. 
Donald  Frederickson  as  part  of  NIH’s  environmental  impact  statement  on  DNA 
research.  The  agency  is  currently  funding  some  $10  million  worth  of  DNA  study  a 
year,  virtually  all  that  is  being  carried  out  in  this  country,  at  several  NIH  institutes 
and  about  200  universities.  Included  in  the  report  are  statements  from  opponents  of 
the  research,  among  them  Dr.  Erwin  Chargaff,  professor  emeritus  of  chemistry  at 
Columbia  University,  who  said  it  is  “bound  to  have  evil  results,”  and  “the  future  will 
curse  us  for  it.”  Though  “few  relevant  experimental  data”  are  available  on  poten- 
tial hazards  presented  by  DNA  research,  the  best  estimate  is  that  the  risk  is  “ex- 
tremely small,”  the  report  concludes. 
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The  Use  and  Abuse  of  the  Oral  Glucose  Tolerance  Test 


KENNETH  L.  COHEN,  M.D. 


The  standard  oral  glucose  tolerance  test  (OGTT) 
has  a limited  number  of  applications.  These  are  (a)  the 
documentation  of  reactive  hypoglycemia,  (b)  the 
discovery  of  glucose  intolerance  in  the  obese  patient, 
(c)  the  discovery  of  glucose  intolerance  in  the 
pregnant  female,  (d)  the  identification  of  chemical 
diabetes  in  the  patient  with  otherwise  unexplained 
neuropathy,  nephropathy,  retinopathy,  or  premature 
vascular  disease,  and  (e)  the  suppression  of  serum 
growth  hormone  levels  as  a diagnostic  test  for 
acromegaly.  More  widespread  use  of  the  OGTT  will 
result  in  either  superfluous  or  frankly  misleading 
results. 

I.  Reactive  Hypoglycemia 

Reactive  hypoglycemia  has  become  a catch-all  term 
that  has  been  used  to  explain  away  a myriad  of 
complaints  such  as  weakness,  palpitations,  headaches, 
and  dizziness.1  Often  there  is  inadequate  documenta- 
tion of  the  diagnosis.  Ideally,  one  should  attempt  to 
demonstrate  hypoglycemia  after  a typical  mixed  meal; 
in  practice,  the  patient  is  given  a standard  OGTT.  One 
must  then  document  absolute  hypoglycemia  (serum 
glucose  < 50  mg/dl)  correlated  exactly  with  subjective 
and/or  objective  symptoms.  These  symptoms  must 
then  be  relieved  either  with  exogenous  glucose  or  by 
the  spontaneous  normalization  of  the  serum  glucose 
level.  Early  (“alimentary”)  hypoglycemia,  occurring 
I/2  to  3 hours  after  meals  is  often  associated  with 
previous  gastric  surgery  or  peptic  ulcer  disease  but 
can  occasionally  be  observed  in  otherwise  normal 
individuals.  Late  reactive  hypoglycemia,  occurring  4 
to  5 hours  after  meals,  is  thought  to  be  an  early  phase 
in  the  development  of  overt  diabetes  mellitus  in 
adults.  In  the  majority  of  patients  with  reactive 
hypoglycemia,  no  specific  etiology  is  found;  treatment 
is  based  mainly  on  carbohydrate  restriction  in  the 
diet. 
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II.  Obese  Patients 

Obesity  is  an  insulin  resistant  state  which  is 
frequently  associated  with  impaired  glucose  tolerance. 
The  prognostic  significance  of  this  finding  requires 
careful  interpretation.  There  is  no  definitive  evidence 
that  an  abnormal  OGTT  with  a normal  fasting  serum 
glucose  (i.e.  chemical  diabetes)  is  a risk  factor  in 
cardiovascular  disease.2  However,  it  is  clear  that  (a) 
overt  diabetes  is  a significant  risk  factor  in  the 
development  of  cardiovascular  disease,  (b)  a signifi- 
cant minority  of  chemical  diabetics  will  progress  to 
overt  diabetes,3  and  (c)  impaired  glucose  tolerance  in 
an  obese  patient  can  be  improved  or  normalized  with 
weight  reduction.4  The  OGTT  can  thus  serve  as  a 
marker  for  patients  requiring  intensive  weight 
reduction;  normalization  of  the  OGTT  can  be  a goal 
of  the  diet  therapy. 

III.  Pregnancy 

Pregnancy  is  an  insulin  resistant  state  which  can 
precipitate  glucose  intolerance  in  the  prediabetic 
patient.  The  documentation  of  impaired  glucose 
tolerance  during  pregnancy  is  complicated  by  several 
factors:  (a)  the  renal  threshhold  for  glucose  is  lowered 
and  a significant  number  of  normal  women  will  have 
glycosuria,  (b)  the  upper  limit  of  normal  for  the 
fasting  serum  glucose  is  about  1 0 mg/  dl  lower  than  in 
the  non-pregnant  state,  secondary  to  the  accelerated 
glucose  utilization  of  the  fetoplacental  unit,  and  (c) 
glucose  values  during  the  OGTT  are  raised  by  20  to  25 
mg/dl  secondary  to  the  hormonally  induced  insulin 
resistance.  Despite  these  problems,  however,  the 
diagnosis  should  be  pursued  vigorously.  It  is  clear 
that  overt  diabetes  is  associated  with  increased  fetal 
wastage,  particularly  with  regard  to  toxemia,  respira- 
tory distress  syndrome,  and  macrosomia.  Recent 
evidence  suggests  that  chemical  diabetes  is  also 
associated  with  increased  perinatal  mortality.5  Many 
obstetricians  routinely  screen  high  risk  patients  (older 
or  obese  women,  previous  history  of  large  infants, 
family  history  of  diabetes)  for  glucose  intolerance  and 
apply  special  diagnostic  procedures  such  as  ultra- 
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sound  and  estriol  levels  to  those  with  abnormal 
results.  The  utility  of  performing  OGTTs  in  all 
pregnant  women  has  not  been  conclusively  demon- 
strated. 

IV.  Neuropathy,  Nephropathy,  Retinopathy, 
and  Vascular  Disease 

The  well  known  effects  of  diabetes  on  the  kidney, 
nervous  system,  and  eyes  all  may  occur  in  the  absence 
of  overt  diabetes.6  The  OGTT  is  thus  an  integral  part 
of  the  workup  of  proteinuria,  peripheral  neuropathy, 
mononeuropathy,  impotence,  cataracts,  and  retinal 
hemorrhage  occurring  in  patients  with  normal  fasting 
serum  glucose  levels.  Overt  diabetes  predisposes 
patients  to  premature  atherosclerotic  coronary  artery 
and  peripheral  vascular  disease.  Although  there  has 
been  no  clearcut  demonstration  of  a causal  relation- 
ship between  mild  glucose  intolerance  and  vascular 
disease,  there  is  definitely  a higher  incidence  of 
abnormal  OGTTs  in  these  patients  as  compared  with 
normal  controls.  The  OGTT  may  thus  be  a diagnostic 
and  prognostic  tool  in  patients  with  unexplained 
renal,  neural,  ocular,  or  vascular  disease. 

V.  Diagnosis  of  Acromegaly 

In  the  workup  of  acromegaly,  random  serum 
growth  hormone  (GH)  levels  may  not  be  diagnostic;  a 
suppression  test  is  frequently  necessary.  This  is  done 
by  measuring  GH  during  a standard  OGTT.  Tack  of 
GH  suppression  or  a paradoxical  hypersecretion  of 
GH  is  suggestive  of  acromegaly.  However,  this  data 
must  be  interpreted  with  some  caution  since  the 
paradoxical  GH  response  is  occasionally  seen  in 
starvation,  anorexia  nervosa,  renal  failure,  and 
cirrhosis. 

VI.  Abuse  of  the  OGTT 

Probably  the  most  widespread  abuse  of  the  OGTT 
is  its  employment  in  the  “confirmation”  of  the 
diagnosis  of  diabetes  in  patients  with  elevated  fasting 
serum  glucose  levels.  In  a recent  retrospective  survey 
in  our  own  hospital,  15%  of  OGTTs  were  performed 
on  patients  with  fasting  glucose  levels  above  the 
normal  range.  None  of  these  jtests  were  normal.  Not 
only  are  the  data  generated  supertluous,  but  occasion- 
ally OGTTs  in  overt  diabetes  can  precipitate  a severe 
hyperosmolar  state  or  hyperkalemia/7 

Misinterpretation  of  the  OGTT  can  lead  to  the 
overdiagnosis  of  reactive  hypoglycemia.  In  normal 
adults,  the  glucose  peak  during  the  OGTT  is  often 
followed  by  a dip  below  the  fasting  level  before  finally 
returning  to  baseline.  However,  unless  the  glucose 


level  drops  into  the  hypoglycemic  range  in  association 
with  catecholamine-related  or  neuroglycopenic  symp- 
toms, the  diagnosis  of  reactive  hypoglycemia  cannot 
be  made. 

The  value  of  the  OGTT  as  a widespread  screening 
test  in  asymptomatic  individuals  has  been  questi- 
oned.8 The  need  for  or  safety  of  insulin  therapy  in 
patients  with  normal  fasting  glucose  levels  has  not 
been  established.  Therefore,  the  labelling  or,  more 
commonly,  mislabelling  of  large  numbers  of  nonobese 
individuals  as  “prediabetic”  serves  no  useful  purpose. 

Finally,  attention  must  also  be  paid  to  the  technical 
aspects  of  the  OGTT.  Prior  carbohydrate  restriction, 
prolonged  inactivity,  or  severe  medical  or  surgical 
stress  will  invalidate  the  test  results.  These  factors 
have  been  reviewed  in  detail.1'  111 

VII.  Conclusion 

When  applied  in  a limited  number  of  settings  and 
interpreted  rigidly,  the  OGTT  can  serve  as  a useful 
diagnostic  and  prognostic  tool.  When  applied  in  a 
random  fashion,  it  can  be  a useless  or  even  a harm- 
ful exercise. 
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Brucellosis  Linked  to  Goat  Cheese 

LEONARD  VINNICK,  M.D.  AND  DAVID  SHARON 


The  diagnosis  of  brucellosis  can  be  a difficult  one, 
especially  when  an  obvious  occupational  hazard  is  not 
present.  In  1969  there  were  only  231  reported  cases  in 
the  United  States  and  of  these  68%  were  employees  of 
meat  packing  houses.  Between  1965  and  1969  only 
five  cases  were  reported  in  the  state  of  Connecticut.  In 
those  same  four  years  only  14%  of  all  brucellosis  cases 
in  the  United  States  were  women.  A correct  diagnosis 
of  brucellosis  can  sometimes  be  achieved  in  a patient 
with  non-specific  symptoms  if  a careful  travel  history 
is  obtained  and  inquiry  made  into  the  possible 
ingestion  of  raw  dairy  products.  This  is  a report  of  a 
presumed  case  of  brucellosis  made  on  the  basis  of 
these  principles. 

Case  Report 

A 20-year-old  white  female  college  student  was  admitted  to 
Stamlord  Hospital  in  June,  1976,  for  evaluation  of  a history  of 
migratory  polyarthritis,  generalized  malaise  and  a malar  Hush.  The 
patient  was  in  good  health  until  the  end  of  March,  1976,  when  she 
noted  palpitations  which  were  diagnosed  by  a physician  as  a 
junctional  arrhythmia  and  treated  with  Digoxin.  She  was  seen  in 
consultation  by  a cardiologist  who  concurred  with  the  initial 
impression  that  the  patient  had  a myocarditis,  most  likely  viral  in 
origin.  The  patient  began  to  experience  nausea,  weakness, 
dizziness,  headache  and  anorexia.  Until  her  admission  these 
symptoms  waxed  and  waned.  No  elevation  of  temperature  was 
noted  nor  was  there  any  cough,  coryza  or  arthralgias.  The 
following  tests  were  normal  or  negative  in  March  and  April:  Mono 
spot  test,  ASl.O  titer,  ANA,  L.E  prep,  thyroid  function  tests, 
echocardiogram  and  Holter  monitor.  However,  both  the  sedimen- 
tation rate  and  the  leucocyte  count  were  elevated. 

In  early  May,  joint  pains  began.  The  patient  reported  various 
joints  as  being  red,  swollen  and  painful.  Ten  days  prior  to 
admission.  Prednisone,  20  mgs.  per  day  was  prescribed.  No  relief 
occurred  and  after  several  days  the  patient  stopped  the  Prednisone 
and  substituted  an  analgesic  (Darvocet)  with  somewhat  greater 
success.  At  about  the  same  time  the  patient  developed  a malar, 
erythematous,  macular  skin  rash  which  lasted  for  two  days,  was  not 
associated  with  sunlight  and  spontaneously  regressed.  One  day 
before  admission  the  malar  rash  recurred  with  an  eruption  on  the 
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right  thigh,  this  time  quite  probably  related  to  sunlight  exposure. 
The  patient  was  using  Digoxin,  Compazine  for  nausea,  vitamins 
and  eyedrops  for  eye  fatigue. 

During  further  discussion  with  the  patient  it  was  learned  that  she 
had  visited  Ecuador  in  July,  1975.  She  had  traveled  widely  in  rural 
areas  consuming  raw  cheese,  probably  of  goat  origin.  While  in 
Ecuador  she  developed  a lung  infection  which  lasted  three  weeks, 
during  which  time  she  coughed  a thick,  tenacious  sputum  for  which 
she  received  an  unknown  antibiotic  for  a brief  time.  Two  weeks 
prior  to  the  onset  of  her  symptoms  in  March,  she  was  in 
Appalachia  and  was  in  contact  with  goats,  though  she  did  not 
consume  any  raw  dairy  products. 

The  admission  examination  revealed  a mildly  obese  female  in  no 
acute  distress.  Vital  signs  were  normal.  She  was  afebrile.  There  was 
no  adenopathy.  A grade  I /6  systolic  murmur  was  heard  best  at  the 
left  lower  sternal  border  radiating  to  the  apex.  No  visceromegaly 
was  noted.  No  joint  erythema  was  noted.  There  was  free  range  of 
motion  of  all  joints  except  the  right  shoulder  which  was  painful  on 
motion.  A macular,  erythematous,  butterfly  distribution  malar  rash 
was  noted.  A similar  rash  was  noted  on  the  right  thigh.  Laboratory 
data  included  a hemoglobin/ hematocrit  of  12.7/37.9,  a leucocyte 
count  of  13,800  with  61  polymorphs,  6 bands,  28  lymphocytes,  1 
monocyte  and  4 eosinophils,  and  a normal  SMA-6  and  SMA-12. 
The  chest  x-ray  and  electrocardiogram  were  normal.  Urine  was 
negative  on  repeated  culture. 

Hospital  COurse 

Migratory  joint  pains  developed.  At  one  time  her  right,  first 
metatarsal-phalangeal  joint,  her  left  wrist  and  left  knee  were  noted 
to  be  warm,  tender,  swollen  and  erythematous.  X-rays  of  various 
joints  were  normal.  Aspirate  from  the  left  knee  joint  revealed  a 
leucocyte  count  of  9,990  with  86%  polymorphs  and  44  lympho- 
cytes, 225  red  cells,  protein  of  3.9  and  a glucose  of  74.  Bacterial  and 
fungal  cultures,  ANA  and  a latex  of  the  joint  fluid  were  negative.  A 
muscle  biopsy  of  the  right  deltoid  was  normal. 

The  following  studies  were  normal  or  negative;  VDRL,  mono 
spot  test,  ASf.O  titer,  ANA,  f.E  preps,  RA  latex  fixations,  anti- 
DNA,  serum  protein  electrophoresis,  gamma  globulin  partition  bv 
immunoelectrophoresis,  hepatitis  B antigen,  eosinophil  count, 
complement  C3,  echocardiogram,  vectorcardiogram,  phonocardio- 
gram,  stool  guaiac,  liver  and  spleen  scan,  gallium  scan,  IVP,  GB 
series,  upper  Gl,  small  bowel  and  barium  enema  x-rays.  Titers  for 
typhoid  O,  histoplasmosis,  blastomycosis,  coccidiomycosis,  para- 
coccidioidomycosis, toxoplasmosis,  aspergillosis  and  candidiasis 
were  negative.  PPD  and  repeated  blood,  urine  and  stool  cultures 
were  also  negative.  A Widal  Agglutination  test  was  reported  as  To 
1-320,  TH  1-80,  Pa-neg.,  PB  1-20,  BR  1-40  and  OX  1-320. 
Subsequent  titers  for  brucellosis  done  at  Memorial-Sloan  Kettering 
Hospital*  and  the  Communicable  Disease  Center  in  Atlanta  were 
positive,  1:40,  (6/24/76)  and  1:80,  (7/14/76).  A titer  done  at  the 

*Kindly  performed  by  Dr.  Donald  Armstrong. 
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Connecticut  State  Department  of  Health  was  positive,  1:40, 
(8/6/76)  and  negative  in  January,  1977.  Her  corrected  sedimenta- 
tion rate  on  admission  was  28  mm./ hr.  and  on  several  other 
occasions  stayed  in  the  35-40  mm./ hr.  range.  The  patient’s 
leucocyte  count  rose  to  17,900  and  her  temperature  rose  to  102°. 
Tetracycline,  250  mg.,  four  times  a day,  was  begun.  After 
approximately  three  weeks  she  became  afebrile  and  her  leucocyte 
count  and  sedimentation  rate  returned  to  normal  and  she  became 
totally  asymptomatic. 

Discussion 

Brucellosis  was  first  described  by  Burnet  in  1814, 
demonstrated  by  Marston  on  Malta  in  1861,  and  first 
isolated  by  Bruce  in  1886.  The  disease  has  also  been 
known  as  undulant  fever,  Malta  fever,  Mediterranean 
fever,  and  mimic  disease. 

The  organism  is  aerobic,  pleomorphic  and  gram 
negative.  Four  species  are  noted:  B.  melitensis 
(Biotypes  I-I1I),  B.  suis  (biotypes  1-1 V),  B.  neatomae 
and  B.  abortus  (biotypes  I-1X). 

Brucellosis  is  found  worldwide  wherever  goats  and 
sheep  are  raised.  In  the  United  States  it  is  typically 
found  in  the  Midwest,  Texas  and  California.  There  is 
a male  to  female  ratio  of  approximately  6: 1 with  most 
cases  occurring  between  20-50  years  of  age.  There 
are  less  than  200  cases  per  year  reported  in  the 
United  States.  In  1949,  a study  in  Utah  established 
the  number  of  cases  actually  occurring  to  be  26  times 
the  number  reported.6 

Communication  is  mostly  by  way  of  animal  to  man 
and  this  occurs  by  contact,  ingestion  and  probably  by 
inhalation.  That  brucellosis  can  be  transmitted 
through  unpasteurized  milk  and  cheese  has  been 
noted  in  several  reports.2  2 7 

The  disease  largely  infects  the  reticuloendothelial 
system,  the  spleen  and  the  liver.  In  the  more  chronic 
infection  the  spleen  may  be  enlarged.  Focal  lesions 
can  be  found  in  the  endocardium,9  bones/  central 
nervous  system,  gallbladder,  lungs,  spleen  and 
kidneys.  Infective  endocarditis  is  the  most  frequent 
cause  of  death,  wheras  osteomyelitis  is  the  most 
frequent  complication.5  The  brucella  organism 
contains  an  endotoxin  which  may  be  responsible  for 
the  major  symptoms  of  brucellosis.  The  incubation 
period  averages  10-14  days,  but  may  last  several 
months.  Skin  rashes  are  uncommon,  but  when 
present  may  mimic  the  butterfly  rash  of  systemic 
lupus  erythematosus.3 


In  the  United  States,  B.  suis  is  the  most  common 
organism  with  B.  melitensis  seen  only  in  people 
returning  from  areas  which  harbor  this  organism.  The 
joints  that  are  most  commonly  affected  include  the 
hip,  knee,  ankle  and  shoulder.  Some  patients  manifest 
the  disease  predominantly  with  pulmonic  signs,  that  is 
with  a bronchitis  which  may  persist  for  several  weeks 
or,  on  occasion,  with  a pneumonia. 

Isolation  of  the  brucella  organism  is  difficult 
because  of  the  small  number  of  organisms  per  unit  of 
circulating  blood  and  the  necessity  of  using  the 
optimal  culture  mediums.  In  our  patient  repeated 
blood  cultures  plated  on  supplemented  peptone 
broth*  were  negative  after  three  weeks.  Cultures  of 
joint  fluid  were  also  negative. 

Uncomplicated  brucellosis  can  be  adequately 
treated  with  two  grams  of  tetracycline  per  day  for  at 
least  three  weeks.  In  patients  with  allergy  to 
tetracycline,  those  who  are  pregnant,  or  those  with 
significant  renal  disease,  the  combination  of 
Trimethoprim-Sulfamethoxazole  has  also  been  used 
with  some  success.  Since  the  brucella  organism  is 
found  intracellularly  it  is  important  to  realize  that  the 
final  eradication  of  infection  is  dependent  on  the 
adequacy  of  intracellular  elimination  of  the  organism. 

*Becton-Dickinson  & Co.,  Rutherford.  N.J. 
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Familial  Multiple  Epidermoid  Cysts  of  the  Spleen 


DANIEL  GILMARTIN,  M.B. 


ABSTRACT — The  present  report  is  the  first  describ- 
ing a familial  incidence  of  epidermoid  cysts  of  the 
spleen.  Three  siblings  out  of  six  exhibited  multicystic 
spleens.  Splenectomy  performed  on  two  of  these 
siblings  led  to  a pathological  diagnosis  of  multiple 
epidermoid  cysts  of  the  spleen  in  each.  The  third 
sibling  had  multiple  calcified  splenic  cysts  on 


Just  before  his  death,  Fowler,1  reflecting  his  long- 
term interest  in  the  subject,  summarized  the  knowl- 
edge and  conjecture  regarding  splenic  cysts  in  a 
thorough  review,  recording  256  cases  described  in  the 
literature  until  that  time.  Among  these  were  23 
epidermoid  cysts,  and  since  that  time  a further  28 
have  been  described  in  the  English  language  litera- 
ture. A congenital  etiology  has  often  been  invoked  for 
epidermoid  splenic  cysts,  although  it  is  generally 
accepted  that  true  epithelium  is  not  involved  in  the 
development  of  the  spleen. 

No  record  of  a familial  incidence  of  splenic 
epidermoid  cysts  has  been  found.  The  nearest 
example  to  a familial  incidence  in  animals  is  found  in 
an  evocative  report  concerning  two  wild  brown  trout 
removed  from  a small  pool  in  the  River  Clyde  in 
Scotland.2  These  had  multiple  epidermoid  splenic 
cysts  and  had  scale  readings  suggesting  that  they  were 
from  the  same  spawning.  The  present  report  concerns 
six  siblings.  Three  of  these  had  multicystic  spleens, 
and  in  two,  splenectomy  and  pathological  examina- 
tion showed  the  cysts  to  be  of  epidermoid  type. 

Case  1 

This  girl,  aged  five  years,  had  no  complaints.  However,  about 
once  a week,  while  asleep  in  bed,  she  would  vomit.  After  one  such 
episode  of  vomiting,  while  washing  the  child,  the  mother  noticed  a 
swelling  in  the  child’s  left  upper  abdomen. 

On  admission  to  Backus  Hospital.  Norwich,  Connecticut,  a 
visible  and  palpable  mass  was  found  in  the  left  upper  quadrant.  An 
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radiograph  and  filling  defects  on  the  spleen  scinti- 
gram. The  parents  and  the  remaining  three  siblings 
had  normal  spleen  scintigrams. 

The  relevant  literature  is  reviewed  with  reference  to 
etiology,  clinical  significance,  incidence  and  diagno- 
sis. 


intravenous  pyelogram  showed  an  intact  pelvicalyceal  system  on 
the  left  side,  but  whether  the  mass  arose  in  kidney,  adrenal  or 
spleen  could  not  be  determined  for  certain. 

The  child  was  transferred  to  the  Grace-New  Haven  Community 
Hospital  where  the  ballotable  mass  was  noted  and  the  patient  came 
to  surgery  with  the  provisional  diagnosis  of  a possible  left  renal 
tumor. 

At  operation  (Dr.  Harvard)  the  mass  was  found  to  be  distinct 
from  the  apparently  normal  left  kidney.  In  the  process  of  freeing 
the  large  mass  from  its  diaphragmatic  attachments,  the  diaphragm 
was  torn.  This  tear  was  repaired  and  the  excision  of  the  mass  was 
without  further  complication. 

The  summarized  pathology  report  (Dr.  P.B.  Hukill)  on  the  gross 
specimen  was  as  follows: 

Figure  1 

The  large  cystic  mass  weighs  535  grams  and  measures  13  cm.  in 
length  and  8 cm.  in  width  and  thickness.  It  was  well 
encapsulated  and  consists  of  several  large  cysts  which  were 
quite  tense  and  filled  with  clear,  yellow  fluid.  The  largest  cyst 


Figure  1 

Numerous  cysts  of  varying  size,  some  with  trabeculated  lining  are 
shown  in  the  enlarged  spleen. 
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had  a diameter  of  8 cm.  On  the  cut  surface  many  cysts  were 
lined  by  smooth  epithelium.  A small  accessory  spleen  was  also 
submitted. 

Diagnosis:  Polycystic  Spleen  and  Small 
Accessory  Spleen. 

The  microscopy  was  reviewed  by  Dr.  Sa-id  Esfahanian  as 
follows: 

There  are  portions  of  fairly  large  cyst  walls  lined  by  mainly 
flattened  one  layer  elongated  cells  with  oval  nuclei  and 
indiscernible  cytoplasm.  Focally  the  lining  is  made  up  of  short 
segments  of  metaplastic  low  stratified  squamous  epithelium 
without  keratinization.  Beneath  the  epithelium  the  wall  of  the 
cyst  is  hyalinized  fibroconnective  tissue.  The  splenic  parenchy- 
ma shows  sinusoidal  dilatation  and  prominent  white  pulp  with 
active  germinal  centers.  There  is  no  evidence  of  malignancy. 

Diagnosis:  Multiple  epidermoid  cysts  (metaplastic 
mesodermal  cysts),  spleen. 

Case  2 

This  12-year-old  girl  was  found  to  have  an  enlarged  spleen  at 
routine  school  physical  examination.  At  times  during  the  previous 
two  years  she  was  aware  of  abnormal  dyspnea  on  exertion  and 
inability  to  keep  up  with  other  children  when  running. 

Past  History — Bilateral  inguinal  herniorrhaphy. 

Physical  Examination  -There  was  a large  palpable  spleen 
extending  below  the  umbilicus. 

Investigations  - 1 iver-spleen  scintigram  using  Technetium  sul- 
phur colloid  (Figure  2)  showed  a normal  liver,  and  a massively 
enlarged  spleen  containing  numerous  large  round  filling  defects.  In 
view  of  the  family  history,  cystic  disease  of  the  spleen  was  the 
suggested  diagnosis  among  other  possible  causes. 

Hematology:  Hb.  9.6  gm%,  Hct.  29  vol%,  WBC  16,800  I cmm 
(normal  differential).  Platelets — adequate.  Prothrombin 


Figure  2 

The  spleen  was  too  large  to  be  imaged  by  one  exposure  of  the 
gamma  camera  in  any  view.  Upper  right  and  left  pictures  represent 
the  AP  views  of  the  spleen;  the  middle  two  represent  PA  views;  the 
lower  two  represent  lateral  views.  All  show  multiple  filling  defects 
in  the  massively  enlarged  spleen. 


Time — 75%,  Partial  Thromboplastin  Time  -Normal. 

The  large  cystic  spleen  was  excised  (Dr.  G.  Bergendahl)  without 
complication.  The  report  of  the  pathologist  (Dr.  Sa-id  Esfahanian) 
was  as  follows: 

Gross  (Figure  3) 

Received  fresh  is  3,625  grams  spleen  measuring  24  x 13x8  cm. 
in  greatest  dimensions.  Beneath  the  capsule,  there  are 
numerous,  varying  in  size,  thin  walled  cystic  structures,  the 
largest  measuring  13  cm.  in  diameter,  these  cysts  causing 
bosselation  of  the  capsule  with  distortion  of  the  spleen.  On 
sectioning  the  specimen  the  cystic  cavities  contain  turbid, 
yellow-green,  thick  fluid  with  Boating  large  pieces  of  jelly-like 
material.  The  innter  wall  of  the  cyst  is  gray-white,  smooth  and 
glistening.  The,  wall  thickness  is  measuring  up  to  0.3  cm.  in 
areas.  Some  of  the  smaller  cysts  are  multilocular  and  embed- 
ded in  splenic  proper  with 'thickened  and  fibrotic  innerlining 
showing  some  trabeculation.  The  rest  of  the  splenic  matter  is 
pale  brown-purple  and  unremarkable  grossly. 


Figure  3 

Numerous  cysts  of  varying  size  are  shown  in  the  massively  enlarged 
spleen.  Some  trabeculation  of  walls  is  noted.  The  cavities  contained 
turbid,  yellow-green  fluid. 


Microscopic 

Representative  sections  show  numerous  cystic  spaces  com- 
pressing adjacent  splenic  parenchyma.  In  most  parts,  the  lining 
of  the  cyst  is  stratified  squamous  epithelium  devoid  of  rete 
pegs  and  skin  appendages.  A distinct  stratum  granulosum  and 
stratum  corneum  is  present  and  in  one  focus  there  is 
keratinization  of  the  lining  epithelium.  Large  portions  of  the 
inner  surface  are  devoid  of  an  epithelial  lining  while  in  foci 
there  is  one  layer  lining  cells  composed  of  round  uniform  in 
size  and  shape  cells  with  oval  round  nucleus  and  eosinophilic 
cytoplasm,  these  cells  resembling  mesothehal  cells.  In  one  of 
the  cysts,  the  lining  is  totally  ulcerated  and  replaced  by  large 
and  pale  lipid  laden  histiocytes.  The  wall  of  the  cyst  is  dense 
collangemzed  fibrous  connective  tissue  showing  focal  areas  of 
calcification.  The  rest  of  the  splenic  parenchyma  shows 
congestion.  There  is  no  evidence  of  malignancy. 

Diagnosis:  Epidermoid  cyst  (metaplastic  mesodermal 
cyst),  multiple,  spleen. 


Case  3 

This  15-year-old  boy  was  admitted  on  19  April  1973  to  Backus 
Hospital  following  a traffic  accident  in  which  he  sustained 
momentary  loss  of  consciousness,  bruises  and  abrasions.  He  was 
discharged  five  days  later,  but  while  in  the  hospital  he  had  an 
intravenous  pyelogram  which  incidentally  showed  multiple 
calcified  ring  shadows  in  the  spleen,  consistent  with  multiple  cysts. 

A recent  spleen  scintigram  usingTcWm  sulphur  colloid  showed,  at 
the  age  of  17,  multiple  filling  defects  within  the  spleen,  again 
consistent  with  this  diagnosis. 

The  patient  is  well  and  no  surgical  intervention  is  anticipated. 
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Figure  4 

Four  calcified  cysts  are  demonstrated  in  the  spleen. 


Family  Survey 

There  was  no  history  of  splenic  or  other  abdominal 
disease  in  the  family,  other  than  among  these  siblings. 
The  parents  gave  no  history  of  consanguinity.  Normal 
splenic  scintigrams  were  obtained  from  the  mother, 
father,  and  from  the  remaining  three  siblings.  The 
mode  of  inheritance  would  best  fit  an  autosomal 
recessive  characteristic. 

Discussion 

Fowler’s  review  gives  an  indication  of  the  relative 
incidence  of  epidermoid  cysts  among  all  nonparasitic 
splenic  cysts.  Of  176  cysts,  66  (38%)  were  secondary, 
being  due  to  trauma  or  hemorrhage  or  other  causes. 
The  remaining  62%  were  primary  cysts  among  which 
75  (68%)  were  either  lymphangiomas  or  hemangio- 
mas. Twenty-three  (21%)  of  primary  cysts  were 
epidermoids. 

Fowler's  pathogenic  classification  of  splenic  cysts  is 
rather  unwieldly  and  the  simpler  classification 
employed  by  Forde  and  Finby3  is  more  convenient. 

1.  True  Cysts — lined  by  specific  secreting  mem- 
brane 

A.  Epithelial 

1 . Dermoids 

2.  Epidermoids 

B.  Endothelial 

1.  Lymphangioma 

2.  Hemangioma 


3.  Polycystic  disease 

4.  Serous  cysts 

C.  Parasitic 

1.  Hydatid 

11.  False  Cysts 

A.  Hemorrhagic 

B.  Serous 

C.  Inflammatory 

Epidermoid  cysts  of  the  spleen  are  uncommon  and 
their  origin  has  been  controversial.  They  make  their 
clinical  presentation  usually  in  the  first  three  decades, 
usually  with  non-specific  symptoms  due  to  their  mass 
effect,  symptoms  such  as  dragging  left  abdominal 
discomfort  or  increasing  girth.  Rupture  has  been 
reported  thrice,4'  5'  6 leading  to  acute  abdominal 
emergency.  There  seems  to  be  no  doubt  about  their 
congenital  nature,  and  the  present  report  is  the  first 
describing  a familial  incidence.  It  may  be  that  they 
develop  from  totipotent  cells  included  in  the  develop- 
ing spleen,  though  inclusion  of  specific  epithelial 
elements  is  thought  unlikely,  due  to  the  remoteness  of 
an  epithelial  source  from  the  splenic  anlage. 

The  cysts  are  usually  single,  though  a few  cases  with 
multiple  cysts  have  been  reported.7  8-  9 They  are 
usually  large  by  the  time  they  are  diagnosed, 
measuring  5-20  cm.  in  diameter,  containing  fluid 
varying  in  description  from  clear  to  turbid  to  viscid, 
and  from  yellow  to  green  to  chocolate  brown.  In  a few 
the  cyst  wall  was  calcified. h-  l0'  11  Their  histological 
confirmation  has  rested  upon  the  finding  of  stratified 
squamous  epithelial  lining,  sometimes  with  intercellu- 
lar bridges,  sometimes  with  keratinization.  However, 
the  finding  of  keratin  or  hair  or  sebaceous  material 
warrants  the  diagnosis  of  the  rarer  dermoid  cyst, 
according  to  Fowler.  The  distinction  between  these 
two  is  blurred,  and  it  is  apparent  that  the  case 
reported  as  a dermoid  by  Weinstein,  et  al12  might  be 
regarded  by  others  as  epidermoid.  British  literature 
tends  to  group  these  two  together  under  the  heading 
of  “epithelial  cysts.”13  Degeneration  of  the  lining  of 
these  cysts,  with  fibrous  or  calcific  replacement, 
makes  necessary  a careful  search,  or  the  true  diagnosis 
may  be  overlooked. 

Epidermoid  cysts  of  the  spleen  have  not  been 
reported  in  association  with  epidermoid  cysts  in  other 
organs,  although  Hector14  has  reported  one  case 
associated  with  non-epidermoid  polycystic  kidneys. 
Serous  cysts  of  the  spleen,  however,  may  be 
uncommonly  associated  with  similar  cysts  in  kidney, 
liver  or  pancreas.  Rail  and  Odel15  in  their  review  of 
207  cases  of  congenital  polycystic  kidney,  found 
among  46  reaching  autopsy  an  incidence  of  33%  for 
liver  cysts,  9%  for  pancreatic  cysts  and  2%  for  splenic 
cysts. 

Various  methods  have  been  used  to  demonstrate 
splenic  cysts.  They  may  be  seen  on  plain  radiographs 
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if  calcified.  They  have  been  punctured,  aspirated  and 
injected  with  contrast  medium,  sometimes  in  the 
course  of  intended  splenoportography.16  Splenic 
arteriography  has  also  been  used.  They  have  been 
demonstrated  intentionally  and  incidentally  during 
nephrotomography  and  total  body  opacification.17 

However,  splenic  radionuclide  imaging  is  now  the 
method  of  choice,  Tc"m  sulphur  colloid  being  in 
common  use  for  this  purpose.  Ultrasonography  and 
computerized  tomography  are  proving  their  useful- 
ness. 
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Smoke  Inhalation:  A Therapeutic  Rationale 

JAMES  M.  KENNY,  M.D. 


ABSTRACT — Increasing  knowledge  about  the  phys- 
iologic effect  of  different  gases  emitted  from  fires 
warrants  a reevaluation  of  management.  Circumstan- 
ces regarding  the  contents  of  the  fire  and  on-scene 
therapy  are  stressed.  Carboxy  Hemoglobin  levels  and 
arterial  blood  gases  are  valuable  laboratory  tools 
though  the  carboxy  hemoglobin  level  is  often 
deceptively  low  in  plastic  fires  and  significant 

Recent  disastrous  fires  in  Kentucky  and  Tennessee 
have  refocused  attention  on  the  increasing  perplex 
problems  of  smoke  inhalation.  Specifically,  what 
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tracheobronchial  damage  still  ensues. 

Agents  such  as  nitrous  fumes  and  phosgene  are 
capable  of  causing  delayed  reactions  between  6 to  48 
hours  later  and  no  method  of  determining  their 
presence  in  a fire  is  readily  available.  Guidelines  for 
emergency  room  disposition  are  presented.  The  first 
appearance  of  a wheeze  is  indication  for  intravenous 
aminophylline  and  non-mineralocorticoid  steroids. 

factors  are  important,  what  parameters  to  investigate, 
and  when  and  how  to  initiate  therapy?  Based  on  many 
years’  experience,  the  goal  of  this  article  is  to  outline  a 
general  plan  of  approach  based  on  pertinent  history, 
objective  assessment,  clinical  judgment,  and  a 
therapeutic  regime  in  light  of  the  basic  pathophysiol- 
ogy involved. 

1.  Pertinent  History:  The  contents  of  the  fire  may 
provide  invaluable  information  for  our  understanding 
of  the  potential  clinical  presentation.  Three  major 
presentations  are  carbon  monoxide  toxicity,  upper 
airway  edema  of  immediate  acting  gases,  and  delayed 
action  gases.1 

Carbon  monoxide  must  always  be  considered.  As  a 
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colorless,  odorless,  tasteless  gas  with  high  affinity  for 
hemoglobin  and  direct  inhibition  of  respiratory 
enzymes,  it  produces  death  by  hypoxia.  Phenobarbi- 
tal  and  diphenylhydantin  enhance  carbon  monoxide 
production. 

Examples  of  immediate  acting  gases  are  chlorine, 
ammonia,  bromine  and  sulfur  dioxide.  Gases  whose 
action  may  not  be  evident  for  six  to  forty-eight  hours 
include  nitrous  fumes,  phosgene,  nickel  carbyl,  and 
iron  carbyl. 

Cyanide,  a direct  poisonous  gas,  is  released  as 
hydrogen  cyanide  during  combustion  of  substances 
rich  in  nitrogen — such  as  matresses  and  padded 
materials  of  either  wool  or  polyurethane. 

Plastics  are  perhaps  the  most  feared  by  firefighters.2 
Polyvinyl  chloride  produces  hydrochloric  acid  fumes 
when  burning,  and  some  plastics  evolve  toluene  di- 
isocyanate which,  even  in  low  concentration,  causes 
intense  respiratory  tract  irritation.  Hence,  a history  of 
non-specific  hurting  or  burning  in  the  area  ordinarily 
occupied  by  a tie  heralds  significant  problems  to  come 
even  in  the  absence  of  elevated  carbon  monoxide 
levels.  Polyvinyl  chloride  can  produce  high  levels  of 
carbon  monoxide,  but  lethal  effects  of  polyvinyl 
chloride  can  also  be  present  with  low  CO  levels. 

Also  important  in  the  history  is  whether  the  per- 
son was  in  a closed  room  on  the  amount  of  ventila- 
tion available  and  for  how  long.  Tissue  damage  is 
equal  to  gas  concentration  times  exposure  time.  For 
example,  only  25  to  30  minutes  in  a closed  area  is 
sufficient  to  absorb  one-half  liter  of  carbon  mon- 
oxide, which  can  cause  coma.  A history  of  coma  in 
itself  is  thus  significant. 

Similarly,  the  type  of  therapy  received  at  the  scene, 
especially  oxygen,  and  the  interval  before  being  seen 
by  a physician  are  important  to  know  in  order  to 
correlate  carboxy  hemoglobin  levels  in  relation  to  the 
extent  of  initial  result. 

A history  of  facial  burns  raises  the  issue  of  thermal 
injury  as  well  as  potentially  significant  smoke 
inhalation.  However,  there  is  no  correlation  between 
the  absence  of  facial  burns  and  the  significance  of 
smoke  inhalation. 

A history  of  prior  pulmonary  disease  is  important; 
asthmatics  will  be  more  prone  to  bronchospasm.  A 
history  of  smoking  is  important  in  calling  attention  to 
potential  underlying  lung  disease.  Prior  smoke 
inhalation  and  age  are  particularly  important  in 
assessing  firefighters.  The  rate  of  loss  in  pulmonary 
function  for  firefighters  is  more  than  twice  the 
expected  rate  and  correlates  to  frequency  of  fire 
exposure  with  a significantly  greater  rate  of  decre- 
ment in  men  over  55. 3 

2.  Objective  Assessment;  Inspection  for  respiratory 
rate,  burns  of  nares  and  face,  and  soot  in  the  sputum. 
Auscultatory  changes  of  wheeze  over  the  trachea 


signifies  upper  airway  edema.  Peripheral  wheezes 
reflect  bronchospasm  which  is  the  forerunner  of 
alveolar-capillary  block.  Rales  indicate  that  edema 
has  already  occurred  and  sloughing  may  follow. 

Arterial  blood  gases  are  necessary  to  determine  and 
monitor  the  extent  of  hypoxemia.  Transient  hypoxe- 
mia is  common  in  asymptomatic  firefighters  exposed 
to  plastics  and  synthetic  fires.4  Both  polyvinyl 
chloride  and  carbon  monoxide  in  high  concentrations 
are  known  to  cause  premature  ventricular  beats  and 
ventricular  fibrillation  on  the  basis  of  mycardial 
hypoxemia. 

Carboxy  hemoglobin  levels  may  be  done  on  either 
venous  or  arterial  blood.  The  changes  are  insidious  so 
that  even  during  exercise  a carboxy  hemoglobin 
saturation  of  40%  may  be  reached  without  any  change 
in  oxygen  uptake  or  ventilation  and  with  no  dyspnea. 
Carboxy  hemoglobin  levels  of  20  to  40%  are  usually 
associated  with  headache,  dizziness,  nausea,  leg 
weakness  or  other  CNS  symptoms.  Levels  of  50  to 
70%  correlate  with  coma,  cherry  red  face,  and 
petechial  hemorrhage.  Levels  above  70%  are  generally 
lethal.  By  knowing  the  prior  oxygen  therapy  and 
duration  plus  the  fact  that  the  half  life  of  carbon 
monoxide  is  250  minutes  or  a loss  of  approximately 
15%  per  hour,5  the  physician  can  make  a clinical 
evaluation  of  the  possible  initial  injury  level.  Again, 
plastics  need  not  correlate  with  carboxy  hemoglobin 
levels.6 

Chest  X-ray  is  routine  but  generally  changes  lag 
behind  auscultatory  findings.  Some  centers  favor 
early  flexible  fiberoptic  bronchoscopy  to  evaluate  the 
extent  of  airway  injury.  This  must  be  done  with 
supplemental  oxygen  (10  liter  flow)  and  aerosol 
humidity  to  combat  potential  cardiac  irritability 
associated  with  the  added  hypoxemia  of  the  proce- 
dure. The  presence  of  wheezing  is  a contraindication 
to  bronchoscopy  at  most  centers  and  in  itself  signifies 
airway  damage.  However,  flexible  bronchoscopy  may 
be  an  excellent  vehicle  for  nasotracheal  intubation  in 
the  presence  of  severe  edema. 

3.  Clinical  Judgement;  The  physician  is  then  faced 
with  disposition.  Absolute  criteria  for  admission 
would  be  positive  auscultatory  findings  or  an 
estimated  carboxy  hemoglobin  level  of  40  at  the  time 
of  insult.  Patients  with  spurious  or  slowly  falling 
carboxy  hemoglobin  levels,  exposure  or  potential 
exposure  to  delayed-acting  gases  or  plastics  are  best 
retained  in  a holding  area  with  low  How  humidified 
oxygen  initiated.  Serial  auscultation  is  mandatory  in  a 
holding  area  as  the  first  appearance  of  a wheeze 
warrants  drug  therapy.  Repeat  arterial  blood  gas  and 
carboxy  hemoglobin  levels  will  assist  in  determining  if 
the  patient  may  be  discharged  or  requires  admission 
after  24  hours.  Again,  auscultatory  changes  remain 
the  main  guideline.  My  own  personal  experience  has 
been  that  people  exposed  to  plastic  fires  and  relate 
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substernal  burning,  have  all  required  active  intrave- 
nous therapy  in  six  to  eight  hours. 

Should  the  patient  have  no  symptoms  beyond 
headache,  a low  or  falling  carboxy  hemoglobin  level, 
normal  laboratory  and  normal  auscultatory  findings 
with  no  history  of  delayed-acting  fumes  or  significant 
plastic  fume  exposure,  he  may  be  discharged  to  out- 
patient or  home  status.  However,  a wise  practice  is  to 
give  the  patient  written  instructions  to  return  for 
reevaluation  at  the  first  sign  of  wheezes  or  respiratory 
difficulties. 

4.  Pathophysiology:  Two  pathways  are  possible. 
One  is  direct  chemical  toxicity  as  is  the  case  with 
carbon  monoxide  and  cyanide.  The  other  pathway  is 
via  irritation  of  the  tracheobronchial  mucosa.  Here, 
the  sequence  is  bronchospasm  followed  by  edema 
followed  by  sloughing  of  the  mucosa.  The  denuded 
mucosa  is  more  susceptible  to  airborne  pneumonia.  If 
unchecked,  the  alveolar-capillary  damage  may  pro- 
gress to  focal  atelectasis,  hemorrhagic  edema  and  the 
full  picture  of  the  “adult  respiratory  distress  syn- 
drome.” 

5.  Therapy:  Based  on  the  probable  offending  gas 
and  the  pathway  likely  to  ensue,  therapy  is  begun. 

For  carbon  monoxide  intoxication,  rest,  quiet  and 
warmth  retard  the  reaction  with  hemoglobin.  Humid- 
ified oxygen  under  high  pressures  is  utilized.  Therapy 
is  usually  begun  with  100%  oxygen  in  view  of  the  need 
to  flush  out  carbon  monoxide  which  has  a much 
higher  hemoglobin  affiliation.  In  advanced  cases, 
hyperbaric  chambers  or  tracheostomy  with  assist/ 
control  ventilation  may  be  necessary.  Serial  blood 
gases  and  carboxy  hemoglobin  levels  will  determine 
the  course  of  therapy.  The  goal  is  an  arterial  PO2 
of  100  for  CNS  saturation  and  above  80  for  adequate 
cardiac  and  renal  saturation.  Should  bronchospasm 
occur,  the  therapy  is  the  same  as  listed  below. 

In  instances  likely  to  follow  the  pathway  of 
tracheobronchial  irritation,  the  following  therapeutic 
regime  is  of  practical  benefit: 

a)  hydration — generally  intravenous  since  this 
would  be  the  route  for  pharmacologic  agents.  Intake 
and  output  must  be  monitored  to  avoid  fluid  overload 
and  thereby  contribute  to  edema.  Should  “shock 
lung”  occur,  then  fluid  restriction  of  35  ml.  per 
kilogram  per  day  is  indicated.7 

b)  supplemental  humidified  oxygen — again  the 
goal  is  to  maintain  adequate  tissue  saturation  of  other 
vital  organs.  Recalling  the  shape  of  the  oxygen 
hemoglobin  saturation  curve,  a PO2  of  80  provides 
almost  complete  saturation.  Unless  there  is  danger  of 
cerebral  damage,  levels  above  this  are  most  likely  not 
necessary.  Also,  levels  of  high  oxygen  concentration 
tend  to  suppress  alveolar  macrophage  activity  and 
mucociliary  clearing  and  hence  may  contribute  to 


potential  infection  of  an  already  denuded  mucosa. 
Serial  arterial  blood  gases  are  mandatory. 

c)  bronchodilator  therapy — at  the  first  appearance 
of  a wheeze,  as  determined  by  serial  auscultation, 
intravenous  aminophylline  is  begun.  A loading  dose 
of  5.6  mg.  per  kilogram  is  given  over  15  to  30  minutes. 
This  is  followed  by  a maintenance  dose  not  exceeding 
0.9  mg.  per  kilogram  per  hour.  The  maintenance  dose 
is  reduced  by  1/3  for  patients  in  congestive  heart 
failure  and  reduced  by  1/2  for  patients  with  liver 
disease  while  the  loading  dose  remains  unchanged  for 
both  categories  of  patients.  Patients  already  on 
therapeutic  doses  of  oral  theophylline  have  the 
loading  dose  reduced  by  1/2  while  the  maintenance 
dose  remains  unchanged.  The  goal  is  a plasma 
theophylline  concentration  of  10  mg.  per  ml.8 

d)  1PPB — used  four  times  a day  to  keep  the  lungs 
inflated  and  assist  in  preventing  focal  atelectasis. 
The  use  of  IPPB  as  a vehicle  to  deliver  an  aerosol- 
ized beta-2-bronchodilator  agent  in  1:4  dilution,  in 
synergy  with  the  aminophylline,  is  advantageous. 

e)  Steroids — as  in  many  instances,  the  place  of 
steroids  is  somewhat  controversial.  Some  centers  wait 
until  the  appearance  of  rales  to  initiate  steroids. 
However,  since  rales  signify  some  alveolar-capillary 
damage,  my  personal  preference  has  been  to  initiate 
steroids  concomittant  with  bronchodilator  therapy  in 
hopes  of  preserving  alveolar  capillary  integrity. 
Animal  experiments  indicate  a 76.6%  reduction  in 
mortality  with  early  use  of  non-mineralocorticoid 
steroids,  methylprednisolone  succinate  or  dexametho- 
sone.4  Studies  comparing  these  two  preparations  in 
shock  lung  have  produced  comparable  results.10 
Theoretically  the  morbidity/mortality  rate  of  most 
respiratory  emergencies  is  related  to  prompt  initiation 
of  therapy  and  maintaining  the  bodily  integrity  of  the 
state  of  the  host.  Nutrition  remains  the  next  field  to 
conquer  with  assist/control  ventilation,  and  succinate 
has  been  shown  to  preserve  the  integrity  of  the  Krebs 
cycle.11  Experimental  studies  indicate  that  succinate 
prevents  uncoupling  of  oxidative  phosphorylation 
and  may  thereby  preserve  cytochrome  and  mitochon- 
drial cell  function.12  Whether  or  not  240  mg.  of 
succinate  in  each  one  gram  vial  of  methylprednisolone 
is  sufficient  to  preserve  the  Krebs  cycle  remains  to  be 
proven. 

The  most  efficient  dosage  of  steroids  remains 
unclear  and  open  to  study.  My  regime  is  to  use  80  mg. 
methylprednisolone  succinate  by  intravenous  push 
and  repeated  every  six  hours  for  48  hours.  Other 
centers  have  reported  good  results  with  10  mg. 
dexamethosone  or  40  mg.  methylprednisolone  every 
six  hours  for  24  to  48  hours. 

f)  Infection — serial  gram  stains  and  culture  and 
sensitivity  of  sputum  are  indicated  in  view  of  the 
potential  for  airborne  pneumonia.  Antibiotic  therapy 
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should  be  begun  as  indicated  by  these  results,  the 
clinical  course,  white  count  and  temperature. 

g)  Conjunctivitis — gases,  especially  hydrogen  chlo- 
ride, acts  as  irritants  to  mucus  membranes  and  can 
produce  severe  conjunctivitis. The  use  of  ophthalmic 
anti-inflammatory  solutions  such  as  prednisolone 
sodium  phosphate  and  antibiotic  ointments  such  as 
erythromycin  applied  four  times  a day  is  usually 
sufficient  therapy. 

h)  Deterioration — as  judged  by  failure  to  maintain 
the  desired  arterial  PO2  with  Fi02'of  60%  or  higher 
or  the  development  of  COp  retention.  Under  these 
circumstances,  nasotracheal  intubation  with  assist/ 
control  ventilation  is  indicated.  Further  therapy  is 
beyond  the  scope  of  this  article. 

This  article  has  attempted  to  review  the  current 
status  of  smoke  inhalation  and  present  a “game  plan” 
for  therapy  which  may  be  modified  according  to 
individual  beliefs  or  experiences.  Future  goals  are 
three  fold.  First,  the  development  of  light  weight 
protective  masks  and  oxygen  supplies  that  would  be 
utilized  by  firefighters  without  fear  of  lack  of  mobility 
or  loss  of  peripheral  vision.  Secondly,  a mobile  device 
to  accurately  analyze  the  smoke  contents  of  any 
particular  fire  is  sorely  needed.  Thirdly,  further 
research  as  to  the  optimum  steroid  dose  and 
preparation  is  indicated.  Physician  awareness,  index 
of  suspicion,  and  serial  auscultation  for  prompt 
initiation  of  therapy  remains  an  on  going  obligation. 
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Ob/Gyns  Get  Sued  Most,  Insurance 
Commissioners’  Preliminary  Study  Shows 

First  reports  from  a nationwide  study  of  the 
number  and  nature  of  malpractice  claims  show 
obstetricians  and  gynecologists  in  surgical  practice 
draw  the  most  claims,  but  anesthesiologists  get  socked 
for  the  largest  awards  when  patients  win  cases  against 
them.  The  National  Association  of  Insurance  Com- 
missioners, in  an  effort  to  get  a better  handle  on  the 
scope  of  professional  liability  problems  around  the 
nation,  initiated  the  study  of  claims  last  year.  The  first 
of  four  volumes  of  the  analysis  was  released  in 
December,  1977,  but  because  only  5,000  claims  have 
been  reported  so  far  and  2,000  claims  actually 


summarized,  the  information  is  of  limited  use  in 
drawing  national  conclusions.  Oregon  State  Insu- 
rance Commissioner  Lester  Rawls,  who  is  directing 
the  research  project,  says  the  N1AC  plans  to  put 
together  a data  base  of  13,000  to  16,000  claims,  in  a 
study  which  will  continue  through  June  30,  1976.  The 
first  analysis  of  2,450  claims  closed  bv  34  companies 
on  or  after  July  1,  1975,  shows  that  199  cases  involved 
obstetricians  and  gynecologists  doing  surgical  proce- 
dures, 174  were  against  cardiologists  not  performing 
surgery,  151  against  orthopedists,  and  119  against 
anesthesiologists.  Only  six  malpractice  claims  were 
made  involving  cardiac  surgeons  — Malpractice  Life- 
line, Inc.,  Suite  207,  Northbrook,  Illinois  60062. 
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The  Diagnosis  of  Solid  Lesions  of  Kidney 

Computerized  Tomographic  Case  of  the  Month 
JOSEPH  F.  SIMEONE  M.D.,  AND  STEPHEN  L.G.  ROTHMAN,  M.D. 


Introduction 

Computerized  tomography  of  the  body  can  provide 
valuable  information  about  a wide  variety  of  renal 
diseases.  In  some  hospitals  in  this  country  computer- 
ized tomography  has  become  an  integral  component 
in  the  diagnosis  of  renal  masses.  The  following  case 
report  reviews  the  typical  CT  findings  of  solid  tumors 
of  the  kidney  and  those  points  which  allow  their 
differentiation  from  benign  renal  cysts. 


Case  Report 

This  80-year-old  female  presented  with  weight  loss  and 
hematuria.  An  1VP  demonstrated  a questionable  mass  posterior  to 
the  left  kidney.  Computerized  tomographic  scan  was  performed 
with  and  without  contrast  enhancement.  The  non-contrast  scan 
demonstrates  a mass  contiguous  with  the  kidney  in  the  left 
paravertebral  region.  The  paravertebral  fat  appears  intact.  No 
abnormal  para -aortic  nodes  were  seen. The  attenuation  value  of  the 
mass  equals  40H . Contrast  material  was  administered  and  the  renal 
collecting  system  and  normal  portion  of  the  kidney  are  clearly 
defined  on  the  left  side.  The  normal  parenchyma  measures  70-80  H. 
The  mass  which  initially  had  a value  of  40  H now  enhances  to  a 
value  of  50  H.  This  is  consistent  with  the  diagnosis  of  a solid  renal 
mass.  This  patient  was  taken  to  surgery  where  a biopsy  revealed 
renal  cell  carcinoma. 


Figure  I 


A scan  obtained  at  the  level  of  the  kidneys  demonstrates  a normal 
right  kidney  and  an  abnormal  distorted  left  kidney.  The 
attenuation  value  of  the  left  kidney  (plus  mass)  is  40H. 
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Discussion 

Computerized  tomography  can  be  used  to  diagnose 
both  cystic  and  solid  lesions  of  the  kidney.  In  the  case 
of  solid  lesions,  the  attenuation  value  is  close  to  that 
of  normal  renal  parenchyma.  However,  with  the 
intravenous  administration  of  contrast  material,  there 
is  enhancement  of  the  neoplasm  and  the  attenuation 
value  increases  although  not  as  much  as  the  normal 
renal  parenchyma.  This  is  virtually  diagnostic  of  a 
solid  renal  mass.  No  correlation  exists  between  the 
degree  of  enhancement  and  the  quality  or  quantity  of 
tumor  vascularity  as  demonstrated  by  angiography. 
Note  in  the  accompanying  figures  that  there  is  uneven 
enhancement  of  the  mass  which  may  indicate  areas  of 
necrosis.  Additional  information  is  available  from  the 
computerized  tomographic  scan  which  includes 
invasion  of  the  perinephric  fat  and  extension  medially 
to  involve  the  paravertebral  muscles  and/or  vertebral 
body. 

In  the  paper  cited  below,  the  detection  of  renal 
neoplasms  was  done  with  great  efficiency.  Twenty- 
two  out  of  23  cases  of  neoplasms  were  correctly 
identified.  One  tumor  identified  as  a renal  neoplasm 
proved  to  be  of  adrenal  origin. 


Figure  2 

A scan  obtained  following  enhancement  with  intravenous  contrast 
shows  irregular  enhancement  of  a mass  occupying  the  posterior  left 
renal  fossa.  The  attenuation  value  of  the  mass  is  higher  now  but  not 
as  high  as  the  normal  renal  parenchyma. 
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Pathophysiology  of  Asthma 

NORMAN  ALISBERG,  M.D.,  AND  ELMER  L.  BECKER,  M.D.,  PH.D. 


Differentiating  Bronchial  Asthma  (BA)  from 
other  obstructive  lung  diseases  may  at  times  be 
difficult,  but  BA  refers  in  general  to  patients  with 
paroxysmal  wheezy  dyspnea.  The  American  Thoracic 
Society  offers  a widely  accepted  definition:  “Asthma 
is  a disease  characterized  by  an  increased  responsive- 
ness of  the  trachea  and  bronchi  to  various  stimuli  and 
manifested  by  a widespread  narrowing  of  the  airways 
that  changes  in  severity  either  spontaneously  or  as  a 
result  of  therapy.”1  The  clinical  features  are  difficulty 
in  breathing,  wheezing  and  cough,  early  hyperventila- 
tion followed  by  alveolar  hypoventilation,  if  severe, 
and  ventilation/ perfusion  abnormalities  resulting  in 
hypoxia.  The  salient  pathologic  abnormalities  are 
bronchial  mucosal  swelling,  mucus  hypersecretion 
with  obstruction  of  the  airways,  smooth  muscle 
hypertrophy  and  eosinophilia. 

Although  patients  with  BA  are  heterogeneous,  a 
few  features  stand  out.  1)  Reversibility  is  essential  to 
the  diagnosis  although  sophisticated  pulmonary 
function  tests  may  detect  abnormalities  in  patients 
long  into  remission.  2)  The  airways  are  found  to  be 
hyperirritable  to  a variety  of  stimuli.  When  challenged 
with  histamine  or  methacholine  the  bronchi  are  100  to 
1000  times  as  sensitive  as  the  airways  of  nonasthmat- 
ics. They  are  also  extremely  sensitive  to  a number  of 
less  specific  stimuli  among  which  are  cold  air, 
inorganic  dusts,  mechanical  stimuli  and  citric  acid 
aerosols.  3)  Decreased  sensitivity  to  the  action  of 
catecholamines  is  found  in  asthmatic  patients. 
4)  Eosinophilia  can  be  demonstrated  in  peripheral 
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blood  mucosal  secretions  and  in  the  tissues.  This 
eosinophilia  is  not  limited  to  the  “extrinsic”  asthmat- 
ic but  is  found  in  almost  all  patients.  5)  Increased  IgE 
antibody  formation  is  demonstrated  in  only  a 
minority  of  patients  but  reaginic  sensitivity  has  long 
been  considered  an  essential  element. 

Patients  with  BA  can  be  classified  in  a number  of 
ways.  Some  appear  to  have  larger  airway  abnormali- 
ties and  demonstrate  changes  in  airway  resistance  and 
conductance  during  an  attack.  The  majority  of 
patients,  however,  have  involvement  primarily  of  the 
small  airways  and  have  abnormalities  manifested  in 
pulmonary  compliance,  closing  volume,  mid- 
expiratory  flow  rates  and  other  tests  of  small  airway 
dysfunction.  Classification  can  also  be  based  on 
causality:  1)  About  25  percent  of  patients  with  BA 
fall  into  the  category  of  “extrinsic”  asthma  and  give  a 
history  of  atopic  disease,  have  positive  skin  tests  and 
their  symptoms  can  be  correlated  with  clinical 
exposure  to  allergens  such  as  pollens,  molds, 
epidermal  antigens,  etc.  These  patients  have  elevated 
plasma  levels  of  IgE  and  the  mechanism  involved  is 
the  classic  reaginic  antigen-antibody  interaction. 

2)  An  IgG,  short  term  sensitizing  antibody  has  been 
described  in  animals  and  has  also  been  demonstrated 
in  man.  It  is  suspected  of  playing  a role  in  pulmonary 
disease  but  its  exact  function  is  not  established. 

3)  Extrinsic,  nonatopic  asthma  is  a term  that  has 
been  applied  to  a group  of  disorders  characterized  by 
the  elaboration  of  IgE  and  precipitating  IgG  anti- 
bodies to  a variety  of  fungal  and  protein  antigens 
causing  hypersensitivity  pneumonia.  The  most  famil- 
iar entity  is  allergic  bronchopulmonary  aspergillosis. 
The  mechanism  appears  to  be  combined  reaginic 
hypersensitivity  and  Arthus  type  reactivity.  4)  Aspi- 
rin is  a frequent  cause  of  BA  and  probably  can  be 
implicated  in  5 to  10  percent  of  adult  asthmatics. 
This  unusual  response  probably  relates  to  the  effect  of 
aspirin  and  other  low  molecular  weight  analgesics  and 
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anti-inflammatory  compounds  on  the  prostaglandin 
system.  However,  the  possibility  of  an  aspirin  related 
antigen  has  not  been  completely  discarded.  A recent 
paper  suggests  the  presence  of  antibodies  to  two 
compounds,  acetylsalicylic  anhydride  and  acetylsali- 
cylsalicylic  acid  which  occur  as  trace  contaminants  in 
aspirin  tablets.2  Nasal  polyps  are  frequently  found  in 
patients  with  aspirin  induced  asthma.  5)  Exercise 
induced  asthma  is  common  and  has  been  extensively 
studied.  The  mechanism  is  poorly  understood  and, 
indeed,  may  not  be  the  same  in  all  patients. 
6)  Idiopathic  asthma  is  found  in  older  patients. 
Originally  called  “intrinsic”  by  Rackeman,  it  is 
frequently  related  to  infection  in  the  sinorespiratory 
tract  and  often  begins  after  a severe  respiratory 
infection.  These  patients  are  nonatopic,  do  not  have 
positive  skin  tests,  have  normal  IgE  levels,  do  have 
significant  degrees  of  eosinophilia  and  do  not  give  a 
history  of  asthma  following  exposure  to  the  common 
allergens.  Instead,  they  frequently  blame  less  specific 
factors  such  as  weather  and  humidity  changes,  strong 
odors  and  dusts.  7)  Many  patients  suffer  from  BA 
due  to  a combination  of  causes.  They  may  begin  their 
asthmatic  lives  with  typical  extrinsic  asthma  and,  as 
they  grow  older,  develop  idiopathic  asthma. 

Hereditary  Factors:  In  1916,  Cooke  and  Vander- 
Veer  reported  the  first  comprehensive  study  of  the 
inheritance  of  the  allergic  diseases  and  were  able  to 
demonstrate  a significant  hereditary  pattern  of 
relationships  among  hayfever,  BA  and  eczema. 
Studies  along  this  line  have  continued,  but  as  yet  the 
exact  hereditary  mechanism  has  not  been  elucidated. 
There  is,  nevertheless,  strong  evidence  of  familial 
aggregation.  More  recently,  investigations  in  animals 
have  demonstrated  Immune  Response  (Ir)  genes 
which  are  related  to  the  histocompatibility  (H) 
complexes  and  which  seem  to  confirm  that  genetic 
controls  influence  antibody  response  to  specific 
allergens.  The  relationship  of  these  findings  to  BA  is 
far  from  apparent.  No  specific  HLA  type  appears  to 
be  associated  with  BA.  However,  a recent  report 
describes  that  88%  of  patients  with  BA  have  B 
lymphocyte  Group  2 specificity  as  compared  with 
24%  of  controls.3  These  B lymphocyte  antigenic 
specificities  are  closely  related  to  the  Ir  region. 

Mechanisms:  At  present  three  mechanisms,  togeth- 
er, may  begin  to  offer  a general  theory  of  asthma. 
1)  Antigen-antibody  interaction  on  the  surface  of 
mast  cells  (along  with  other,  less  specific  stimuli)  sets 
off  a series  of  events  within  the  mast  cell  which  leads 
to  the  secretion  of  low  molecular  weight  substances 
(Histamine,  Slow  Reacting  Substance  of  Anaphylaxis 
(SRS-A)  and  Eosinophile  Chemotactic  Factor  of 
Anaphylaxis  (ECF-A)  ) which  mediate  the  allergic 
response.  2)  A state  of  Beta-Adrenergic  Blockade  in 
which  beta-adrenergic  influences  appear  to  be 
diminished  in  patients  with  BA  as  a result,  perhaps,  of 


an  abnormality  of  the  adrenergic  receptor  or  of  the 
membrane  associated  enzyme  adenyl  cyclase.  3)  In- 
creased cholinergic  influences  mediated  by  the  vagus 
nerve  modulate  bronchoconstrictor  activity. 

IgE,  the  immunoglobulin  unique  to  acute  allergic 
reactions,  present  in  minute  amounts  in  the  blood,  is 
fixed  to  the  surface  of  circulating  basophiles  and  of 
tissue  mast  cells  by  its  Fc  portion.  Antigen,  bridging 
two  such  membrane  attached  IgE  molecules,  sets  into 
motion  a series  of  reactions  which  ends  with  the  non- 
cytotoxic  release  of  mediators  from  leukocytes  or 
mast  cells.4-5  In  the  mast  cell  and  possibly  in  the 
basophil,  the  first  step  appears  to  be  entry  of  calcium 
ion  into  the  cell,  thereby  activating  a serine  esterase 
from  its  precursor  form.  The  series  of  intracellular 
reactions  includes  an  energy  dependent  step,  a cal- 
cium ion  dependent  process  and  a cyclic  AMP  in- 
hibitable  stage.  A number  of  modulating  influences 
affect  the  cyclic  AMP  step.  Reduction  in  the  intra- 
cellular level  of  this  cyclic  nucleotide  leads  to  an  in- 
crease in  the  release  of  mediators.  This  is  caused  by 
increased  alpha  adrenergic  activity  and  the  prosta- 
glandin ¥2 a-  Increasing  cyclic  AMP  with  attendant 
decrease  in  mediator  release  is  brought  about  by 
increased  beta  adrenergic  influence,  methylxan- 
thines  (phosphodiesterase  inhibition)  and  by  pros- 
taglandin Ej.  Increase  in  cyclic  GMP  (guanosine 
monophosphate)  brought  about  by  cholinergic  stimuli 
also  increases  the  release  of  mediators.  These 
mediators  exert  their  effect  upon  the  bronchial  tree  by 
increasing  vascular  permeability,  inducing  smooth 
muscle  contraction  and  increasing  exocrine  gland 
secretion.  Histamine  also  appears  to  stimulate  cough 
and  irritant  receptors  in  the  lungs. 

Histamine  is  formed  from  histidine  by  the  enzyme 
histidine  decarboxylase.  It  is  widely  distributed  in 
nature  and  is  found  in  tissues  other  than  mast  cells 
and  basophiles.  Its  half  life  is  only  one  to  two  minutes 
and  it  is  rapidly  metabolized  by  deamination.  It  is 
present,  preformed,  in  the  mast  cells  within  the 
metachromatic  granules  as  a histamine-protein- 
heparin  complex.  It  can  be  released  by  a variety  of 
stimuli.  Antigen-antibody  interaction  is  the  typical 
stimulus  but  histamine  may  also  be  released  by 
osmotic  lysis  of  the  cell,  by  physical  stimuli,  and  by 
non-immunologic  histamine  releasers  such  as  com- 
pound 48/80,  thiamine,  and  polymyxin  B.  Antigen 
induced  release  of  histamine  from  sensitized  mast  cells 
is  not  accompanied  by  cellular  death  or  damage  and 
does  not  involve  the  complement  system.  Tissues 
responding  to  histamine  have  specific  receptors.  H-l 
type  receptors  are  present  in  tissues  which  respond  to 
histamine  with  increased  vascular  permeability  and 
contraction  of  smooth  muscle.  This  action  can  be 
inhibited  by  the  common  antihistaminics  (diphenhy- 
dramine HC1,  chlorpheniramine,  etc.).  H-2  receptors 
are  found  in  the  stomach  and  are  involved  in  acid 
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secretion.  This  action  can  be  blocked  by  specific  H-2 
blockers  (burimamide,  metiamide).  Blood  histamine 
levels  are  not  elevated  during  asthmatic  attack  and 
increasing  blood  histamine  levels  fail  to  produce 
bronchospasm  in  the  nonasthmatic  subject.  High 
levels  of  histamine  are  required  to  cause  contraction 
of  human  bronchial  smooth  muscle  in  vitro.  Obvious- 
ly, the  response  to  histamine  is  complex  and  probably 
involves  reflex  mechanisms  as  well  as  direct  action. 

SRS-A  is  an  acidic  lipid  which  has  not  been 
characterized  chemically.  It  is  released  from  tissues 
only  after  antigen-antibody  interaction.  Since  it  is  not 
stored  in  a preformed  state,  its  release  is  delayed. 
SRS-A  release  has  been  demonstrated  by  specific 
antigen  challenge  of  lung  tissue  from  two  pollen 
sensitive  asthmatics.  Acting  on  target  tissue,  SRS-A 
causes  increased  vascular  permeability  and  contrac- 
tion of  smooth  muscle;  it  also  increases  the  potency  of 
histamine. 

ECF-A  was  shown  about  five  years  ago  to  be  re- 
leased after  antigen  challenge  of  sensitized  tissue. 
It  is  a low  molecular  weight  acidic  peptider  or  group 
of  peptides  and  is  chemotactic  for  eosinophiles.  It 
has  been  demonstrated  from  both  lung  and  nasal 
polyp  tissue.  Tike  histamine,  it  is  present  in  a per- 
formed state  in  mast  cell  granules.  The  eosinophiles 
that  are  called  to  the  site  of  the  allergic  response  ap- 
pear to  play  a modulating  role  in  allergic  inflamma- 
tion. They  produce  a number  of  substances  which 
are  capable  of  inactivating  histamine,  SRS-A  and 
platelet  activating  factor  (PAF). 

Prostaglandins, 6 discovered  a half  century  ago,  are 
now  recognized  as  potent  modulators  of  pulmonary 
function  affecting  blood  vessels  and  smooth  muscle. 
These  compounds  are  not  stored  in  tissues,  their 
release  being  a reflection  of  new  synthesis.  Stimuli  for 
release  are  mechanical  (agitation,  stroking,  etc.)  and 
antigenic  challenge  of  sensitized  tissues.  PGF2crisa 
very  powerful  broncho-constrictor  and  asthmatic 
patients  respond  with  a significant  decrease  in  airway 
conductance  to  doses  that  are  minute  compared  to 
those  required  to  produce  similar  bronchoconstric- 
tion  in  nonasthmatic  patients.  The  time  course  of  the 
reaction  is  that  of  onset  within  five  minutes  and 
persistence  for  one-half  to  several  hours.  In  patients 
with  BA,  atropine  will  partially  diminish  the  broncho- 
constrictive  response  of  PG  indicating  that  part  of  the 
response  may  be  mediated  via  the  vagus.  PGEj  is  a 
powerful  bronchodilator  and  plays  an  important  role 
in  overcoming  the  ever  present  bronchoconstrictor 
influences  in  asthmatics.  Prostaglandins  (PGs) 
influence  the  release  of  mediators  from  mast  cells. 
Their  overall  effect  appears  to  depend  on  the  balance 
between  PGEs,  which  inhibit  mediator  release  via  the 
cyclic  AMP  system  and  are  bronchodilator,  and 
PGFs  which  do  much  the  opposite.  Aspirin,  which 
inhibits  the  enzyme  protaglandin  synthetase,  may 


vary  the  proportion  of  the  PGEs  and  PGFs.  In 
aspirin-sensitive  asthmatics,  aspirin  may  increase  the 
relative  amounts  of  the  PGFs.  There  are  rare  patients 
whose  allergic  reactions,  asthmatic  or  urticarial,  are 
diminished  by  aspirin  and  it  may  well  be  that  in  such 
patients  aspirin  increases  the  amount  of  PGEs. 

Beta  adrenergic  influences  can  be  shown  to  act  via 
the  enzyme  adenyl  cyclase  to  increase  the  cellular 
concentration  of  cyclic  AMP  and  thereby  to  diminish 
the  release  of  mediators.  It  can  be  demonstrated  that 
asthmatic  patients  and  their  cells  behave  as  if  they 
were  relatively  resistant  to  the  effects  of  catecholam- 
ines. A series  of  investigations  in  animals  led 
Szentivanyi7  to  the  hypothesis  that  partial  beta 
adrenergic  blockade  is  a cause  of  the  atopic 
abnormality  in  BA.  Mice  sensitized  with  injections  of 
B.  pertussis  vaccine  demonstrate  markedly  increased 
sensitivity  to  methacholine  and  to  histamine,  de- 
creased responsiveness  to  catecholamines,  increased 
antibody  response  and  eosinophilia.  A similarity 
exists  between  these  mice,  other  animals  treated  with 
beta  blockers  such  as  propranolol  or  dichloroisopro- 
terenol,  and  humans  with  BA.  Studies  of  peripheral 
leukocytes  from  asthmatics  indicate  that  the  increase 
in  intracellular  cyclic  AMP  in  response  to  beta 
adrenergic  agents  is  restored  by  corticosteroids.  Since 
mice  treated  with  B.  pertussis  manifest  marked 
hypersensitivity  of  their  airways  to  inhaled  mediators 
and  also  develop  eosinophilia,  the  resemblance  to  the 
human  asthmatic  state  is  marked.  Diminished 
responsiveness  to  beta  adrenergic  agonists  is  postulat- 
ed for  a variety  of  tissues  and,  indeed,  has  been 
confirmed  for  the  mast  cell,  the  lymphocyte  and  for 
eczematoid  skin.  This  defect  is  proposed  as  an 
explanation  for  the  triggering  of  bronchoconstriction 
by  a number  of  apparently  unrelated  stimuli  such  as 
infection,  psychic  factors,  cold  air,  etc.  It  is  proposed 
that  alterations  in  bronchial  tone  by  decreased  beta 
adrenergic  effect  is  a key  feature  in  the  asthmatic.  This 
proposal,  although  still  controversial,  has  served  and 
is  serving  as  a point  of  departure  for  many 
investigations  of  the  nature  of  asthma. 

Alpha  adrenergic  activity  decreases  cyclic  AMP 
and  fosters  the  release  of  mediators.  Alpha  stimula- 
tion in  the  lung  appears  to  be  relatively  weak. 

Cholinergic  influences,  however,  are  potent.  Choli- 
nergic stimulation  of  isolated  human  bronchial 
smooth  muscle  results  in  contraction.  Inhalation  of 
cholinergic  substances  will  produce  bronchoconstric- 
tion in  asthmatic  subjects  and  can  also  be  demon- 
strated in  the  nonasthmatic  at  much  increased 
concentration.  Whereas  sympathetic  nerve  endings 
in  the  bronchi  are  sparse,  cholinergic  fibers  are  found 
in  a rich  plexus.  There  is  a constant  state  of  broncho- 
constrictor tone  which  can  be  interrupted  by  atropine. 
This  tone  is  probably  produced  by  vagal  reflexes 
rather  than  by  humoral  substances,  as  is  the  case  with 


VOLUME  42,  NO.  5 


307 


beta  adrenergic  modulation.  In  an  elegant  series  of 
experiments,  Gold8  has  demonstrated  that  antigen 
induced  bronchoconstriction  in  dogs  sensitive  to 
Ascaris  and  to  grass  is  due  to  vagal  reflex.  Interrupt- 
ing the  vagus  nerve,  either  afferent  or  efferent 
pathways  or  both,  will  inhibit  much  of  the  response  to 
antigen  introduced  into  the  bronchi  of  these  animals. 
There  is  evidence,  not  undisputed,  that  reflex 
cholinergic  mechanisms  may  play  a part  in  the 
response  of  the  sensitized  human  lung  to  antigen.  It  is 
also  probable  that  at  least  a part  of  the  effect  of  the 
mediators,  particularly  histamine,  is  on  cough  and 
irritant  receptors  in  the  pharyngeal  and  bronchial 
mucosa  and  that  these  receptors,  when  stimulated, 
initiate  the  vagal  response.  A portion  of  the  effect  of 
histamine  and  SRS-A  occurs  locally  at  the  site  of 
release. 

Other  chemical  mediators  such  as  serotonin  cannot 
be  implicated  in  human  BA.  The  kinin  system  seems 
to  play  a role  in  bronchoconstriction,  particularly  in 
patients  with  the  carcinoid  syndrome.  Platelet 
Activating  Factor  has  been  detected  in  rabbit 
leukocytes  sensitized  with  homologous  IgE  antibody 
and  then  challenged  with  the  appropriate  antigen  and 
is  also  obtained  from  lung. 

In  summary,  BA  is  a complex  disease  and,  indeed, 
the  pathogenesis  may  not  be  identical  in  all  cases. 
Asthmatic  patients  are  heterogeneous  and  the  patient 
with  exercise  induced  asthma  may  have  little 
resemblance  to  the  patient  with  immunologically 
caused  asthma  except  that  a common  end  point, 
bronchoconstriction,  results.  A great  deal  has  been 
learned  about  the  mechanisms  active  in  BA.  Evalua- 
tion of  the  relative  significance  of  the  mediators, 
diminished  responsiveness  to  beta  adrenergic  substan- 


ces, and  cholinergic  and  vagal  mechanisms  in 
different  asthmatic  syndromes  awaits  further  elucida- 
tion. 
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AMA  Council  Proposes  Competence  Test 

The  AMA’s  National  Council  on  the  Cost  of  Medical  Care  has  raised  a 
controversy  in  the  medical  world  by  proposing  that  some  unspecified  method  of 
assessing  a physician’s  competence  and  making  the  information  public  be  instituted, 
and  that  the  health  care  system  as  a whole  be  made  more  price-competitive.  In  a 30- 
page  report  that  will  be  approved  or  rejected  by  the  AMA  house  of  delegates  at  their 
meeting  in  St.  Louis  this  June,  the  commission  also  suggested,  among  other  things, 
that  explicit  criteria  be  set  up  for  medical  care  so  that  physicians  can  be  charged 
personally  for  any  hospitalization  or  testing  they  order  that  is  deemed  unnecessary. 
The  proposals  have  drawn  criticism  from  several  high-ranking  members  of  the  AMA. 
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The  Podiatrist  and  Hospital  Privileges 

Dr.  Allen  Shaw,  Plaintiff 
v. 

The  Hospital  Authority  of  Cobb  County,  Georgia 

January  29,  1975 


United  States  Court  of  Appeals 
Fifth  Circuit 


Dr.  Shaw,  a podiatrist,  brought  action  alleging  his 
constitutional  rights  had  been  infringed  by  denial  of 
his  application  for  staff  membership  at  a public 
hospital  on  basis  of  bylaws  of  county  hospital 
authority  and  of  hospital’s  medical-dental  staff  which 
authorized  membership  only  to  full-practice  physi- 
cians and  duly  licensed  dentists. 

The  United  States  District  Court  denied  podiatrist’s 
requested  relief  and  he  appealed. 

One  judge,  speaking  for  the  unanimous  opinion  of 
the  3-man  Court  of  Appeals,  annulled  the  verdict  of 
the  lower  court  and  returned  the  case  for  further 
consideration. 

His  Opinion:  The  complaint  against  the  Hospital 
claimed  arbitrary  conduct  on  its  part  in  denying  Dr. 
Shaw  staff  privileges  at  Cobb  General  Hospital.  Dr. 
Shaw  alleged  denials  of  substantive  and  procedural 
due  process  as  well  as  equal  protection,  all  alleged  as 
afforded  him  by  the  Fourteenth  Amendment  of  the 
Federal  Constitution. 

Dr.  Shaw  is  a Doctor  of  Podiatric  Medicine  and 
Surgery  licensed  to  practice  in  the  State  of  Georgia. 
His  competence  and  individual  qualifications  have 
not  been  challenged  by  the  hospital.  He  has  been 
granted  staff  privileges  at  two  nearby  private 
hospitals.  He  is  currently  engaged  in  the  practice  of 
his  profession  in  the  immediate  vicinity  of  Cobb 
General  Hospital. 

His  application  for  staff  membership  at  the 
Hospital  was  denied  on  the  basis  of  tne  bylaws  of  the 


This  is  a decision  by  a U.S.  Court  of  Appeals  and  is 
legally  binding  on  all  states  in  its  jurisdiction.  The 
Fifth  Circuit  includes,  Georgia,  Texas,  Louisiana, 
Mississippi,  Alabama,  Florida  and  the  Panama  Cana! 
Zone. 


Hospital  and  of  the  bylaws  of  its  “medical-dental 
staff’  which  allow  membership  only  to  full-practice 
physicians  and  duly  licensed  dentists.  A podiatrist 
such  as  Dr.  Shaw  would  not  come  within  this 
definition  as  the  Georgia  Code  defines  “podiatry”  as 
“diagnosis,  medical,  surgical,  mechanical,  manipula- 
tive and  electrical  treatment  ...  of  a human  foot  and 
leg”  and  states  that  “no  podiatrist  shall  do  any 
amputation  or  use  any  anesthetic  other  than  local.” 
Thus  podiatrists  do  not  hold  full-practice  licenses 
because  under  the  Georgia  Code  the  “practice  of 
medicine”  is  not  defined  as  limited  to  any  area  of  the 
body.  Further,  the  power  to  grant  licenses  to  practice 
podiatry  is  vested  in  the  State  Board  of  Podiatry 
Examiners  while  the  power  to  grant  licenses  to 
practice  medicine  is  vested  in  the  Composite  State 
Board  of  Medical  Examiners.  Dentists  are  also 
limited  by  law  to  one  area  of  the  body,  and  they  are 
licensed  other  than  by  the  Composite  Board  of 
Medical  Examiners.  The  Hospital  explains  its 
exception  for  dentists  on  the  grounds  that  they 
perform  functions  which  are  not  offered  by  other 
members  of  the  medical  community.  This  is  not  the 
case  with  podiatrists,  as  the  services  they  provide  are 
already  available  from  the  existing  staff,  specifically 
orthopedic  surgeons. 

The  Hospital  Authority  of  Cobb  County  is  the 
governing  body  of  Cobb  General  Hospital,  a public 
hospital  constructed  with  state  and  federal  funds 
under  the  Hill-Burton  Act.  Therefore  its  acts  in 
precluding  Dr.  Shaw  from  staff  privileges  are  state 
acts  subject  to  the  provisions  of  the  Fourteenth 
Amendment  [of  the  federal  Constitution]. 

Dr.  Shaw  made  application  for  staff  privileges  at 
Cobb  General  on  April  19,  1973.  He  expressed  a 
desire  to  meet  with  the  executive  committee  of  the 
Medical-Dental  Staff  to  discuss  a change  in  its 
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bylaws,  indicating  that  he  was  aware  that  same  did 
not  provide  for  podiatrists  on  the  staff.  Dr.  Shaw  was 
invited  to  and  attended  the  meeting  of  May  8,  1973  in 
which  he  was  given  some  30  minutes  to  pass  out 
literature  and  answer  questions.  After  Dr.  Shaw  left 
the  meeting,  the  Executive  Committee  decided  to 
recommend  to  the  Hospital  Authority  that  no  change 
be  made  in  the  Staff  bylaws. 

Dr.  Shaw  was  informed  of  this  action  and  his 
attorney  responded  with  a letter  to  the  Hospital 
objecting  to  the  rejection  of  Dr.  Shaw’s  application  on 
the  basis  of  the  bylaws  and  appealing  on  Dr.  Shaw’s 
behalf  to  the  members  of  the  Hospital  Authority  to 
reconsider  the  rejection.  The  attorney  stressed  that  his 
client  could  not  be  denied  staff  membership  on  the 
basis  of  bylaws  which  were  unreasonable,  arbitrary 
and  discriminatory.  A reply  to  the  attorney  stated  that 
his  letter  had  been  presented  to  the  Hospital  [Board  of 
Governors]  at  its  regular  meeting  on  June  20,  1973 
and  that  “the  Authority  did  not  feel  it  appropriate  to 
direct  the  Staff  to  change  its  bylaws  nor  did  the 
Authority  take  any  action  toward  changing  its  own 
bylaws.”  Dr.  Shaw  contends  that  the  Hospital 
Authority’s  denial  of  his  application  on  the  basis  of 
bylaws  which  exclude  podiatrists  as  a class  while 
admitting  dentists,  who  are  also  limited  by  law  to  one 
area  of  the  body,  is  a violation  of  his  equal  protection 
rights.  He  maintains  that  he  is  licensed  by  the  State  of 
Georgia  to  perform  certain  operations  and  that  the 
hospital  facilities  are  necessary  for  the  convenience  of 
his  patients  who  reside  in  Cobb  County,  the  area  of 
his  practice,  and  alleges  this  to  be  a denial  of 
substantive  due  process.  He  also  claims  a denial  of 
procedural  due  process  with  respect  to  the  hearing 
process. 

* 1 n the  view  we  take  of  this  case,  we  reject  the  equal 
protection  claim  ....  We  do  find  [however]  a liberty 
interest  subject  to  procedural  due  process  safeguards, 
and  because  this  case  was  not  considered  by  the 
Hospital  on  this  basis,  we  direct  that  it  be  recon- 
sidered. 

Finally,  Dr.  Shaw  contends  that  he  was  denied 
procedural  due  process  because  his  application  was 
considered  in  summary  fashion  by  the  Medical- 
Dental  Staff.  His  criticism  is  aimed  at  the  30-minute 
hearing  before  the  Medical-Dental  Staff  and  the 


*[EDITOR'S  NOTE:  Under  the  equal  protection 
claims.  Dr.  Shaw  attacked  the  classifications 
restricted  to  physicians  and  dentists,  created  by  the 
Hospital’s  bylaws,  arguing  that  all  those  licensed  by 
the  state  of  Georgia  to  practice  the  healing  arts  are 
members  of  one  class — to  be  treated  equally.  The 
court  disagreed  and  was  unable  to  equate  the  various 
branches  of  the  healing  arts  which  would  necessarily 
be  included  in  the  entire  class.  Therefore,  the  court 
rejected  his  equal  protection  claim.] 


Hospital’s  refusal  to  consider  changing  its  bylaws  on 
the  strength  of  this  hearing.  Before  the  requirements 
of  procedural  due  process  apply,  there  must  be  a 
deprivation  of  interest  encompassed  by  the  Four- 
teenth Amendment’s  protection  of  liberty  and  prop- 
erty. 

Although  both  the  terms  “liberty”  and  “property” 
are  broad  and  not  defined  with  exactness,  ...  a 
number  of  cases  have  construed  these  terms.  Liberty 
is  not  confined  to  mere  freedom  from  bodily  restraint 
but  extends  to  the  full  range  of  conduct  which  the 
individual  is  free  to  pursue  . . . . Contemplated  within 
this  term  is  the  right  to  practice  any  of  the  common 
occupations  of  life,  and  for  others  to  engage  the 
individual  to  perform  those  acts  which  are  his 
occupation.  These  rights  are  within  the  Fourteenth 
Amendment  ....  Dr.  Shaw,  in  seeking  staff  priv- 
ileges, seeks  to  engage  in  his  occupation  as  a po- 
diatrist and  this  is  a liberty  interest  protected  by  the 
Fourteenth  Amendment.  He  is  therefore  entitled  to  a 
hearing  conforming  to  minimal  requirements  of 
procedural  due  process  of  notice  and  an  opportunity 
to  be  heard. 

This  brings  us  to  the  question  whether  appellant 
Dr.  Shaw  was  afforded  such  a hearing.  We  conclude 
that  he  was  not. 

There  are  two  principal  reasons  for  the  shortcom- 
ing and  procedural  due  process.  The  first  is  that  a 
hearing  before  the  Medical-Dental  Staff  would  not 
suffice  as  a hearing  before  the  Hospital.  Although  the 
Hospital  Authority  may  properly  delegate  many 
decisions  to  the  Staff,  these  two  groups  are  separate 
and  each  has  its  own  set  of  bylaws  which  precludes 
podiatrists  from  staff  privileges.  There  is  no  evidence 
that  a change  in  the  Medical-Dental  Staff  bylaws 
would  automatically  result  in  a change  in  the 
Hospital’s  bylaws.  Therefore,  Dr.  Shaw  must  be 
afforded  hearings  before  both  groups. 

The  Hospital  argues  that  Dr.  Shaw  did  not  request 
a hearing  before  the  Authority  and  so  they  were 
justified  in  relying  upon  the  recommendation  of  the 
Medical-Dental  Staff.  This  argument  is  without  merit 
in  the  face,  of  the  District  Court’s  finding  that  the 
Hospital  had  determined  not  to  change  its  bylaws 
despite  Dr.  Shaw’s  failure  to  request  a hearing. 

We  find  that  the  hearing  accorded  appellant  was 
not  conducted  on  the  proper  legal  standard  as  to  his 
underlying  right,  i.e.,  the  liberty  interest.  The 
procedural  due  process  to  which  Dr.  Shaw  was 
entitled  had  to  be  fashioned  for  and  directed  to  that 
liberty  interest. 

Because  his  application  was  not  so  considered,  we 
vacated  the  judgment  of  the  District  Court  and 
returned  with  direction  that  the  application  of  Dr. 
Shaw  be  reconsidered  by  the  Hospital  and  the 
Medical-Dental  Staff  on  the  basis  not  inconsistent 
herewith. 
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The  Chief  Judge  (concurring): 

I concur  in  the.  opinion  and  the  result.  I would 
emphasize,  however,  that,  in  the  procedural  due 
process  hearing,  the  intrinsic  reasonableness  of  the 
regulation  is  the  principal  matter  for  inquiry. 

While  1 would  judge  in  the  Court’s  conclusion  that 
the  practice  of  podiatry  and  medicine  do  not  coalesce, 
the  practice  of  podiatry  is  a statutorily  recognized 
right  to  engage  in  procedures  and  techniques  which 
might  be  considered  as  “medically  radical.”  The  State 
of  Georgia  recognizes  that  persons  of  this  profession 
have  significant  professional  qualifications,  responsi- 
bilities, and  privileges. 


Considering  all  that  Georgia  permits  and  encour- 
ages them  to  do,  the  question  perhaps  boils  down  to 
whether  any  rational  basis  exists  for  denying 
podiatrists,  or  more  important  their  patients,  the 
essential  facilities  of  a twentieth  century  hospital. 
Before  podiatrists  can  be  relegated  in  the  performance 
of  their  duties  to  a garret,  there  must  be  a rational 
basis  for  regulations  which  effectively  deny  access  to 
modem  hospital  facilities.  The  due  process  hearing,  if 
conducted  with  due  process,  may  therefore  precipitate 
a serious  question  of  equal  protection. 


Surgery  in  Hospitals  by  Podiatrists 

Public  Act  No.  76-99  (Connecticut) 

An  Act  Concerning  the  Types  of  Surgery 
Allowed  to  be  Performed  by  Podiatrists 
[April  23,  19761 


Podiatry  is  defined  to  be  the  diagnosis,  prevention 
and  treatment  of  foot  ailments  including  the  prescrip- 
tion, administering  and  dispensing  of  drugs  and 
controlled  substances  in  schedules  II,  III,  IV  or  V 
. . . ; the  practice  of  surgery  upon  the  feet  provided 
if  an  anesthetic  other  than  a local  anesthetic  is 
required,  such  surgery  shall  be  performed  in  a general 
hospital  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  by  a licensed  podiatrist 
who  is  accredited  by  the  Credentials  Committee  of  the 
medical  staff  of  said  hospital  to  perform  podiatric 
surgery  in  conformance  with  rules  promulgated  by  the 


chief  of  the  surgical  department  of  said  hospital, 
taking  into  account  the  training,  experience,  demon- 
strated competence  and  judgment  of  each  such 
licensed  podiatrist,  and  such  podiatrist  shall  comply 
with  such  rules;  the  dressing,  padding  and  strapping 
of  the  feet;  the  making  of  models  of  the  feet  and  the 
palliative  and  mechanical  treatment  of  functional  and 
structural  ailments  of  the  feet,  not  including  the 
amputation  of  the  leg,  foot  or  toes  or  the  treatment  of 
systemic  diseases  other  than  local  manifestations  in 
the  foot. 


Hospital  Privileges  to  Qualified  Podiatrists 
Factors  to  be  Considered  in  Granting  Hospital 
Privileges  to  Qualified  Podiatrists 


The  American  Medical  Association  recognizes  the 
right  of  qualified  limited  practitioners,  such  as 
podiatrists,  and  unlimited  practitioners  such  as 
doctors  of  medicine  and  osteopathy,  to  seek  oppor- 
tunities to  utilize  their  knowledge  and  skills  in 
hospitals  and  other  health  care  facilities.  The  type  of 
privileges  or  membership  available  should  be  spelled 
out  in  the  hospital  medical  staff  bylaws  in  accordance 
with  the  applicable  state  laws  and  regulations. 

Qualified  podiatrists  appropriately  may  be  granted 
practice  privileges  within  the  scope  of  their  competen- 
cies. The  delineation  of  clinical  privileges  should  be 
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commensurate  with  education,  training,  experience, 
personal  character  and  capability  of  the  individual 
applicant.  The  hospital  medical  staff  should  establish 
a system  for  evaluating  individual  applicants  that  is 
objective,  impartial  and  fair;  that  is  broad  enough  to 
recognize  professional  excellence  and  limited  enough 
to  safeguard  patients.  Provisional  or  probationary 
privileges  are  recommended  for  all  hospital  appoin- 
tees for  the  first  year  or  an  appropriate  period  as 
provided  in  the  hospital  medical  staff  bylaws. 

The  Liaison  Committee  on  Podiatry  of  the 
American  Medical  Association  Board  of  Trustees  was 
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reconstituted  in  1975.  During  1976  and  1977, 
members  of  the  Liaison  Committee  visited  three  of 
the  five  existing  colleges  of  podiatry  and  a sampling  of 
podiatry  residency  programs  in  California,  Illinois 
and  Pennsylvania. 

Upgraded  student  selection  and  admission  criteria, 
strengthened  curricula  in  the  basic  science  and  clinical 
years,  and  one,  two  and  three  year  post-graduate 
residency  programs  have  marked  the  improvements  in 
the  quality  of  podiatric  educational  programs 
following  publication  of  the  Selden  Report*  in  1960. 
The  visits  to  the  schools  and  residency  programs 
confirmed  the  fact  that  an  increasing  number  of 
graduates  are  enrolling  in  residency  programs. 
Because  of  the  unevenness  of  opportunities  for 
supervised  clinical  experience  in  residency  training, 
however,  hospital  medical  staffs  are  advised  to  eval- 
uate the  credentials  of  each  podiatrist  who  applies 
for  privileges  and  to  make  recommendations  on  the 
granting  of  practice  privileges  in  accordance  with 
the  individual’s  training,  experience  and  demonstrated 
competence  and  judgment. 

As  in  other  fields,  there  are  external  factors  that  can 
be  helpful  in  evaluation  of  the  competence  of 

* Study  of  a special  commission  appointed  by  the 
American  Podiatry  Association  in  I960. 


individual  podiatrists.  Graduation  from  an  accredited 
college  of  podiatric  medicine,  successful  completion 
of  an  approved  residency  program,  documentation  of 
the  procedures  performed  while  in  training,  member- 
ship in  the  American  College  of  Foot  Surgeons, 
certification  by  the  American  Board  of  Podiatric 
Surgery,  state  licensure,  and  documentation  as  to 
good  character  and  ethical  practice  are  examples  of 
such  factors.  A chart  of  the  state  statutory  and 
regulatory  provisions  relating  to  the  granting  of 
hospital  practice  privileges  to  podiatrists  is  being 
distributed  because  of  the  importance  of  these 
provisions  to  hospital  medical  staffs  considering 
applications  from  podiatrists  for  privileges. 

In  the  final  analysis,  operating  room  observation, 
record  review,  tissue  review  and  medical  care 
evaluation  studies  remain  the  foundation  of  evalua- 
tion for  practice  privileges  for  podiatrists,  as  well  as 
for  physicians  and  other  independent  practitioners 
providing  professional  services  in  hospitals.  The 
evaluation  of  professional  competency  and  perfor- 
mance should  be  initiated  by  the  department  in  which 
privileges  are  granted  with  recommendations  as  to  the 
scope  of  privileges  forwarded  to  the  credentials  and 
other  appropriate  committees  in  accordance  with  the 
hospital  medical  staff  bylaws. 


Clinical  Privileges  for  Podiatrists 

Joint  Commission  on  Accreditation  of  Hospitals 


The  governing  body  of  the  hospital,  after  consider- 
ing the  recommendations  of  the  medical  staff,  may 
grant  clinical  privileges  to  qualified,  licensed  podia- 
trists in  accordance  with  their  training,  experience 
and  demonstrated  competence  and  judgment.  When 
this  is  done,  podiatrists  must  comply  with  all 
applicable  medical  staff  bylaws,  rules  and  regulations, 
which  must  contain  specific  references  governing 
podiatric  services. 

A podiatrist  with  clinical  privileges  may,  with  the 
concurrence  of  an  appropriate  member  of  the  medical 
staff,  initiate  the  procedure  for  admitting  a patient. 
This  concurring  medical  staff  member  shall  assume 
responsibility  for  the  overall  aspects  of  the  patient’s 
care  throughout  the  hospital  stay,  including  the 
medical  history  and  physical  examination.  Patients 
admitted  to  the  hospital  for  podiatric  care  must  be 
given  the  same  basic  medical  appraisal  as  patients 
admitted  for  other  services. 

The  scope  and  extent  of  surgical  procedures  that 


each  podiatrist  may  perform  must  be  specifically 
defined  and  recommended  in  the  same  manner  as  all 
other  surgical  privileges.  Surgical  procedures  per- 
formed by  podiatrists  must  be  under  the  overall 
supervision  of  the  chief  of  surgery.  The  nature  and 
degree  of  supervision  is  a matter  of  determination,  in 
each  instance,  within  the  medical  staff  policy  that 
governs  the  relationship  and  dual  responsibility 
existing  between  the  medical  staff  and  the  podiatrist. 
A physician  member  of  the  medical  staff  must  be 
responsible  for  the  care  of  any  medical  problem  that 
may  be  present  or  that  may  arise  during  the 
hospitalization  of  podiatric  patients.  The  podiatrist  is 
responsible  for  the  podiatric  care  of  the  patient, 
including  the  podiatric  history  and  physical  examina- 
tion and  all  appropriate  elements  of  the  patient’s 
record.  The  podiatrist  may  write  orders  within  the 
scope  of  his  license,  as  limited  by  the  applicable 
statutes  and  as  consistent  with  the  medical  staff 
regulations. 
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Exclusion  of  Podiatrists  from  the  Hospital 


What  are  the  legal  limitations  on  the  right  of  a 
hospital  automatically  to  exclude  from  practice  in  the 
hospital  members  of  certain  categories  of  healing  arts 
practitioners,  such  as  osteopaths,  chiropractors  and 
podiatrists?  Although  a sizable  body  of  case  law 
dealing  with  the  question  can  readily  be  found,  those 
decisions  do  not,  either  singly  or  collectively,  provide 
a clear  answer.  The  reason,  admittedly  speculative,  is 
that  when  the  question  arises,  it  does  so  in  circum- 
stances weighted  by  considerable  local  opinion  and 
political  pressure.  That  is  to  say,  the  more  the 
members  of  these  groups  have  made  their  presence 
felt  in  a favorable  way  in  the  community,  the  more 
likely  it  is  that  they  will  be  able  to  fashion  persuasive 
arguments  in  their  own  behalf  to  a legislature  or  a 
court. 

This  observation  does  not  mean,  of  course,  that  the 
question  cannot  be  answered;  it  simply  suggests  that  a 
“national”  answer  is  less  likely  to  be  determinative 
and  that  each  decision  will  turn  on  the  statutes  and 
prevailing  practice  in  each  state.  This  means  that  no 
board  resolution  or  by-law  provision  should  be 
adopted,  nor  any  individual  decision  made  on  an 
applicant,  without  careful  consideration  of  the  state 
statutes  pertaining  to  the  licensure  and  the  rights  of 
each  category  of  practitioner.  The  cases  to  be 
discussed  in  this  chapter  illustrate  a number  of  factors 
which  courts  have  considered  in  reaching  their 
decisions  and  suggest  some  trends  injudicial  thinking, 
but  they  cannot  answer  the  basic  question  for  any 
hospital  without  further  resort  to  the  statutes  of  the 
state. 

The  cases  involving  podiatrists  are  few,  but  they 
are  relatively  recent  and  they  are  instructive.  In  the 
first,  Davidson  v.  Youngstown  Hospital  Association, 
(Ohio  1969)  two  podiatrists  brought  suit  to  compel  a 
private  hospital  to  admit  them  to  staff  membership. 
The  Credentials  Committee  recommended  against 
them  on  the  basis  that  the  services  they  provide  were 
already  available  through  staff  members,  that  the 
requirement  that  they  be  supervised  would  be 
burdensome,  and  that  their  presence  on  the  staff 
might  complicate  patient  care  and  expose  the  hospital 
to  liability.  These  reasons  were  buttressed  by  the 
findings  and  recommendations  of  the  chairman  of  the 
section  of  orthopedic  surgery.  The  hospital  also 
testified  that  it  had  long  been  their  practice  to  permit 
podiatrists  to  work  in  the  hospital  at  the  request  and 
under  the  supervision  of  a patient’s  attending 
'physician.  One  of  the  applicants  appeared  personally 
"before  both  the  Credentials  Committee  and  the 
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Executive  Committee  of  the  medical  staff  to  present 
his  case,  but  his  application  was  denied. 

In  their  appeal  from  the  trial  court’s  denial  of  relief, 
the  podiatrists  argued  that  the  hospital  had  no  right  to 
exclude  them.  The  appellate  court  agreed  with  part  of 
their  argument,  i.e.  that  a private  hospital  does  not 
have  unlimited  discretion  in  withholding  medical  staff 
appointments,  but  found  that  the  exclusions  in  this 
case  were  not  arbitrary,  unreasonable,  capricious  or 
discriminatory,  and  should  therefore  be  sustained. 
Given  the  court’s  express  endorsement  of  the  Falcone 
and  Greisman  decisions,  one  cannot  doubt  that  the 
hospital’s  case  was  strengthened  by  the  careful 
cjocumentation  of  its  reasons  for  denial  in  the 
recommendations  of  the  Credentials  Committee  and 
the  chairman  of  orthopedic  surgery,  the  procedural 
care  and  courtesy  afforded  the  applicants,  and  the  fact 
that  the  hospital  did  not  bar  absolutely  their  use  of  the 
hospital  but  acceded  to  it  on  request  of  the  attending 
physician. 

The  next  case  to  be  decided  was  Mahrle  v. 
Stormont-Vail  Hospital,  (U.S.D.C.  Kan.  1974).  The 
action  was  brought  under  the  Fourteenth  Amend- 
ment, the  Civil  Rights  Act  and  the  Sherman  Anti- 
Trust  Act,  and  it  alleged  conspiracy  to  limit  the 
practice  of  podiatrists,  interference  with  their  rela- 
tionship with  their  patients,  acts  conducive  to 
maintaining  artificially  high  prices  (i.e.,  forcing  their 
patients  to  go  to  orthopedic  surgeons)  and  contraven- 
tion of  the  rules  of  the  JCAH.  The  podiatrist  lost  on 
all  counts,  essentially  because  the  court  found  that  the 
practice  of  the  healing  arts  does  not  constitute 
interstate  commerce  and  that  refusal  to  admit  him  to 

the  medical  staff  was  not  “state  action”  which  would 

* 

confer  jurisdiction  on  the  court  under  the  Civil  Rights 
Act.  Therefore,  the  court  was  not  compelled  to  rule 
on  the  merits  of  the  allegations.  In  view  of  the  holding 
in  the  Shaw  case,  discussed  next,  however,  the  nature 
of  those  allegations  takes  on  added  significance. 

Podiatrists  fared  far  better  and  achieved  a decision 
of  far-reaching  importance  in  the  very  recent  case  of 
Shaw  v.  Hospital  Authority  of  Cobb  County,  507  F. 
2d.  625  (5th  Cir.  1975).  In  that  case,  a podiatrist 
applied  for  and  was  denied  membership  on  the  staff  of 
a public  hospital  on  the  basis  of  a bylaw  which  limited 
staff  membership  to  “full-practice  physicians  and  duly 
licensed  dentists.”  He  was  invited  to  and  attended  a 
meeting  of  the  medical  staff  executive  committee 
where  he  passed  out  literature  and  answered  questions 
in  hopes  of  persuading  the  staff  to  change  its  bylaws. 
The  committee  was  not  persuaded,  and  Dr.  Shaw  was 
notified  that  it  did  not  recommend  a change. 
Thereupon,  his  attorney  addressed  a letter  to  the 
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Hospital  Authority  asking  for  a reconsideration  of  the 
decision,  stressing  that  Dr.  Shaw  could  not  be  rejected 
on  the  basis  of  unreasonable,  arbitrary  and  discrimi- 
natory bylaws.  The  Authority  replied  that  after 
consideration  of  his  letter,  it  did  not  “feel  it 
appropriate  to  direct  the  Staff  to  change  its  bylaws 
nor  did  the  Authority  take  any  action  toward 
changing  its  own  bylaws.” 

Dr.  Shaw  then  brought  an  action  alleging  violation 
of  his  equal  protection  and  due  process  rights.  The 
district  court  ruled  against  him,  but  was  reversed  on 
appeal  in  what  must  be  viewed  as  one  of  the  most 
startling  opinions  in  this  area. 

First  the  court  rejected  his  equal  protection  claim 
that  differentiating  between  full-practice  physicians 
and  dentists  on  the  one  hand,  and  podiatrists  on  the 
other  creates  a classification  without  rational  basis. 
“We  believe  that  this  argument  is  too  attenuated,” 
said  the  court,  “Such  a class  is  too  large  to  be 
meaningful  and  we  are  unable  to  equate  the  various 
branches  of  the  healing  arts  which  would  necessarily 
be  included.”  With  due  respect  for  the  court,  it  is 
difficult  to  find  what  is  meaningful  in  that  sentence. 

Then,  looking  for  a deprivation  of  interests 
protected  by  the  Fourteenth  Amendment  in  order  to 
determine  if  procedural  due  process  was  required,  the 
court  made  the  incredible  statement  that  “Appellant, 
in  seeking  staff  privileges  at  appellees’  hospital,  seeks 
to  engage  in  his  occupation  as  a podiatrist  and  this  is  a 
liberty  interest  protected  by  the  Fourteenth  Amend- 
ment.” That  leap  into  uncharted  constitutional  waters 
is  explained  in  an  even  more  incredible  footnote 
which  says,  in  all  its  innocence,  “In  finding  that  Dr. 
Shaw  has  a liberty  interest,  we  need  not  reach  the 
question  whether  he  has  a claim  of  entitlement 
amounting  to  a property  interest.”  Thus  a difficult 
wrestling  match  with  a very  elusive  principle  is 
avoided  by  the  pronouncement  of  yet  another  and 
even  more  elusive  one.  The  result  of  this  exercise  is  a 
holding  that  because  a liberty  interest  is  at  stake, 
procedural  due  process  must  be  afforded. 

Was  it?  No,  said  the  court,  on  two  grounds.  First, 
since  a change  in  the  medical  staff  bylaws  would  not 
automatically  produce  a change  in  the  Authority’s 
bylaws.  Dr.  Shaw  should  have  hearings  before  both 
groups.  Second,  the  hearing  he  had  before  the 
executive  committee  “was  not  conducted  on  the 
proper  legal  standard  as  to  his  underlying  right,  i.e., 
the  liberty  interest.  The  procedural  due  process  to 
which  Dr.  Shaw  was  entitled  had  to  be  fashioned  for 
and  directed  to  that  liberty  interest.”  The  case  was 
remanded  “with  direction  that  the  application  of  Dr. 
Shaw  be  reconsidered  by  defendants  [the  Hospital 
Authority]  and  the  Medical-Dental  Staff  on  a basis 
not  inconsistent  herewith.”  The  task  facing  the 
hospital  and  its  medical  staff  in  attempting  to  comply 
with  that  order  is  not  an  enviable  one! 

A concurring  opinion  by  Judge  Brown  brings  the 


matter  into  a more  recognizable  constitutional 
framework,  but  does  not  lessen  the  implications  of  the 
case  for  the  hospital  field.  It  is  worth  quoting  in  its 
entirety. 

I concur  in  the  opinion  and  the  result.  I would 
emphasize,  however,  that  in  the  procedural  due 
process  hearing  the  intrinsic  reasonableness  of 
the  regulation  is  the  principal  matter  for  inquiry. 
While  1 would  join  in  the  Court’s  conclusion  that 
the  practice  of  podiatry  and  medicine  do  not 
coalesce,  the  practice  of  podiatry  is  a statutorily 
recognized  right  to  engage  in  procedures  and 
techniques  which  might  be  characterized  as 
“medically  radical.”  The  State  of  Georgia 
recognizes  that  persons  of  this  profession  have 
significant  professional  qualifications,  responsi- 
bilities, and  privileges. 

Considering  all  that  Georgia  permits  and 
encourages  them  to  do,  the  question  perhaps 
boils  down  to  whether  any  rational  basis  exists 
for  denying  podiatrists,  or  more  important  their 
patients,  the  essential  facilities  of  a twentieth 
century  hospital.  Before  podiatrists  can  be 
relegated  in  the  performance  of  their  duties  to  a 
garret,  there  must  be  a rational  basis  for 
regulations  which  effectively  deny  access  to 
modern  hospital  facilities.  The  due  process 
hearing,  if  conducted  with  due  process,  may 
therefore  precipitate  a serious  question  of  equal 
protection. 

Conclusion 

Unfortunately,  and  all  too  obviously,  the  opinions 
of  the  courts  in  the  cases  discussed  do  not  lead 
inexorably  to  a simple  answer  to  the  question  posed  at 
the  outset  of  this  chapter.  They  do,  however,  suggest  a 
number  of  useful  guidelines. 

1.  First,  foremost,  and  again,  the  statutes  of  the 
state  will  prove  the  single  most  significant  source  of 
guidance.  If  the  legislature  has  differentiated  among 
the  various  practitioners  of  the  healing  arts,  a hospital 
which  attempts  to  do  so  will  stand  a better  chance  of 
justifying  its  action  to  a court.  Hospitals  in  New  York, 
for  instance,  are  governed  by  a statute  which  reads. 
It  shall  be  an  improper  practice  for  the  governing 
body  of  a hospital  to  refuse  to  act  upon  an 
application  for  staff  membership  or  professional 
privileges  or  to  deny  or  withhold  from  a 
physician,  podiatrist  or  dentist  staff  membership 
or  professional  privileges  in  a hospital,  or  to 
exclude  or  expel  a physician,  podiatrist  or  dentist 
from  staff  membership  in  a hospital  or  curtail, 
terminate  or  diminish  in  any  way  a physician’s, 
podiatrist’s  or  dentist’s  professional  privileges  in 
a hospital,  without  stating  the  reasons  therefor, 
or  if  the  reasons  stated  are  unrelated  to  standards 
of  patient  care,  patient  welfare,  the  objectives  of 
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the  institution  or  the  character  or  competency  of 
the  applicant. 

* * * 

(N.Y.  Public  Health  Law,  §280 1 -b) 

Their  situation  with  respect  to  podiatrists  is  pretty 
clear.  In  regard  to  other  practitioners,  and  in  other 
jurisdictions,  it  will  be  necessary  to  examine  hospital 
and  healing  arts  licensing  laws  to  ferret  out  legislative 
sanction  for  excluding  any  particular  category  of 
practitioner. 

2.  If  the  statutes  do  not  prohibit  exclusion,  the 
hospital  may  be  able  to  do  so  on  the  basis  of,  to 
borrow  the  words  of  the  New  York  law,  “standards  of 
patient  care,  patient  welfare  [or]  the  objectives  of  the 
institution.”  To  be  persuasive  to  a court,  those  bases 
should  be  clearly  articulated  and  uniformly  applied. 
They  should  be  reflected  in  proceedings  of  the  medical 
staff,  minutes  of  board  actions,  and  all  actions  taken 
with  respect  to  individual  applicants.  The  policy  of 
the  hospital  should  be  established  prior  to  the  receipt 
of  any  applications,  and  particular  care  should  be 
taken  to  meet  the  essential  requirements  of  due 
process  in  acting  on  each  application. 

3.  Such  differences  as  remain  between  osteopathic 
and  medical  doctors  may  no  longer  be  apparent  at 
face  value  to  the  layman  or  the  courts.  The  exclusion 
of  one  by  the  other  would  require  particularly  explicit 


documentation,  and  would  be  especially  hard  to 
sustain  in  any  hospital  which  is  “the  only  game  in 
town.” 

4.  The  hospital  should  be  especially  careful  not  to 
yield  to  the  pressures  of  either  the  ins  or  the  outs  on 
any  issues  which  are  not  directly  relevant  to  patient 
care.  A policy  of  exclusion  grounded  on  nothing  more 
than  protecting  the  economic  interests  of  the  present 
staff  will  not  be  sympathetically  considered  by  a court 
examining  its  “intrinsic  reasonableness.”  Patient 
needs  are  paramount.  This  does  not  mean,  however, 
that  every  licensed  practitioner  whose  skills  might  be 
important  to  the  treatment  of  an  individual  patient 
needs  to  be  a member  of  the  medical  staff.  Methods 
should  be  sought  to  accomodate  the  legitimate 
interests  of  practitioners  who  are  not  eligible  for  staff 
membership,  and  their  requests  for  consideration 
should  be  given  a courteous  and  responsive  hearing, 
even  though  they  need  not  be  afforded  full-dress 
adversary  due  process  proceedings.  If  the  policy  is 
based  on  valid  considerations,  there  should  be  no 
reason  not  to  divulge  them  to  a rejected  applicant,  nor 
any  reason  not  to  provide  him  an  opportunity  to 
discuss  them  with  the  decision  makers.  Any  decision 
taken  to  further  the  proper  objectives  of  the  hospital 
should  be  able  to  withstand  a challenge,  and  refusal  to 
permit  the  challenge  will  itself  be  suggestive  of 
arbitrariness  and  unreasonableness. 


Hospital  Privileges  for  Podiatrists 

Report  of  the  Board  of  Trustees 


A Connecticut  resolution  calls  on  the  American 
Medical  Association  to  update  the  Selden  Report  on 
podiatry  education  for  submission  to  the  House  of 
Delegates  at  the  next  Annual  Meeting,  if  possible,  or 
the  next  Interim  Meeting  at  the  latest,  for  the 
guidance  of  medical  staffs  and  hospitals  throughout 
the  country. 

The  Selden  Report  is  a report  of  a special 
commission  appointed  by  the  American  Podiatry 
Association  in  1960  to  examine  the  educational 
programs  of  podiatry  and  to  advise  the  association  on 
the  steps  necessary  to  improve  the  status  of  profes- 
sional education  offered  by  the  colleges  of  podiatry  in 
the  United  States.  The  report  was  published  by  the 
American  Podiatry  Association  in  1961.  Reports  on 
the  implementation  of  the  recommendations  con- 
tained in  the  report  have  been  published  by  the 
American  Podiatry  Association  and  the  American 
Association  of  Colleges  of  Podiatric  Medicine  in 
1970,  1973  and  1974. 


The  Selden  Report  was  based  on  visits  to  each  of 
the  colleges  of  podiatry.  It  pointed  out  the  lack  of  full- 
time faculty  members,  the  inadequacy  of  the  physical 
facilities,  the  meager  research  programs,  the  shortage 
of  financial  support  and  the  delayed  recognition  by 
the  other  established  professions  and  made  twenty-six 
recommendations  to  improve  podiatry  education  and 
the  public’s  understanding  of  the  role  of  podiatry  in 
health  care. 

The  1961  report  was  the  stimulus  for  the  major 
qualitative  improvement  in  the  educational  programs 
of  the  podiatric  colleges.  The  recommendations 
contained  therein  have  been  implemented,  resulting  in 
the  establishment  of  strong  basic  science  courses,  the 
expansion  of  college  libraries,  the  addition  of  full- 
time members  to  the  teaching  faculty,  and  the 
formation  of  a curriculum  study  with  publication  of  a 
comprehensive  report  in  1970.  In  1968  the  American 
Association  of  Colleges  of  Podiatric  Medicine  entered 
into  a contract  with  Educational  Testing  Service  of 
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Princeton  to  develop  an  admission  test  for  podiatry. 
The  Colleges  of  Podiatry  Admission  Test  has 
subsequently  been  required  of  all  applicants  as  part  of 
the  procedures  to  assure  qualified  candidates  for  the 
profession. 

Federal  funding  under  the  Health  Professions 
Educational  Assistance  Act  and  subsequent  health 
manpower  legislation  has  been  available  to  the 
colleges  of  podiatry  since  1965.  The  more  than  $21 
million  in  funding  has  enabled  the  colleges  to  retain 
full-time  faculty,  improve  the  physical  plants,  add  to 
the  libraries  of  the  schools  and,  in  general,  facilitate 
implementation  of  the  recommendations  in  the  1961 
Selden  Report. 

The  colleges  of  podiatry  and  the  residency 
programs  in  podiatry  are  accredited  by  the  Council  on 
Podiatry  Education  of  the  American  Podiatry 
Association.  The  Council  is  recognized  by  the  United 
States  Office  of  Education  as  the  accrediting  agency 
for  podiatry  educational  programs. 

As  reported  by  the  Board  of  Trustees  at  the  1977 
Annual  Convention,  an  AM  A Committee  has  already 
found  that  there  have  been  important  advancements 
in  podiatry  education  and  practice  since  the  Selden 
Report  was  published  in  1961.  For  the  American 
Medical  Association  to  evaluate  podiatric  education 
further  would  require  (1)  cooperation  from  the 


schools  of  podiatry,  (2)  cooperation  of  the  American 
Podiatry  Association  and  the  American  Association 
of  Schools  of  Podiatric  Medicine,  and  (3)  substantial 
costs.  There  is  some  question  as  to  the  appropriate- 
ness of  the  American  Medical  Association  duplicating 
the  accreditation  process  which  podiatry  has  estab- 
lished for  its  educational  programs.  There  is  no 
evidence  which  would  indicate  that  the  accreditation 
now  carried  out  by  the  American  Podiatry  Associa- 
tion is  defective. 

If  the  American  Medical  Association  were  to 
evaluate  the  colleges  of  podiatry  and  graduate 
programs  in  podiatry  and  disapprove  a college  or  a 
graduate  program  which  had  been  accredited  by  the 
Council  on  Educational  Programs  of  the  American 
Podiatry  Association,  legal  problems  could  be 
anticipated  and  defense  of  the  Association  would  be 
difficult. 

Under  the  circumstances,  the  Board  of  Trustees 
advises  hospital  medical  staffs  to  evaluate  the 
credentials  of  each  podiatrist  who  applies  for 
privileges  and  to  make  recommendations  on  the 
granting  of  practice  privileges  in  accordance  with  the 
individual’s  training,  experience  and  demonstrated 
competence  and  judgment. 

Adopted  by  AM  A House  of  Delegates,  June  1977. 
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Hospital  Regulation 

A Special  Committee’s  Report 
T.  STEWART  HAMILTON,  M.D. 


ABSTRACT— Regulation  is  daily  increasing  its  effect 
upon  the  physician  and  the  hospitals  where  much  of 
his  professional  effort  is  expended.  Direct  regulation 
of  the  physician's  professional  activities  is  growing; 
that  of  his  hospital  is  already  well  developed — and 
also  growing. 

Because  what  affects  his  hospital  affects  the 
physician  and  his  patient,  a recent  attempt  by  the 


Regulation  by  governmental  bodies  has  grown  so 
rapidly  and  in  such  a seemingly  haphazard  manner 
over  the  past  decade  that,  if  we  are  not  careful, 
society’s  attempts  to  make  things  better  may  well  end 
up  making  them  worse.  Whether  it  is  transportation, 
utilities,  environment  or  health,  our  first  effort  at 
improving  seems  to  be  to  develop  regulations.  As  has 
been  found  in  Connecticut  (as  well  as  elsewhere)  these 
regulations  and  actions  by  regulatory  bodies  may  be 
in  conflict  with  each  other  and  even  with  the  laws 
under  which  they  were  created. 

In  an  attempt  to  find  out  what  is  right  and  what  is 
wrong  about  regulation  in  the  hospital  field,  and  to 
begin  to  chart  a course  on  how  to  live  and  deal  with  it, 
the  American  Hospital  Association  (AHA)  in  late 
1975  established  a Special  Committee  on  the 
Regulatory  Process.  This  committee  first  met  in 
February,  1976,  and  submitted  its  nearly  200  page 
report  to  the  AHA  trustees  in  May,  1977.  Its 
comments  and  thirty-three  recommendations,  a 
number  of  them  controversial,  are  now  under  active 
study  by  the  Association’s  committees  and  councils.  It 
is  highly  doubtful  that  all  will  be  accepted,  but  it  is  to 
be  hoped  that  the  general  thrust  of  the  report  will  be 
of  value  to  regulated  and  regulator,  both  now  and  as 
new  regulations  are  developed  and  promulgated. 

A word  about  the  Special  Committee.  It  was 
chosen  by  the  AHA  trustees  and  consisted  of  fifteen 
members.  Seven  were  administrators  of  voluntary 
hospitals  from  across  the  country.  One  member  came 
from  a prepaid  health  care  delivery  system  and  one 

T.  STEWART  HAMILTON.  M.D..  President  Emeritus.  Hart- 
ford Hospital;  Past  President.  American  and  Connecticut  Hos- 
pital Associations;  Past  Chairman,  Council  of  Teaching  Hospitals, 
Association  American  Medical  Colleges. 


American  Hospital  Association  to  come  to  grips  with 
the  regulatory  process  is  reported  here.  The  Associa- 
tion's committee  to  study  the  situation  recognizes 
the  need  for  regulation,  but  laments  the  confusion 
and  conflict.  It  sets  forth  criteria  and  recommenda- 
tions for  improvement.  Many  have  an  impact  upon 
the  doctor  as  well  as  his  hospital.  A number  are  con- 
troversial. 


from  an  investor-owned  chain.  Two  were  state 
hospital  association  executives.  Two  are  scholars  in 
the  health  field,  one  a hospital  trustee  and  one  an 
industrial  executive.  Its  secretary  was  a senior 
member  of  the  AHA  staff  who  holds  a doctorate  in 
economics. 

While  the  committee  voted  to  accept  the  final 
document  of  its  report  without  a formal  dissent  or 
minority  report,  two  of  the  members  added  personal 
stated  reservations.  In  general,  however,  there  was 
agreement  on  the  conclusions  reached. 

The  report  concentrates  on  four  substantive  areas: 
Planning,  Utilization,  Facilities  and  Payment.  Al- 
though directed  primarily  to  hospitals,  its  comments 
and  recommendations  cover  the  entire  health  care 
field.  Its  recommendations  on  Criteria,  for  example, 
are  generally  applicable  and,  in  the  author’s  opinion, 
of  great  importance. 

Because  the  findings  and  recommendations  apply 
to  physicians  and  others  as  well  as  to  hospitals,  it 
seems  appropriate  to  highlight  them  here,  remember- 
ing that  as  yet  they  are  not  official  policy  of  any 
organization.  The  report  is  divided  into  three 
groupings:  Criteria,  Recommendations  and  General 
Observations. 

\.  Criteria.  For  regulation  to  be  effective: 

1 . There  should  be  a demonstrated  need  before  a 
regulation  is  developed.  This  occurs  when: 

a.  The  product  or  service  is  affected  with  a 
substantial  public  interest,  and 

b.  The  resource  allocation  and  utilization  result- 
ing from  the  interaction  of  supply  and  demand  are 
insufficient  to  protect  the  public’s  interest  . . . and  a 
likely  remedy  is  available  at  an  acceptable  cost. 
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2.  The  process  for  promulgating  and  administering 
regulations  should: 

a.  Be  sure  the  benefits  outweigh  the  costs. 

b.  Permit  the  regulated  to  participate  in  the 
development  of  the  regulations. 

c.  Subject  all  regulations  to  review  by  the  courts. 

d.  Ensure  that  the  regulatory  agency  does  not 
have  a conflict  of  interest  in  the  result  of  its  decisions. 

e.  Be  sure  local  requirements  and  characteristics 
are  provided  for  in  national  and  state  standards. 

f.  Ensure  adequate  levels  of  funding  to  provide 
for  a competent  staff  for  regulatory  agencies. 

g.  Require  regulations  to  be  coordinated  to 
ensure  consistency  and  relevancy  and  to  eliminate 
conflict  or  overlap  with  other  regulations. 

h.  When  consistent  with  other  criteria,  delegate 
authority  to  voluntary  agencies. 

The  committee  considered  the  special  problems  of 
the  health  care  field  in  light  of  these  criteria.  It 
concluded  that  “regulatory  intervention  should  occur 
only  when  the  marketplace  imperfection  has  serious 
adverse  consequences  and  when  regulation  is  the  most 
cost-effective  means  of  improving  performance.” 
Among  the  areas  it  identified  were: 

1 . The  effect  of  an  excess  of  supply  of  services  and 
facilities  on  utilization. 

2.  The  unique  role  of  physicians  in  creating 
demand  for  services. 

3.  The  lack  of  price  competition  as  a motivating 
force  in  provision  of  institutional  services. 

4.  The  bargaining  power  of  huge  third  party 
payors. 

II.  Recommendations 

With  the  foregoing  as  a basis,  the  committee  then 
made  thirty-three  specific  recommendations.  A 
sampling  of  these  follows,  showing  that  while  most 
are  directed  to  the  American  Hospital  Association, 
some  are  not,  and  while  some  are  innocuous,  a 
number  are  controversial.  Many  would  affect  physi- 
cians as  well  as  hospitals.  Examples  (in  summary 
form)  are: 

A.  Under  Health  Planning  Regulation: 

Recommendation  #/.  Planning  and  review 
processes  of  Public  Law  #93-641 1 should  be  amended 
to  apply  to  all  providers.  Thus,  a private  individual  or 
group  would  be  bound  by  the  same  processes  as  a 
hospital  in  matters  such  as  major  capital  additions. 

Recommendation  #2.  With  proper  safeguards, 
planning  agencies  should  be  able  to  decertify 

I .  Public  L aw  #93-641 . An  Act  . . . “to  assure  the  development  of 
a national  health  policy  and  of  effective  State  and  area  health 
planning  and  resources  development  programs  . . Sets  up 
Health  Systems  Agencies,  Statewide  Health  Coordinating 
Councils,  etc. 


superfluous  facilities  or  services.  (This  refers  to 
closing  of  hospitals  or  units  thereof  where  the  need  for 
continuance  no  longer  exists.)  Safeguards  are  care- 
fully spelled  out. 

Recommendation  #5.  The  present  quota  system 
for  Health  Systems  Agency  (HSA)  membership, 
requiring  that  60  percent  of  the  governing  body 
consist  of  consumers  with  no  recent  provider 
connections,  needs  changing.  It  should  be  replaced 
with  a “systematic  and  equitable  process  that 
incorporates  specific  criteria  for  eligibility  and 
representation  based  on  knowledge,  record  of 
community  achievement,  independence  of  thought, 
expertise  in  health  care  delivery,  and  familiarity  with 
the  needs  and  interests  of  a particular  community.” 

Recommendation  #7.  Alternate  modes  of  deliv- 
ery of  health  care  should  be  encouraged.  The 
emphasis  here  was  that  there  is  no  perfect  system  and 
to  attempt  to  enforce  a single  method  would  be  to 
invite  disaster.  Examples  of  alternate  modes  were 
private  solo  practice,  group  practice,  HMOs,  etc. 

Recommendation  # 8 . There  should  be  a gradual 
expansion  of  the  mandate  of  the  PSRO2  “to  include 
monitoring,  initially,  the  care  received  by  all  hospital 
patients  and,  later,  all  sites  for  health  care  delivery. 
New  patient-care  review  activities  (such  as  care 
rendered  in  clinics  or  private  offices)  should  be  phased 
in  only  after  their  effectiveness  has  been  evaluated  and 
demonstrated  . . . .”  (See  also  caveat  in  Observation 
#5  below.) 

B.  Under  Utilization  Regulation: 

Recommendation  #9.  Hospitals  of  appropriate 
size  should  work  toward  delegated  status  from  the 
PSRO. 

Recommendation  #10.  The  JCAH3  should,  as 
part  of  its  survey  process,  evaluate  the  relationship 
between  a hospital  and  its  PSRO.  It  should,  where 
necessary,  identify  any  deficiencies  found  in  the 
relationship  and  recommend  means  for  correcting 
them. 

Recommendation  #11.  Hospitals  should  develop 
and  employ  appropriate  internal  mechanisms  to  help 
ensure  the  accountability  of  members  of  the  medical 
staff.  Since  the  hospital  and  its  Board  share 
responsibility  for  the  physician’s  actions,  they  should 
be  assured  of  their  quality. 

Recommendation  #13.  The  Social  Security  Act 
should  be  amended  to  require  PSROs  to  coordinate 
their  activities  with  other  PSROs  and  with  other  types 
of  regulatory  bodies.  Data  collected  can  be  a valuable 
resource  for  researchers  and  planners  as  well  as  for 
the  physicians  and  institutions  involved. 

2.  PSRO:  Professional  Standards  Review  Organization. 

3.  JCAH:  Joint  Commission  on  the  Accreditation  of  Hospitals. 
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Recommendation  #14.  Data  generated  by  PSRO 
activities  must  be  made  available  only  to  qualified 
users;  the  patient’s  right  to  privacy  must  be  protected. 

C.  Under  Hospital  Facilities  Regulation: 

Recommendation  #16.  Develop  a valid  base  of 

information  concerning  the  incidence  of  fires  and 
accidents  in  hospitals,  the  extent  of  resultant  injury  or 
death.  From  these  develop  programs  for  improve- 
ment. (The  committee  was  surprised  to  find  that  there 
are  apparently  no  valid  statistics  extant  in  these 
areas.) 

Recommendation  #17.  Establish  a National 
Committee  on  Hospital  Codes  and  Standards.  This  is 
necessary  because  hospitals  are  different  in  many 
ways  from  other  public  and  quasi-public  buildings. 

Recommendation  #20.  State  associations  and 
regulatory  agencies  should  develop  an  appeals 
mechanism  in  the  matter  of  code  compliance.  The 
need  to  allow  for  individual  variations  could  thus  be 
accommodated. 

Recommendations  #21  and  #22.  These  deal  with 
making  federal,  state  and  local  codes  and  require- 
ments mutually  consistent. 

Recommendation  #23.  The  JCAH  should  phase 
out  of  inspection  standards  for  physical  facilities 
(leaving  this  to  others)  and  concentrate  on  surveying 
the  delivery  of  health  care  services. 

D.  Under  Hospital  Payment  Regulation:  By 

including  the  thirty  page  report  of  its  Advisory  Panel 
on  the  Regulation  of  Hospital  Payment,  the  commit- 
tee supported  “the  development  of  appropriate  and 
effective  programs  of  regulating  hospital  payment  as  a 
mechanism  for  containing  community  health  care 
costs.”  Its  two  specific  recommendations  in  this  area 
were: 

Recommendation  #25.  The  AHA  should  ade- 
quately inform  its  members  of  the  need  for  and 
advantages  of  payment  regulation — as  well  as  the 
potential  dangers.  It  should  also  undertake  the 
formulation  of  specific  proposals. 

Recommendation  #26.  The  AHA  should  launch 
a program  to  encourage  cost  containment  throughout 
the  entire  health  care  delivery  system. 

E.  Under  the  Legislative  and  Rulemaking  Process: 
Here  were  included  the  final  seven  recommendations. 


They  dealt  with  the  generalities  and  the  specifics  of 
working  with  government  during  the  development  of 
laws  and  regulations  affecting  the  health  care  field. 

III.  Observations 

Finally,  the  committee  offered  seven  general 
observations  as  an  overview  of  its  report.  In  summary 
they  are: 

1 . There  is  a great  unevenness  in  the  scope  and 
extent  of  regulatory  programs  across  the  country. 
Further,  difficulties  in  compliance  vary  greatly 
depending  upon  size,  with  very  small  hospitals  often 
being  severely  taxed  to  comply. 

2.  Because  of  differences  between  the  market  for 
health  care  and  the  market  for  other  goods  and 
services,  regulatory  systems  which  may  work  for  the 
latter  may  be  totally  inappropriate  to  the  former. 

3.  Too  often  regulatory  solutions  are  imposed  on 
public  problems  without  adequate  consideration  of 
the  consequences,  including  cost. 

4.  Many  of  hospitals’  valid  objections  to  regulation 
stem  from  poor  or  non-existent  coordination  between 
regulatory  bodies. 

5.  The  HSA  and  PSRO  are  yet  to  be  adequately 
tested.  Pending  proof  of  effectiveness,  they  should  be 
tentatively  supported. 

6.  Neither  government  nor  the  industry  has  taken 
the  leadership  in  stating  the  choice  between  providing 
all  the  services  demanded  and  containing  costs  within 
finite  resources. 

7.  Hospitals  must  oppose  unnecessary  or  poorly 
conceived  regulations,  but  must  also  work  supportive- 
ly  with  government  in  the  development  and  imple- 
mentation of  those  which  are  constructive  and  cost- 
effective. 

This  paper  is  an  attempt  to  summarize  the 
summary  of  a report  on  a subject  as  complex  as  it  is 
important.1  Regulation  from  within  and  without  the 
field  is  ‘growing  like  Topsy.’  Whatever  can  be  done 
now  to  keep  it  as  logical  and  as  reasonable  as  possible 
should  pay  dividends  in  years  to  come. 

I.  For  those  who  would  like  a copy  of  the  Summary,  it  can  be 

obtained  at  no  cost  by  writing  to  the  American  Hospital 

Association,  840  No.  Lake  Shore  Drive,  Chicago,  111.  6061 1 

and  asking  for  AHA  Catalog  No.  1836.  The  full  report 

(Catalog  No.  1835)  is  also  available  at  $5.00. 
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Soviet  Psychiatry  on  Trial:  A Report  from  Honolulu* * 

(First  of  Two  Parts) 


WALTER  REICH,  M.D. 


During  the  past  decade,  the  most  important — and 
certainly  the  most  prominent — ethical  problem  in 
medicine  has  been  the  alleged  abuse  of  psychiatry  for 
political  purposes  in  the  USSR.  Last  August  the 
World  Psychiatric  Association,  pressed  by  Western 
member  societies,  took  up  the  issue  at  its  Sixth  World 
Congress  in  Honolulu.  This  is  a report  on  that 
congress — on  the  issue  itself,  on  the  Western 
psychiatrists  urging  condemnation,  on  the  Soviet 
psychiatrists  denying  all  wrongdoing,  on  the  public 
and  private  maneuverings  that  characterized  the 
proceedings,  and  on  the  drama  of  the  vote  itself.  This 
is  the  first  of  a two-part  report.  The  second  part  will 
appear  in  the  next  issue  of  Connecticut  Medicine. 

The  Norwegian  psychiatrist  said  he  was  worried. 
He  was  sure  that  his  Soviet  colleagues  were  abusing 
their  profession  in  order  to  suppress  dissent.  But  he 
was  afraid  that  if  the  World  Psychiatric  Association 
voted  to  condemn  them,  as  the  British  were 
proposing,  then  all  contact  might  end,  and  with  it  any 
chance  for  quiet  moral  suasion. 

It  was  Monday,  August  28,  1977,  the  first  day  of  the 
WPA’s  Sixth  World  Congress  of  Psychiatry,  and  the 
vote  would  be  taken  Wednesday.  Six  years  before,  at 
the  WPA’s  Fifth  World  Congress  in  Mexico  City, 
attempts  to  condemn  the  Soviets  had  been  unsuccess- 
ful; the  issue  had  never  reached  a vote.  Since  then, 
reports  of  Soviet  abuse  had  built  up.  Appeals  had 
been  made  that  they  end  the  practice  of  diagnosing 
political  dissidents  as  mentally  ill  and  of  confining 
them  in  prison  hospitals.  The  number  of  known  or 
suspected  cases  had  risen  to  several  hundred. 
Formerly  hospitalized  dissidents,  such  as  Leonid 
Plyushch  and  Vladimir  Bukovsky,  were  extruded 
abroad  and  struck  Western  psychiatrists  who  inter- 
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viewed  them  as  healthy.  Groups  of  psychiatrists 
around  the  world  began  to  pressure  their  national 
societies  to  condemn  Soviet  practices. 

After  years  of  uncertainty,  a few  did.  In  May  of 
1977,  Britain’s  Royal  College  of  Psychiatrists,  one  of 
the  WPA’s  member  societies,  voted  to  ask  the  world 
body  to  condemn  “the  systematic  abuse  of  psychiatry 
for  political  purposes  in  the  USSR”  at  its  upcoming 
congress.  Two  weeks  later,  the  Royal  Australian  and 
New  Zealand  College  of  Psychiatrists,  hoping  to 
make  the  British  resolution  more  acceptable  to  other 
psychiatric  societies,  proposed  that  it  be  amended  to 
condemn  political  abuses  not  only  in  the  USSR  but 
also  “in  all  countries  in  which  they  occur.”  Then  in 
August,  three  weeks  before  the  Sixth  World  Congress 
was  to  consider  these  proposals,  the  American 
Psychiatric  Association,  the  WPA’s  most  powerful 
member  society,  added  one  more.  It  asked  the  WPA 
to  set  up  monitoring  machinery — a Committee  to 
Investigate  Abuse  of  Psychiatry.  The  three  proposals 
became  items  on  the  congress  agenda.  Many  vowed 
that  the  shame  of  Mexico  City  would  be  wiped  away 
in  Honolulu. 

In  fact,  though,  opinion  at  the  congress  was 
fractured.  Six  of  the  world’s  continents — more  than 
sixty  countries — were  depleted  of  psychiatrists  for  the 
occasion.  Of  the  four  thousand  who  came,  many  were 
passionate  about  the  issue.  Some,  like  the  Norwegian, 
felt  that  the  resolutions  should  be  defeated  in  order  to 
maintain  ties  that  could  be  used  to  soften  Soviet 
practices.  Others  doubted  the  truth  of  the  accusations, 
or  argued  that  since  psychiatrists  everywhere  served 
as  agents  of  social  control,  it  would  be  hypocritical  to 
single  out  Soviet  abuses  that  were  different  only  in 
degree.  Still  others,  primarily  from  the  Eastern  bloc, 
denied  the  accusations  altogether,  labeling  them  the 
inventions  of  anti-Soviet  slanderers.  The  remainder, 
mainly  from  the  U.S.  and  Western  Europe,  felt  that 
anything  short  of  condemnation  would  represent  a 
second  betrayal  of  psychiatry. 
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Throughout  the  congress,  the  Soviets  complained 
that  a conspiracy  was  afoot.  In  a way,  they  were  right. 
Some  weeks  before,  Sidney  Bloch,  an  Oxford 
psychiatrist  who  had  co-authored  a book  arguing  that 
Soviet  psychiatrists  were  systematically  abusing  their 
profession  for  political  ends,*  wrote  to  colleagues  in 
Europe  and  North  America  asking  them  to  work 
together  in  Honolulu  in  the  interest  of  passing  the 
resolutions.  About  two  dozen  met  in  his  hotel  room 
on  the  eve  of  the  congress,  and,  of  these,  a core 
group — about  fifteen — continued  to  meet  through  the 
rest  of  the  week  to  exchange  information  and  offer 
mutual  support.  As  the  vote  drew  near,  others  joined, 
including  the  British  and  Australian  voting  delegates. 
Most  had  never  met  before.  About  half  were  from  the 
United  States;  a third  from  England,  Canada,  and 
Australia;  and  a few  from  France  and  West  Germany. 
Two  were  Soviet  psychiatrists  who  had  emigrated  to 
the  West.  Izvestia  would  later  refer  to  this  loose 
caucus  as  a Zionist  clique.  In  fact,  its  members  shared 
no  particular  ideology  or  religion — not  even  a 
unanimous  view  about  the  motivations  behind  the 
Soviet  misdiagnoses.  What  they  did  share,  besides 
their  profession,  was  the  conviction  that  the  misdiag- 
noses had  occurred  and  that  they  had  to  be  con- 
demned. 

II 

The  giant  congress-eve  welcome  party  on  the  Royal 
Hawaiian’s  vast  lawn — torches,  hulas,  and 
mahimahi — stood  in  bizarre  contrast  to  the  struggle 
that  would  follow.  It  was  Sunday  evening,  the 
congress  would  begin  the  next  day,  but  it  was  still 
unclear  how  many  votes  there  would  be  in  all,  how 
many  would  be  allotted  to  each  psychiatric  society, 
and  which  delegate  would  be  voting  for  that  society. 

The  WPA,  the  caucus  eventually  discovered,  was 
made  up  of  76  societies  representing  psychiatrists  in 
almost  as  many  countries.  The  exact  number  varied 
from  year  to  year.  In  some  countries,  the  profession  is 
so  fragmented  along  theoretical  or  ideological  lines 
that  several  societies  coexist.  France,  for  example,  has 
had,  during  the  past  seven  years,  at  least  seven;  three 
of  them  quit  the  WPA  between  1972  and  1976.  Each 
society  names  a delegate  to  the  WPA’s  General 
Assembly,  and  it  is  that  delegate  who  has  the  right  to 
cast  his  society’s  votes  on  the  items  placed  on  the 
congress  agenda. 

The  number  of  votes  each  delegate  may  cast 
depends,  first  of  all,  on  the  number  of  paid-up 
members  his  or  her  society  has.  A society  is  granted 
one  vote  for  each  100  members,  up  to  a maximum  of 
30  votes.  Most  societies  have  fewer  than  200 
members,  and  so  are  entitled  to  only  one  or  two  votes. 
The  large  societies,  with  several  thousand  members, 

* Psychiatric  Terror,  by  Sidney  Bloch  and  Peter  Reddaway.  New 
York:  Basic  Books,  1977. 


have  the  potential  right  to  cast  up  to  the  maximum 
complement  of  30.  But  if  a society  fails  to  pay  its  full 
assessment  of  WPA  dues,  its  vote  is  cut  proportion- 
ately. This  makes  little  difference  to  the  majority  of 
the  societies— those  from  Asia,  Africa,  and  Latin 
America — since,  in  the  main,  they  have  only  one  or 
two  votes  to  begin  with;  and,  so  long  as  they  pay 
something,  they  keep  at  least  one.  The  greatest  effect 
is  on  the  large  societies.  The  American  Psychiatric 
Association,  with  18,800  members,  had  paid  enough 
of  a subsidy  to  the  WPA  to  be  accorded  the  maximum 
of  30  votes.  The  USSR’s  All-Union  Society  of 
Psychiatrists  had  paid  much  less;  and  so,  although  it 
also  could  have  had  30  votes  for  its  2 1 ,000  members,  it 
had  only  23.  Britain’s  Royal  College  of  Psychiatrists, 
in  its  years  of  economic  decline,  could  buy  only  5 
votes  for  its  4,450  members,  despite  its  theoretical 
entitlement  to  the  maximum,  while  Canada’s  smaller 
but  richer  society  had  13. 

That  first  night  at  the  welcome  party,  the  number  of 
votes  and  the  identities  of  the  voting  delegates  were 
still  not  public.  But  some  trends  were  already  evident. 
It  was  clear  that  the  Scandinavian  delegates  were 
planning  to  vote  against  the  resolution  condemning 
Soviet  abuses.  One  of  the  caucus  members,  who  had 
been  active  in  the  British  campaign  against  Soviet 
psychiatry  for  half  a dozen  years,  confronted  Clarence 
Blomquist,  a Swedish  psychiatrist  and  professor  of 
medical  ethics: 

“We  don’t  like  the  Swedish  position.” 

“We  don’t  have  a position.” 

“Your  position  is  to  vote  against  the  Royal  College 
resolution.” 

“We’re  concerned  that  the  Soviets  will  withdraw. 
We’re  concerned  about  contacts  in  the  long  run.” 

“But  they’ve  pulled  that  on  us  for  too  long.  By  now 
there’s  just  so  much  proof  that  they’re  abusing 
psychiatry.” 

“I’m  not  sure  it’s  abuse.  I think  that  those  dissidents 
would  have  been  declared  ill  in  the  West.” 

“What?  In  the  West?” 

“Yes,  in  Sweden.” 

“Well,  not  in  the  U.S.A.,  not  in  Great  Britain,  and 
not  in  Canada.  And  I’d  certainly  be  surprised  about 
Sweden.” 

Soviet  lobbying,  possibly  more  subtle,  also  made 
itself  felt.  The  Israeli  delegate,  with  one  vote,  was  a 
candidate  for  the  WPA’s  new  executive  committee,  on 
the  same  slate  with  a Saudi  and  a Pakistani.  Marat 
Vartanyan,  a Soviet  psychiatrist  who  held  the  post  of 
associate  secretary  of  the  WPA,  embraced  the  Israeli. 
“I’ll  vote  for  you!”  he  assured  him. 

It  was  easy  to  spot  the  Soviets.  They  wore  suits.  1 
wondered  if  it  was  true  that  all  Soviet  delegations 
traveling  abroad  were  watched  by  the  KGB.  All  1 
could  see  was  that  they  always  moved  in  twos. 
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Ill 

Ironically,  the  Sixth  World  Congress  was  devoted 
to  the  theme  of  psychiatric  ethics.  After  a formal 
opening  ceremony — which  featured  local  politicians 
boosting  island  attractions,  a Hebrew-speaking 
Christian  minister  praying  for  sunshine,  and  a high- 
school  glee  club  offering  a sacred  paean  to  the  Royal 
Hawaiian  Hotel — the  congress  got  down  to  business. 
A plenary  session  on  the  “Ethical  Aspects  of 
Psychiatry”  became  the  first  skirmish  in  the  battle  of 
Hawaii. 

The  centerpiece  of  the  plenary  session — in  fact,  of 
the  congress — was  the  Declaration  of  Hawaii.  That 
document,  designed  to  set  out  the  guidelines  for  the 
ethical  practice  of  psychiatry,  had  been  ushered 
through  nine  drafts  by  Clarence  Blomquist,  the  same 
Swedish  psychiatrist  who  had  argued  the  night  before 
that  the  Soviets  should  not  be  condemned.  Although 
some  countries,  particularly  developing  and  socialist 
ones,  had  reservations  about  it  on  the  ground  that  it 
emphasized  individual  rather  than  social  needs,  it 
was,  in  the  main,  widely  accepted.  Its  injunction 
against  the  compulsory  hospitalization  of  persons 
without  mental  illness,  and  against  the  use  of  the 
profession  for  maltreatment  of  individuals  or  groups, 
should  have  been  sufficient  to  eradicate  political 
abuses.  But  it  was  not  enforceable:  there  were  no 
provisions  for  monitoring  and  investigation. 

The  audience  seemed  impatient  with  Blomquist’s 
disquisition  on  the  philosophical  origins  of  his 
declaration.  They  seemed  impatient  with  the  plenary 
session’s  other  speakers,  too.  Although  the  session 
was  not  focused  on  the  Soviet  issue — a special  session 
would  address  that  issue  the  following  night — the 
absence  of  any  discussion  of  it  in  that  environment  of 
watching  and  waiting  seemed  odd  and  annoying.  In 
fact,  the  only  statements  that  received  any  applause 
were  elliptical  references  to  the  issue  by  the  speakers 
representing  West  Germany  and  the  United  States. 

And  then  came  Eduard  Babayan,  the  chief  of  the 
Soviet  delegation.  He  would  pull  out  all  the  stops  at 
Wednesday’s  debate,  but  he  used  the  Monday 
morning  plenary  session  to  map  out  his  delegation’s 
position.  Soviet  laws  and  procedures,  he  insisted, 
offered  the  psychiatric  patient  the  greatest  possible 
protection  from  diagnostic  mistakes  and  arbitrary 
treatment.  He  insisted  that  anti-social  behavior  could 
never  serve  as  sufficient  grounds  for  hospitalization. 
He  emphasized  that  no  group  of  forensic  psychia- 
trists, not  even  the  staff  at  the  Serbsky  Institute  of 
Forensic  Psychiatry,  was  more  equal  in  the  eyes  of  a 
Soviet  court  than  any  other  group.  He  denied  that  the 
theories  of  any  particular  psychiatric  school  could 
possibly  have  any  bearing  on  the  finding  of  legal 
responsibility. 

Each  of  these  statements  was  an  implicit  refutation 
of  major  Western  accusations:  that  dissidents  were 


systematically  misdiagnosed,  that  their  only  symp- 
toms were  their  politically  unacceptable  vie,ws,  that  it 
was  the  Serbsky  psychiatrists  who  would  render  a 
diagnosis  of  illness  despite  a previous  diagnosis  of 
health  rendered  elsewhere  by  more  honest  psychia- 
trists, and  that  the  theories  of  the  Snezhnevsky  school 
of  psychiatry  were  being  used  to  justify  political 
hospitalizations. 

But  Babayan  did  not  step  beyond  implications.  He 
made  no  mention  of  the  condemnatory  resolutions. 
He  made  no  mention  of  the  accusations  themselves. 
He  was  only  setting  up  the  structure  of  the  Soviet 
side’s  position.  Soviet  psychiatry  functioned  ethically, 
he  said;  reports  to  the  contrary  were  only  anti-Soviet 
agitation  and  slander. 

Just  as  Babayan  was  speaking  at  Waikiki,  his 
adversaries  were  agitating  across  town.  The  evening 
before,  at  the  first  meeting  of  the  pro-condemnation 
caucus,  Neil  Abercrombie,  a Hawaii  state  senator, 
had  offered  the  state  capitol  for  a press  conference. 
The  psychiatrists  were  afraid  that  such  an  extravagan- 
za would  rub  the  voting  delegates  the  wrong  way,  but 
Abercrombie  was  impatient  with  their  timidity.  “I’m  a 
politician,”  he  admonished  them.  “You’re  holding  this 
meeting  to  tell  the  world  about  the  abuses.  Who  cares 
about  a hundred  psychiatrists?  Who  cares  about  the 
meeting  if  it’s  not  reported?” 

It  was  reported.  At  least,  it  got  better  coverage  than 
Babayan.  Leonid  Plyushch,  one  of  the  formerly 
hospitalized  Soviet  dissidents,  was  there,  together 
with  two  emigre'  Soviet  psychiatrists  and  several 
members  of  the  caucus.  Among  the  press  were  two 
Soviet  reporters. 

Plyushch,  a Ukrainian  mathematician,  had  gotten 
into  political  trouble  for  the  first  time  in  1968,  when 
he  was  thirty,  for  a letter  he  wrote  to  a newspaper 
complaining  about  a political  trial.  He  lost  his  job  and 
eventually  became  a member  of  a dissident  group.  He 
was  arrested  in  1972  and  accused  of  “especially 
dangerous  crimes” — possessing  copies  of  the  under- 
ground Chronicle  of  Current  Events;  writing  “anti- 
Soviet”  literary  criticism  and  showing  it  to  others; 
belonging  to  an  illegal  organization;  and  signing  open 
letters  to  the  UN.  He  was  sent  for  psychiatric 
examinations.  At  one,  Georgi  V.  Morozov,  the  head 
of  the  Serbsky  Institute,  diagnosed  him  as  suffering 
from  “sluggish”  schizophrenia.  At  a second,  Andrei 
V.  Snezhnevsky,  the  head  of  the  Institute  of 
Psychiatry  of  the  USSR  Academy  of  Medical 
Sciences,  also  considered  him  schizophrenic. 
Plyushch’s  trial  was  held  without  him.  The  psychia- 
trists recommended  compulsory  hospitalization  in  an 
ordinary  psychiatric  hospital,  but  the  court  insisted 
on  a “special”  prison  hospital,  one  in  which  the  lot  of 
patients  is  much  harsher  and  in  which  security  is 
much  greater.  There  he  was  given  high  doses  of 
medication  and  suffered  severe  side  effects. 
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Plyushch  was  finally  released  and  deported  early  in 
1976,  primarily  in  response  to  protests  by  fellow 
mathematicians  in  the  West.  He  was  seen  by  a number 
of  French,  British,  and  American  psychiatrists, 
including  me;  they  could  find  no  evidence  of 
schizophrenia.  Plyushch  told  his  story  at  the  Honolu- 
lu press  conference  and  issued  a plea  that  the  WPA 
condemn  Morozov  and  Snezhnevsky — both  of  whom 
were  there  in  Hawaii  as  members  of  the  Soviet 
delegation. 

More  accusations  were  made  by  the  two  emigre' 
Soviet  psychiatrists.  One,  Marina  Voikhanskaya,  told 
of  her  experiences  with  political  “patients.”  Another, 
Boris  Zoubok,  described  the  mass  hospitalizations 
that  would  take  place  during  public  events,  such  as 
Nixon’s  visit.  Western  psychiatrists  used  the  occasion 
to  warn  that  the  American,  British,  Canadian, 
Australian,  and  New  Zealand  psychiatric  societies,  as 
well  as  others  in  Western  Europe,  might  quit  the 
WPA  if  Soviet  abuses  were  not  condemned. 

By  Monday  night,  the  close  of  the  congress’s  first 
day,  it  was  clear  that  the  demand  for  condemnation 
would  not  be  deflected,  as  it  had  been  in  Mexico  City. 
It  was  also  clear  that  the  Soviets  would  fight. 

IV 

As  it  turned  out,  Tuesday  belonged  to  the  West. 
Indeed,  by  default.  The  scheduling  of  a special  open 
session  that  night,  in  which  statements  could  be  made 
from  the  floor,  guaranteed  that.  Set  up  in  response  to 
Western  pressures,  the  session  would  feature  a talk  by 
an  American  psychiatrist  who  would  air  the  accusa- 
tions for  the  first  time  in  an  official  meeting.  The 
Soviets  knew  that  and  avoided  it. 

In  fact,  they  seemed  to  avoid  contact  all  day.  The 
important  ones,  at  least,  were  apparently  planning 
strategy.  Some  voting  delegates  were  afraid  that 
Babayan  was  gearing  up  for  a filibuster  that  would 
prevent  them  from  voting  on  Item  1 1 — the  condemna- 
tory resolution — at  the  second  session  on  Wednesday. 
By  evening,  none  of  the  Soviets  could  be  seen.  The 
special  session  was  packed;  except  for  the  Soviets, 
almost  all  of  the  congress  participants  gave  up  the 
delights  of  Honolulu  night  life  to  attend  it. 

The  main  speaker  was  Paul  Chodoff,  a Washington 
psychiatrist.  He  presented  the  case  for  condemnation. 


Retaliation  against  dissidents,  he  insisted,  should  not 
be  concealed  behind  a psychiatric  fig  leaf.  “It  is 
abhorrent,”  he  said,  “that  people  should  be  labeled 
insane  solely  because  it  suits  the  state  for  various 
reasons  to  handle  them  in  this  fashion,  or  because 
psychiatrists  can  be  found  to  collaborate  in  this 
masquerade.”  He  argued  that  the  documentation  of 
systematic,  widespread  abuse  of  Soviet  psychiatry  for 
political  ends  was  convincing.  If  the  WPA  were  to 
sidestep  the  issue  by  not  voting  condemnation 
Wednesday  night,  Chodoff  warned,  “it  may  survive, 
but  it  will  have  forfeited  its  moral  vigor.” 

Following  Chodoff,  thirty  psychiatrists  lined  up  at 
microphones  to  add  their  voices.  They  overwhelming- 
ly supported  the  resolution  to  condemn  the  Soviets. 

Marina  Voikhanskaya  again  told  about  the  four 
cases  of  healthy  dissidents  she  had  seen  in  her  own 
hospital  in  Leningrad.  She  also  described  the  way 
colleagues  she  had  known  for  years  began  to  turn 
against  her  as  soon  as  she  started  to  question  the 
diagnoses  of  hospitalized  dissidents.  Some  of  them 
even  suspected  her  of  mental  illness.  She  singled  out 
Snezhnevsky,  Vartanyan,  Morozov,  and 
Nadzharov — all  then  in  Honolulu — as  having 
“blurred  the  borderline  between  police  functions  and 
medicine.” 

She  told  of  an  underground  book  by  a Soviet 
dissident  that  had  just  reached  the  West.  It  contained 
a “white  list”  of  some  two  hundred  cases  of  dissidents 
in  mental  hospitals.  It  also  contained  a “black  list”  of 
the  psychiatrists  who  put  them  there.  “Who  knows?” 
Voikhanskaya  asked  eerily.  “You  may  well  be  sitting 
next  to  one  of  them  at  this  moment.” 

Of  course,  she  was  wrong.  They  were  not  there.  But 
the  psychiatrists  who  were  stood  up  in  tribute  as  she 
returned  to  her  seat.  If  that  audience  could  have 
voted,  it  would  have  condemned  the  Soviets  on  the 
spot.  But  only  the  voting  delegates  could  do  that,  and 
they  would  not  cast  their  ballots  until  the  General 
Assembly  session  the  next  night. 


The  second  and  concluding  part  of  this  report  will  appear  in  the 
next  issue  of  Connecticut  Medicine. 
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WORLD  PSYCHIATRIC  ASSOCIATION  S DECLARATION  OF  HAWAII 


The  General  Assembly  of  the  World  Psychiatric 
Association  has  laid  down  the  following  ethical 
guidelines  for  psychiatrists  all  over  the  world. 

1.  The  aim  of  psychiatry  is  to  promote  health  and 
personal  autonomy  and  growth.  To  the  best  of  his  or 
her  ability,  consistent  with  accepted  scientific  and 
ethical  principles,  the  psychiatrist  shall  serve  the  best 
interests  of  the  patient  and  be  also  concerned  for  the 
common  good  and  a just  allocation  of  health 
resources. 

To  fulfill  these  aims  requires  continuous  research 
and  continual  education  of  health  care  personnel,, 
patients  and  the  public. 

2.  Every  patient  must  be  offered  the  best  therapy 
available  and  be  treated  with  the  solicitude  and 
respect  due  to  the  dignity  of  all  human  beings  and  to 
their  autonomy  over  their  own  lives  and  health. 

The  psychiatrist  is  responsible  for  treatment  given 
by  the  staff  members  and  owes  them  qualified 
supervision  and  education.  Whenever  there  is  a need, 
or  whenever  a reasonable  request  is  forthcoming  from 
the  patient,  the  psychiatrist  should  seek  the  help  or 
the  opinion  of  a more  experienced  colleague. 

3.  A therapeutic  relationship  between  patient  and 
psychiatrist  is  founded  on  mutual  agreement.  It 
requires  trust,  confidentiality,  openness,  cooperation 
and  mutual  responsibility.  Such  a relationship  may 
not  be  possible  to  establish  with  some  severely  ill 
patients.  In  that  case,  as  in  the  treatment  of  children, 
contact  should  be  established  with  a person  close  to 
the  patient  and  acceptable  for  him  or  her. 

If  and  when  a relationship  is  established  for 
purposes  other  than  therapeutic,  such  as  in  forensic 
psychiatry,  its  nature  must  be  thoroughly  explained  to 
the  person  concerned. 

4.  The  psychiatrist  should  inform  the  patient  of  the 
nature  of  the  condition,  of  the  proposed  diagnostic 
and  therapeutic  procedures,  including  possible  alter- 
natives, and  of  the  prognosis.  This  information  must 
be  offered  in  a considerate  way  and  the  patient  be 
given  the  opportunity  to  choose  between  appropriate 
and  available  methods. 

5.  No  procedure  must  be  performed  or  treatment 
given  against  or  independent  of  a patient’s  own  will, 
unless  the  patient  lacks  capacity  to  express  his  or  her 
own  wishes  or,  owing  to  psychiatric  illness,  cannot  see 
what  is  in  his  or  her  best  interest  or,  for  the  same 
reason,  is  a severe  threat  to  others. 

In  these  cases  compulsory  treatment  may  or  should 
be  given,  provided  that  it  is  done  in  the  patient’s  best 
interests  and  over  a reasonable  period  of  time,  a 
retroactive  informed  consent  can  be  presumed  and, 
whenever  possible,  consent  has  been  obtained  from 
someone  close  to  the  patient. 

6.  As  soon  as  the  above  conditions  for  compulsory 
treatment  no  longer  apply  the  patient  must  be 
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released,  unless  he  or  she  voluntarily  consents  to 
further  treatment. 

Whenever  there  is  compulsory  treatment  or 
detention  there  must  be  an  independent  and  neutral 
body  of  appeal  for  regular  inquiry  into  these  cases. 
Every  patient  must  be  informed  of  its  existence  and  be 
permitted  to  appeal  to  it,  personally  or  through  a 
representative,  without  interference  by  the  hospital 
staff  or  by  anyone  else. 

7.  The  psychiatrist  must  never  use  the  possibilities 
of  the  profession  for  maltreatment  of  individuals  or 
groups,  and  should  be  concerned  never  to  let 
inappropriate  personal  desires,  feelings  or  prejudices 
interfere  with  the  treatment. 

The  psychiatrist  must  not  participate  in  compulsory 
psychiatric  treatment  in  the  absence  of  psychiatric 
illness.  If  the  patient  or  some  third  party  demands 
actions  contrary  to  scientific  or  ethical  principles  the 
psychiatrist  must  refuse  to  cooperate.  When,  for  any 
reason,  either  the  wishes  or  the  best  interests  of  the 
patient  cannot  be  promoted  he  or  she  must  be  so 
informed. 

8.  Whatever  the  psychiatrist  has  been  told  by  the 
patient,  or  has  noted  during  examination  or  treat- 
ment, must  be  kept  confidential  unless  the  patient 
releases  the  psychiatrist  from  professional  secrecy,  or 
else  vital  common  values  or  the  patient's  best  interest 
makes  disclosure  imperative.  In  these  cases,  however, 
the  patient  must  be  immediately  informed  of  the 
breach  of  secrecy. 

9.  To  increase  and  propagate  psychiatric  knowl- 
edge and  skill  requires  participation  of  the  patients. 
Informed  consent  must,  however,  be  obtained  before 
presenting  a patient  to  a class  and,  if  possible,  also 
when  a case  history  is  published,  and  all  reasonable 
measures  be  taken  to  preserve  the  anonymity  and  to 
safeguard  the  personal  reputation  of  the  subject. 

In  clinical  research,  as  in  therapy,  every  subject 
must  be  offered  the  best  available  treatment.  His  or 
her  participation  must  be  voluntary,  after  full 
information  has  been  given  of  the  aims,  procedures, 
risks  and  inconveniences  of  the  project,  and  there 
must  always  be  a reasonable  relationship  between 
calculated  risks  or  inconveniences  and  the  benefit  of 
the  study. 

For  children  and  other  patients  who  cannot 
themselves  give  informed  consent  this  should  be 
obtained  from  someone  close  to  them. 

10.  Every  patient  or  research  subject  is  free  to 
withdraw  for  any  reason  at  any  time  from  any 
voluntary  treatment  and  from  any  teaching  or 
research  programme  in  which  he  or  she  particpates. 
This  withdrawal,  as  well  as  any  refusal  to  enter  a 
programme,  must  never  influence  the  psychiatrist’s 
efforts  to  help  the  patient  or  subject. 

The  psychiatrist  should  stop  all  therapeutic, 
teaching  or  research  programmes  that  may  evolve 
contrary  to  the  principles  of  this  Declaration. 
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Senator  Edward  M.  Kennedy,  organized  labor’s 
champion  for  its  brand  of  national  health  insurance 
(NH1),  is  reported  backing  away  from  his  original 
proposal  for  total  federal  domination  of  health  care 
financing. 

While  President  Carter  plans  to  stick  by  his 
campaign  promise  to  labor  for  an  Administration- 
backed  NH1  proposal,  it  has  become  clear  in  all 
quarters  that  the  Health  Security  Act  the  organized 
labor  and  Kennedy  sponsored  plan  has  no  chance 
whatsoever  of  passage  due  to  its  price  tag  alone. 

The  significant  strategy  change  is  designed  to  boost 
chances  for  enactment  of  a NH1  bill  within  the  next 
few  years  and  to  hitch  labor  in  tandem  with  the  Carter 
Administration  on  the  issue. 

The  Administration  is  expected  soon  to  release  a 
position  paper  staking  out  the  type  of  NH1  plan  the 
President  wants  approved. 

Labor  made  a strenuous  effort  earlier  to  get  the 
Administration  to  support  its  Health  Security  Act, 
but  the  Administration  balked,  telling  labor  leaders 
such  a plan  was  too  expensive  and  could  not  win 
Congressional  endorsement. 

Fearing  that  NHI  was  in  danger  of  collapsing 
altogether  unless  a united  front  could  be  formed  on  a 
single  approach,  labor  leaders  and  Kennedy  went  to 
President  Carter  with  the  word  they  would  end  their 
years-long  policy  of  insisting  on  an  NHI  plan  calling 
for  complete  federalization  of  the  financing. 

Labor  now  says  it  will  accept  a NHI  plan  that 
provides  a rule  for  private  health  insurance  carriers, 
who  would  have  been  wiped  out  under  the  Health 
Security  Act.  Officials  of  the  AFL-CIO  and  the 
United  Automobile  Workers  accompanied  Kennedy 
in  notifying  Carter  of  the  policy  reversal. 

Whatever  plan  Carter  endorses,  it  will  need  all  the 
help  it  can  get.  Congress  has  been  shaken  by  the 
uproar  over  increasing  Social  Security  Taxes  and  is 
reluctant  to  embark  on  any  expensive  new  social 
program  at  this  time  due  to  the  fiscal  plight  of  the 
Treasury  and  the  threat  of  double-digit  inflation  just 
around  the  corner. 

Prepared  by  the  Washington,  D.C. 

Office  of  the  American  Medical  Association. 


The  American  Medical  Association  immediately 
branded  a White  House  Wage-Price  Stability  Council 
report  on  soaring  physician  fees  a “political  hatchet 
job.” 

“The  report  is  built  on  old  data  and  faulty  re- 
search.” James  H.  Sammons,  AMA  Executive  Vice 
President  said. 

The  report  said  doctor  bills  are  increasing  half 
again  as  fast  as  the  overall  inflation  rate  and  that  the 
situation  may  get  worse.  It  also  accused  the  AMA  of 
trying  to  limit  the  number  of  doctors  in  practice. 

“We  are  incredulous  that  this  unit  of  the  executive 
branch  of  the  government  would  publish  a press 
release  and  summary  report  that  is  not  substantiated 
in  the  body  of  the  report  itself,”  Dr.  Sammons  said. 

He  said  the  AMA  has  actively  worked  to  increase 
the  number  of  medical  schools  and  practicing 
physicians  in  this  country.  Almost  16,000  doctors  are 
now  graduated  from  U.S.  medical  schools  each  year, 
about  double  the  number  of  five  to  seven  years  ago. 
Dr.  Sammons  said,  adding  that  the  charge  is  “just 
plainly  ridiculous.” 

He  said  the  data  about  physicians’  income  and  fees 
in  the  report  are  incorrect. 

The  study  said  that  two  years  ago  the  median 
income  of  physicians  was  $63,000.  The  AMA,  which 
yearly  publishes  statistical  studies  of  medical  practi- 
ces, says  the  projected  median  for  1976  is  $54,000  and 
that  the  actual  median,  before  taxes,  for  1975  was 
$50,337. 

“That’s  not  even  close  to  the  incredible  figures 
being  used”  in  the  report,  he  said. 

Sammons  also  criticized  the  Report  for  the 
inadequate  reporting  of  facts  and  statistical  data,  the 
inappropriate  interpretation  of  historical  informa- 
tion, the  use  of  data  to  present  only  partial 
conclusions  on  changes  in  physicians'  fees,  and  failing 
to  recognize  private  initiatives  that  are  working  to 
restrain  the  rate  of  increase  in  overall  health  care 
costs. 

“The  AMA  will  address  other  issues  in  the  report  as 
they  are  analyzed  by  staff,”  Dr.  Sammons  said.  “We 
have  not,  and  will  not,  avoid  the  issue  of  physicians’ 
fees.  We  have  already  joined  with  other  segments  of 
the  private  sector,  including  physicians,  hospitals,  and 
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insurers,  and  have  taken  steps  to  seek  answers  to  the 
overall  health  care  cost  question  through  studies  done 
by  the  National  Commission  on  the  Cost  of  Medical 
Care  and  the  ‘Voluntary  Effort’  program.” 

“But  with  documents  like  this  being  issued  by  the 
government,”  Sammons  said,  “it  looks  like  we  will 
have  to  continue  bearing  the  brunt  of  finding 
constructive  answers  ourselves..  We  hope  that  the 
Council’s  allegations  will  not  be  used  in  an  attempt  to 
discredit  or  destroy  these  important  private  initia- 
tives.” 

The  National  Commission  on  the  Cost  of  Medical 
Care  was  established  as  an  independent  body  by  the 
AM  A in  1975  and  recently  issued  a report  and  48 
recommendations  for  restraining  health  care  costs. 
The  Association  will  be  responding  to  these  recom- 
mendations during  its  1978  Annual  Convention  in 
June. 

**** 

The  Federal  Trade  Commission  has  charged  that 
the  nation’s  Blue  Shield  plans  are  dominated  by 
physicians — “an  arrangement  that  may  reduce  com- 
petition and  raise  prices  artifically.” 

FTC  Chairman  Michael  Pertschuk  told  the 
Interstate  and  Foreign  Commerce  Committee’s 
subcommittee  on  Oversight  and  Investigations  that 
“ — it  is  difficult  to  see  how  the  public  interest  can  be 
served  by  such  an  apparent  conflict  of  interest.” 

He  said  that  an  ongoing  FTC  investigation  has 
found  that  “most”  of  the  72  Blue  Shield  plans  are 
controlled  by  local  medical  societies,  other  physicians’ 
groups  of  “self-perpetuating  physicians  boards”  set  up 
to  run  the  plans. 

Subcommittee  member  Albert  Gore,  Jr.  (D-Tenn.) 
said  that  many  members  of  Blue  Shield  Boards  of 
Directors  “also  serve  on  the  boards  of  banks  and 
lending  institutions  holding  Blue  Shield  funds.  These 
persons  also  have  a direct  interest  in  seeing  that  these 
financial  institutions  make  a profit.  1 believe  this 
practice  is  unconscionable  and  is  an  abuse  of  the 
health  plans  obligations  to  their  customers.” 

“It  also  poses  an  even  more  serious  potential  for 
abuse  of  the  federal  Medicare  and  Medicaid  pro- 
grams. Funding  for  these  programs  is  distributed 
through  Blue  Shield  organizations  under  contract 
with  the  federal  government,”  the  Tennessee  represen- 
tative said. 

The  FTC  Chairman  said  his  agency  was  limited  in 
the  actions  it  could  take  against  insurance  firms  and 
non-profit  institutions.  The  FTC  lobbied  hard  in  the 
last  session  of  Congress  for  expanded  authority,  but 
the  proposal  to  give  the  agency  powers  against  non- 
profit institutions  did  not  clear  the  House  Commerce 
Committee. 


Mr.  Pertschuk  acknowledged  the  need  for  physi- 
cian input  into  the  management  of  Blue  Shield  plans 
but  said,  “there  is  the  danger  that  even  a small  bloc  of 
physicians  could  dominate  a larger  group  of  lay 
people.  And  in  light  of  the  fact  that  commercial  health 
insurers  are  able  to  provide  medical  coverage  without 
physician  directors,  it  is  not  obvious  that  any 
physician  participation  in  decision-making 
functions— as  opposed  to  advisory  functions — is 
necessary  at  all.” 

The  FTC  Chairman  again  made  a strong  pitch  for 
expanded  agency  authority,  saying  that  the  FTC  Act 
“should  be  modified  to  give  the  Commission 
jurisdiction  over  all  business  entities,  regardless  of 
whether  or  not  they  are  organized  for  profit.” 

**** 

The  Health,  Education  and  Welfare  Department 
will  release  a list  of  all  Medicare  payments  to  all 
physicians  despite  warnings  from  both  Congressmen 
and  the  AM  A that  a simple  listing  of  dollar  amounts 
paid  to  physicians,  with  no  indication  of  the  number 
of  patients  treated  and  the  services  provided  for  those 
payments,  is  essentially  meaningless. 

The  list,  to  be  available  for  public  inspection, 
containing  the  names  of  some  300,000  physicians  who 
provided  services  to  Medicare -eligible  patients  during 
1977  and  reported  to  be  some  five  feet  thick  and 
costing  “perhaps  as  much  as  $1  million” — will  tell 
nothing  about  the  physicians  named,  the  kinds  of  care 
they  provide,  their  actual  earnings,  or  the  patients 
they  serve. 

The  list  will  not  indicate,  for  example,  that  across 
the  country  the  doctors  actually  received,  in  Medicare 
reimbursement,  about  only  58  percent  of  the  amount 
of  covered  charges  actually  billed  for  providing 
medical  services  to  persons  whose  care  is  paid  for  by 
Medicare. 

In  a letter  of  protest  to  HEW  Secretary  Joseph 
Califano,  AMA  Executive  Vice  President,  James  H. 
Sammons,  pointed  out  that  “There  is  no  cost-benefit 
ratio  in  what  HEW  is  doing.  The  interests  of  neither 
the  public  nor  the  profession  are  served  by  this  type  of 
reporting.” 

Dr.  Sammons  spells  out  in  the  letter  many  of  the 
flaws  and  down-right  inaccuracies  of  a list  compiled 
in  such  a fashion.  For  example,  the  list  will  not  make 
clear  that  in  many  instances  the  payment  for  covered 
services  made  directly  to  patients  who  are  then 
supposed  to  pay  the  physicians,  but  often  do  not.  The 
physicians  are  credited  by  the  HEW  list  with  having 
received  all  moneys  paid  for  services  which  they 
provided,  but  in  countless  instances  they  may  have 
received  only  a part  of  it,  or  none  of  it. 


328 


CONNECTICUT  MEDICINE,  MAY,  1978 


Education: 


Internship: 

Residency: 


Military  Service 

Certification: 
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JEROME  KENNETH  FREEDMAN,  M.D. 

Yale  University,  1951,  A.B. 

Tufts  College  Medical  School,  1955,  M.D. 

University  of  Chicago,  1963,  M.Sc.  (Surgery) 

Grace  New  Haven  Community  Hospital  1955-1956 

University  of  Chicago  1958-1961,  Ophthalmology 
Residency 

University  of  Chicago  1961-1963,  Instructor, 
Ophthalmology 

NIH  Fellowship  1958-63;  Ophthalmology 

Captain  (Flight  Surgeon)  USAF,  1956-1958 

American  Board  of  Ophthalmology,  1963 

The  Hospital  of  Saint  Raphael 
Yale-New  Haven  Hospital 

New  Haven  Medical  Association 
Connecticut  State  Medical  Society 
American  Medical  Association 

American  Academy  of  Ophthalmology  and  Otolaryngology 
Association  for  Research  in  Vision  and  Ophthalmology 

Vice  Chairman,  National  Council  of  State  Committees 
for  CME 

Member  of  Board  and  Personnel  Committee  of 
Connecticut  Area  II  PSRO 
Member  of  Connecticut  Professional  Standards 
Review  Council 

Chairman,  Ophthalmology  Review  Committee,  New 
Haven  County  Foundation  for  Medical  Care 
Member  of  the  New  Haven  County  Medical  Association 
Board  of  Governors,  1971- 

Junior  Associate,  Associate  and  Senior  Councillor  from 
New  Haven  County  Medical  Association  to  Connecticut 
State  Medical  Society  1971-1976 
Connecticut  Ambulatory  Care  Study  Advisory  Committee, 
1975-1977 

Member  of  the  Board  of  Trustees  Connecticut  Medical 
Institute,  1973-1977 
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The  President’s  Page 

Medical  Society  and  Politics:  I 


I begin  my  communications  to  you  via  this  page  as  your  President  by  goading  you 
a little,  which  is  one  of  my  habitual  ways  of  stimulating  discussion  and  thought.  Our 
profession,  our  patients  and  our  society  in  general  would  be  benefited  by  our  practice 
of  more  and  better  politics.  The  unabridged  version  of  Webster’s  Dictionary  defines 
politics  as  “the  science  dealing  with  the  organization,  regulation  and  administration 
of  a state  in  both  its  internal  and  external  affairs.”  Substitute  “medical  society”  for 
“state”  and  the  applicability  of  the  definition  is  clear.  I submit  that  a better  job  of 
politics  is  required  and  that  there  should  be  little  intrinsically  repugnant  in  the  word 
itself. 

Yet  many  physicians  are  innately  hostile  to  politics,  medical  or  otherwise. 
Understandably,  they  may  resent  societal  intrusions  into  the  practice  of  medicine. 
Less  acceptably,  they  are  hostile  to  political  processes,  the  results  of  those  processes 
and  to  those  elected  to  represent  society  in  political  roles.  I feel  that  part  of  the 
problem  is  the  narrow  educational  base  of  many  physicians  who  have  emphasized 
science  to  the  detriment  of  their  knowledge  of  Political  Science,  History,  Philosophy, 
and  others  of  the  Liberal  Arts  and  Social  Sciences.  Yet  the  most  vexatious  problems 
we  face  as  a profession  tend  to  extend  beyond  the  boundaries  of  pure  science, 
let  alone  medicine.  PSROs,  HSAs,  Certificates  of  Need,  Informed  Consent, 
Mandatory  Continuing  Medical  Education,  Acceptance  of  Assignments,  the 
Incompetent  Physician,  the  Sick  Physician,  HMOs — the  list  could  become  a litany 
but  still  would  not  include  one  problem  amenable  to  the  tools  of  pure  science.  Yet 
these  are  the  challenges  offered  to  our  profession  in  the  twentieth  century’s  eighth 
decade. 

The  varied  initiatives,  successful  and  failed,  of  our  government  to  alter  and  direct 
the  practice  of  medicine  should  tell  us  something.  That  something  is  not  the 
denigration  of  the  initiatives  so  commonly  verbalized  by  some  of  us  as  “hostile,” 
“radical,”  “liberal,”  “socialistic”  and  the  rest.  On  occasion  the  labels  may  fit  partially, 
but  I advise  you  of  the  unwisdom  and  imprudence  of  such  dismissal  by  labelling. 
More  to  the  point  we  should  get  a message  that  the  public  perceives  problems  in 
health  care  delivery  and  its  financing  which  it  believes  requires  solutions.  What  is  not 
required  of  us  is  dismissal,  denigration  nor  “stonewalling”  tactics.  Nor  is  it  productive 
to  throw  up  one’s  hands  and  conclude  there  is  nothing  to  be  done,  and  so  we  should 
let  happen  whatever  will.  What  I believe  is  needed  is  for  physicians  to  educate 
themselves  as  best  they  can  to  the  nature  of  these  problems  and  for  their  leaders  to 
help  formulate  the  profession’s  positions  so  that  medicine  may  participate 
responsibly  and  vigorously  in  the  public  debates  and  discussions  that  are  the  political 
processes  by  which  we  Americans  govern  themselves. 

But  for  many  physicians  understanding  is  needed  of  the  philosophic  nature  and 
origins  of  our  form  of  Democracy.  The  tension  between  John  Locke’s  contractarian 
concepts  and  Edmund  Burke’s  pragmatic,  problem-oriented  ones  is  a constant, 
unresolved  political  tension  in  our  governmental  system.  If  government  is,  as  Locke 
said,  the  result  of  an  immutable  contract,  then  an  authoritarian  mode  is  the  result.  If 
Burke  is  the  rule,  then  we  solve  problems  in  the  context  of  the  needs  of  a particular 
time  and  place,  and  are  free  to  change  our  minds.  Perhaps  a constant  tension  and 
balance  between  these  two  concepts  is  the  most  productive  situation.  This  is  the 
traditional  situation  in  the  United  States,  one  of  checks  and  balances  among  the 
three  branches  of  our  government — executive,  legislative  and  judicial.  The  constant 
tension  is  desirable,  not  a deficiency,  and  we  should  understand  and  accept  it. 
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Reflections  from  the  Dean’s  Office 

Springtime  and  Renewal 

ROBERT  U.  MASSEY,  M.D. 


May  is  the  romantic  time  of  year  when  the  symbols 
of  spring  and  nature’s  awakening  join  with  those  of 
youth  and  hope  to  signify  our  faith  in  new  beginnings. 
Commencement  speakers  in  thousands  of  colleges 
and  in  a hundred  medical  schools  will  give  in  to  the 
temptation  to  invoke  the  symbols  and  speak  of  new 
life  ahead.  Almost  two  decades  ago,  Felix  Martf- 
Ibanez  shamelessly  wrote  in  the  language  of  Maytime: 

“About  seven  thousand  medical  students — the 
young  princes  in  the  kingdom  of  medicine — will  be 
graduated  this  year  from  American  colleges.  With  this 
annual  explosion  of  youth,  the  rosebush  of  medicine 
will  blossom  afresh  in  full  brilliance  and  fragrance.”1 
Only  in  May  would  that  nineteenth  century  prose  be 
pardoned  in  our  harder  and  less  fanciful  time. 

However,  with  the  evoking  of  sentiments  proper  to 
another  age,  there  may  come  a renewed  pride  in  our 
profession  of  medicine  as  that  activity  which 
expresses  man  at  his  best:  his  intellect  to  discover,  his 
skill  to  perform,  his  duty  to  serve,  and  even  his  intent 
to  love.  We  lack  a suitable  word  for  this  kind  of  pride: 
it  is  not  deadly  hubris  or  superbia,  but  more  the  kind 
of  self  regard  which  is  part  of  the  commandment  to 
love  one’s  neighbor  as  one’s  self,  as  though  the  second 
were  required  for  the  first. 

For  some  time  doubts  about  medicine  have  been 
growing.  Its  institutions  have  been  accused  of 
mismanagement,  its  practitioners  of  greed;  it  has  been 
charged  with  providing  too  little  where  society  itself 
provides  even  less,  and  damned  for  providing  too 
much  where  society  itself  is  most  lavish;  for  spending 
too  much  on  research,  and  for  knowing  too  little;  and 
finally  its  assumptions  have  been  challenged,  and 
there  are  those  who  believe  it  is  responsible  for  more 
suffering  than  it  relieves.  In  short,  in  the  words  of  the 
Book  of  Common  Prayer,  “we  have  left  undone  those 
things  which  we  ought  to  have  done;  and  we  have 
done  those  things  which  we  ought  not  to  have  done, 
and  there  is  no  health  in  us.” 

Last  year  a staff  member  from  the  Department  of 
Health,  Education  and  Welfare  told  me  that  Secretary 
Califano  was  predicting  that  this  year  would  be  the 
year  “to  get  the  doctors,”  predicated  no  doubt  upon 
the  certainty  that,  by  then,  the  hospitals  would  have 
been  got! 

Several  weeks  ago  the  front  page  of  the  Hartford 
Courant  looked  as  though  “Get-the-doctors”  Day  had 
been  proclaimed.  Physicians’  incomes  were  said  to  be 
rising  faster  than  those  of  any  other  occupational 

ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medicine, 
University  of  Connecticut  School  of  Medicine,  Farmington. 


group,  and  had  reached  a median  level  of  $63,000. 
This  article  was  based  upon  a report  by  the  Council 
on  Wage  and  Price  Stability.  On  the  same  page, 
another  misleading  report  indicated  that  the  Universi- 
ty of  Connecticut  School  of  Medicine  clinical  faculty 
were  delinquent  in  their  “rent,”  thereby  restating  the 
theme  of  the  first  article. 

The  American  Medical  Association  has  challenged 
the  report  of  the  Council  on  Wage  and  Price  Stability 
and  declares  that  its  figure  for  the  median  income  of 
physicians  is  20  percent  too  high.  There  is  another 
report,2  however,  which  uses  government  data  to 
show  that  neither  physicians’  incomes  nor  medical 
care  costs  have  risen  faster  than  other  costs  and 
incomes  over  the  past  twenty  years.  The  1976  report 
of  the  Carnegie  Council  on  Policy  Studies  in  Higher 
Education  declares  that  physicians’  incomes  in  1954- 
55  were  3.62  times  the  median  family  income,  and,  in 
1972-73,  that  ratio  was  3.58,  demonstrating  that 
physicians’  incomes  have  risen  at  the  same  rate  as 
those  in  other  occupations.  Further,  in  that  same 
report,  the  Council  states  that  the  consumer  price 
index  and  the  medical  care  cost  index  have  been 
essentially  parallel  over  the  ten  year  period  from  1966- 
67  to  1974-75. 

We  should  recall  that  when  one  government  report 
appears  at  variance  with  another,  or  when  one 
government  policy  seems  to  be  in  opposition  to 
another,  that  is  only  an  appearance.  George  Orwell 
knew  30  years  ago  that  the  State  would  have  learned 
by  1984  to  create  truth,  to  maintain  contradictory 
positions,  and  to  change  history. 

Medicine  has  internal  laws,  essential  to  itself,  by 
which  it  ought  to  be  governed;  these  laws  are  not  the 
laws  of  politics  and  the  marketplace,  and  should  not 
be  exchanged  for  alien  concepts  like  marketing  and 
trade-offs.  The  “bottom  line”  in  medicine  is  not  to  be 
found  on  any  balance  sheet.  Perhaps,  inspired  by  the 
springtime,  some  of  our  commencement  orators  will 
say  that.  The  men  and  women,  the  princes  and 
princesses  of  medicine,  who  will  receive  their  green 
hoods  this  month  learned  their  science  and  art  in  a 
time  of  doubting,  and  doubt  is  essential  to  a vigorous 
faith. 
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"Piggybacking"  Claims  Will  Make 

Reimbursement  Easier 


^FASTER  PAYMENTS  FOR  PROVIDERS  AND  PATIENTS 

* LESS  PAPERWORK:  ONE  FORM  BEGINS  2 BENEFIT  ACTIONS 

^EASIER  FOR  SUBSCR IBERS  WHO  Wl LL  NOT  HAVE  TO  SUBMIT  2 CLAIMS 

Under  a new  agreement  between  Blue  Cross  & Blue  Shield  of 
Connecticut  and  Connecticut  General,  combined  processing  of 
Medicare  Part  B and  Blue  Shield  CMS-65  claims  will  take  place. 

The  key  to  this  "piggybacking”  process  will  be  that  the 
beneficiaries  include  their  CMS-65  identification  number  in  the 
space  provided  on  the  Medicare  Claim  Request  (see  below)  which 
is  sent  to  Connecticut  General.  CG  will  then  forward  claim  pay- 
ment information  to  us  directly  for  automatic  processing  of  the 
supplemental  CMS-65  claim. 

This  will  eliminate  the  need  for  separate  claims,  make  it  simpler  for  our  subscribers  and  offer 
faster  payment  either  to  beneficiaries  or  to  providers  who  accept  the  Medicare  claim  payment  on 
an  assignment  basis.  In  other  words,  providers  will  receive  assigned  Medicare  payments  in  the 
normal  manner  from  CG  and  any  related  supplemental  benefit  payments  directly  from  Blue  Cross 
& Blue  Shield  of  Connecticut. 

To  make  it  work,  CMS-65  members  must  include  their  identification  number  on  the  request 
form.  This  will  set  the  piggybacking  process  in  motion. 

And  the  bottom  line?  Faster  payments. 


REQUEST  FOR  MEDICARE  PAYMENT 

MEC.'Cal  insurance  BENEFITS-SOCIAL  SECURITY  ACT  (Sec  Instructions  on  Back-Type  or  Print  Information) 

No  Pan  8 Medicare  o«neiiJsfnay  be  paid  unless  this  form  •$  feca»vet)  as  required  by  exoting  law  and  regutaNons  (2QCFR  422  5»0) 

NOTIC6  - Anyone  who  misrepresent*  Of  tafsrtlss  essential  m format  Ion  requested  by  th»>  form  may  upon  conw.ctKWi  be  subject  to  fine  and  imprisonment  unde*  Fedetst  Law 


form  Approved 

OMSNo 

72-RCV30 


| PART  1 PATIENT  TO  FILL  IN  ITEMS  1 THROUGH  6 ONLY  [ 

When  completed,  send  thl«  form  to: 

Connecticut  General  life  (neurone*  Company 
Medicare  Claim  Office 

Copy  from  PI  Name  of  patient  (First  name.  Middle  initial.  Last  name) 

YOUR  OWN  U 

HEALTH 

200  Pratt  Street 
Meriden,  Connecticut  06450 

CARD  Health  insurance  claim  number 

(See  example  U < lnclude  a " letlers> 
on  back ) i . i 

0Male  Q Female 

■Mj  Patient's  complete  mailing  address  (including  Apt  no.)  City.  State,  ZIP  Code 

Telephone  Number 
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EDITORIALS 


A 400th  Anniversary-William  Harvey 

The  discovery  and  description  of  the  circulation  of 
the  blood  by  William  Harvey  in  1628  (Exercitatio 
Anatomica  de  Motu  Cordis  et  Sanguinis  in  Animali- 
bus)  rightfully  placed  this  physician  among  the 
immortals  of  medical  history.  Many  excellent  books 
and  papers  have  since  been  written  about  Harvey 
exploring  every  facet  of  his  life  and  work,  m The  year 
1978  marks  the  400th  anniversary  of  his  birth,  in 
honor  of  which  numerous  cardiology  meetings  have 
been  scheduled.  Harvey’s  famous  discoveries  will  not 
be  reviewed  again,  although  the  occasion  will  be  taken 
to  briefly  examine  a few  words  from  his  writings  that 
would  seem  to  portray  so  well  the  attitude  and  spirit 
of  those  who  attain  greatness  and  who  are  the 
originators  and  explorers  of  new  ideas. 

In  Chapter  I of  ‘‘De  Motu  Cordis”  entitled  “The 
Author’s  Motives  for  Writing,”  Harvey  quotes  the 
following  lines  from  the  play  Adelphi  by  the  Roman 
playwright  Terence — “No  one  can  produce  a theory 
so  sound  but  that  facts,  time  or  use  may  not  bring 
forth  something  new  to  show  one’s  fancied  knowledge 
to  be  ignorance,  and  that  one's  first  judgement  is 
repudiated  by  experience.”  Continues  Harvey,  “It  is 
possible  that  the  same  thing  will  happen  with  my  De 
Motu  Cordis,  and  perhaps  others  more  favored  will 
take  advantage  of  the  path  that  I have  just  opened  for 
them  to  present  the  matter  more  exactly  and  carry  on 
better  researches.”  Harvey  anticipated  and  even 
appeared  to  relish  the  possibility  that  his  concepts 
would  be  challenged  and  changed  in  the  years  ahead, 
an  attitude  that  those  engaged  in  research  activities 
should  be  ever  mindful. 


A very  appropriate  description  of  Harvey’s  experi- 
mental approach  is  given  by  the  poet  Abraham 
Cowley  in  his  “Ode  Upon  Dr.  Harvey”— 

“Thus  Harvey  sought  in  Truth’s  own  Book 
The  creatures,  which  by  God  himself  was  writ: 
And  wisely  thought  ’twas  fit. 

Not  to  read  comments  only  upon  it. 

But  on  th’original  itself  to  look.” 

Thus,  not  only  for  the  originality  of  his  discoveries 
but  also  for  his  breadth  of  vision  and  modesty  of 
character,  Harvey  has  been  raised  to  heroic  stature  as 
“the  first  Englishman  of  whom  we  know  enough  to 
say  that  he  was  definitely  what  we  now  mean  by  a 
scientific  man.”4 

In  these  times  of  seeking  origins  and  ancestors,  it 
behooves  us  as  physicians  to  use  the  occasion  of  the 
400th  anniversary  of  Harvey’s  birth  to  reexamine  our 
own  roots  in  order  to  preserve  and  nurture  the  quality 
of  our  further  growth. 

Martin  Duke,  M.D. 
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l ife  Support  Should  be 

Everybody’s  Business 

Ours  has  been  a heritage  of  fear  and  ignorance,  of 
personal  inadequacy  to  deal  with  threats  to  others’ 
lives  and  to  our  own.  As  children,  as  medical  students 
or  even  as  practicing  physicians,  we  have  lacked  the 
necessary  knowledge  and  the  necessary  skills  to 
intervene  effectively  in  a medical  emergency. 

A quiet  powerful  country-wide  revolution  to 
upgrade  emergency  care  delivery  through  300  Region- 
al Emergency  Medical  Services  (EMS)  Systems  is 
changing  that  heritage  profoundly  by  making  Eife 
Support  a National  Priority;  by  making  it  everybody’s 
business.  In  the  process,  that  revolution  is  saving  lives 
and  creating  better  citizens  of  our  young  people  and 
us  through  our  new  role  of  high  responsibility:  the 
Citizen  First  Responder. 

EMS  Systems  and  the  Citizen  First  Responder 
Role  came  about  because  of  two  landmark  publica- 
tions, one  in  1966  by  the  National  Research  Council 
dealing  with  trauma;1  the  other  in  1973  by  the 
American  Heart  Association  about  heart  disease.2 
They  were  concerned  with  society’s  reorganization  to 
develop  coordinated  community  emergency  care 
programs  and  the  wide-spread  training  of  the  lay 
public  in  EMS  access,  first-aid,  and  in  cardiopulmo- 
nary resuscitation  (CPR),  to  overcome  the  killing  and 
disabling  time  lag  that  follows  a medical  emergency. 

The  bystander  must  be  the  First  Responder  because 
of  the  urgency  to  act  in  time.  CPR  provides  that 
Responder  with  the  rapid  means  to  determine 
successively,  and  react  safely,  to  the  commonest  life- 
threatening  conditions:  unconsciousness,  apnea  and 
cardiac  arrest.  Eife  Support  must  begin  immediately 
after  the  discovery  of  an  immobile  person  using  CPR 
to  determine  unresponsiveness,  attempt. arousal  and 
call  for  help;  establish  airway  patency  and  relieve 
obstruction;  evaluate  for  apnea  and  ventilate;  and 
check  for  pulselessness  and  initiate  external  cardiac 
compression. 

There  is  growing  recognition  of  the  importance  of 
the  trained  citizen  first  responder.  Fund  et  al3  has 
shown  that  61%  of  patients  with  cardiac  arrest  were 
discharged  from  the  hospital  when  they  received 
effective  CPR  in  one  minute.  Thompson  et  al4  and 
Copley  et  al5  have  shown  reduced  morbidity  and 
subsequent  mortality  in  patients  with  cardiac  arrest 
and  bystander  initiated  CPR.  The  longer  the  delay  the 
greater  the  mortality.  CPR  is  but  a holding  action 
and,  though  essential  throughout  resuscitation,  must 
be  followed  by  Advanced  Eife  Support  measures  to  be 
effective.  Those  include  intubation,  assisted  oxygen 
enriched  ventilation,  intravenous  cannulation,  cardiac 
monitoring  and  defibrillation,  and  the  administration 
of  drugs.  Its  core  knowledge  and  skills  are  universal  to 


all  medical  and  surgical  disciplines.  Neither  medical 
school  has  this  12  hour  AHA-AES  Program  in  their 
curriculums. 

Organized  community-wide  EMS  Programs  such 
as  that  reported  by  Crampton6  have  decreased 
community  coronary  mortality,  decreased  coronary 
care  unit  mortality  and  increased  survival  of  patients 
after  myocardial  infarction. 

Well,  what  is  the  status  of  such  Life  Support 
Programs  in  Connecticut  and  what  recommendations 
may  further  their  progress? 

East  year,  1000  Milford  High  School  Students 
received  EMS  information,  training  in  CPR  and  relief 
of  the  Obstructed  Airway  as  a regular  and  recurring 
part  of  their  education.  Those  students  represented 
10%  of  the  South  Central  Region,  and  66%  of  the 
Milford,  CPR-trained  citizens  last  year.  The  State 
Department  of  Education  has  made  the  six  hour 
Milford  Secondary  School  CPR  Curriculum7  availa- 
ble to  its  schools.  It  has  been  requested  by  44%  of 
Connecticut’s  communities.  It  is  serving  as  a model  of 
implementation  for  the  AHA  “Heart-Saver”  Course 
nationally.  First-aid  is  taught  in  some  schools. 

In  the  last  two  years,  AES  Courses  have  placed  an 
Instructor  in  31  of  the  35  acute  care  hospitals  and 
have  trained  252  AES  providers.  There  are  ALS 
Services  with  EMT-II’s  in  New  Haven,  Waterbury 
and  East  Hartford.  An  Ad  Hoc  ALS  Committee  is 
formulating  uniform  EMT/ Paramedic  and  ALS 
Service  Standards.  Evaluation  criteria  of  Emergency 
Departments  are  being  developed. 

Life  Support  education  fosters  self-confidence  and 
self-reliance;  provides  a vehicle  for  personal  growth 
and  dedication;  and  identification  with  the  highest  of 
community  goals:  to  save  lives. 

A greater  Physician  commitment  to  Life  Support 
Programs  is  essential  and  may  be  implemented  by 
supporting  these  recommendations: 

Basic  Life  Support  should  be  a regular  and  recur- 
ring part  of  each  child’s  grade  and  secondary  school 
education.  To  the  “three  R’s”  of  education  should 
be  added  a fourth:  “Resuscitation.”  This  recom- 
mendation is  supported  by  the  CSMS/EMS  Com- 
mittee. 

Each  Medical  Student  should  be  CPR-trained  prior 
to  Medical  School  entry  and  ALS-trained  before  the 
third  year  and  thereafter.  Lambrew*  has  shown  a 
marked  deficiency  in  house  officer  performance  of 
Eife  Support. 

Basic  Life  Support  training  should  be  required  of 
every  physician.  Each  of  us  should  know  how  to 
provide  Eife  Support  “perhaps  legally  as  well  as 
morally”  according  to  Carveth.y  Since  Eife  Support 
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should  be  everybody’s  business  and  is  the  physician’s 
by  tradition,  can  we  ask  less  of  ourselves  than  of  our 
children? 

Allan  A.  Brandt,  M.D. 

Chairman,  Milford  Hospital  Emergency  Department 
Vice-Chairman  CSMS/  EMS  Committee 

Chairman,  A LS  Committee 

Connecticut  Affiliate,  National  ALS  Faculty 

American  Heart  Association 
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Podiatrists  and  Hospital  Privileges 

This  issue  contains  a discussion  of  hospital 
privileges  for  podiatrists — for  several  reasons:  First,  it 
is  apparent  that  hospitals  in  Connecticut  will  be 
confronted  with  more  applications  from  podiatrists. 
Second,  medical  staffs  may  not  have  the  benefit  of 
experience  and  specific  guidelines  in  assessing  the 
background  of  a podiatrist  as  in  medicine.  Third,  the 
procedures  we  establish  for  podiatrists  may  be  used  in 
the  future  for  other  allied  health  professions  which 
may  apply  for  hospital  privileges — psychologists, 
nurse  practitioners,  physicians’  assistants,  and  other 
allied  health  professions,  possibly  even  chiropractors! 

State  legislatures  increasingly  are  enlarging  the 
legal  scope  of  allied  health  professions  in  diagnosis 
and  treatment  of  illness.  This  is  why  1 have  included 


the  Connecticut  Public  Health  Act  that  deals  with 
“Surgery  in  Hospitals  by  Podiatrists,”  passed  in  1976. 
This  does  not  imply  that  podiatrists  are  entitled  to  all 
privileges  permitted  in  the  statute — nor  are  physi- 
cians. And  increasingly,  the  Federal  Trade  Commis- 
sion will  scrutinize  the  medical  profession  in  its 
relations  with  other  health  professions  for  possible 
infractions  of  the  Sherman  Antitrust  Act.  This  is  why 
the  AM  A has  been  reluctant,  even  refused,  to  suggest 
specific  guidelines  to  evaluate  podiatrists.  Also 
included  is  “Hospital  Privileges  for  Podiatrists” 
adopted  by  the  AMA  House  of  Delegates  in  June 
1977  in  response  to  a Connecticut  resolution.  The 
hospital  no  longer  is  solely  the  doctors’  workshop. 

In  processing  such  applications,  there  are  a few 
principles  that  we  in  the  medical  profession  must 
follow.  We  must  give  procedural  due  process, 
sufficient  to  withstand  possible  review  by  the  courts. 
The  process  should  include  a documented  bona  fide 
study  of  any  application.  The  applicant,  if  refused, 
must  be  given  a real  hearing,  such  as  we  ourselves 
would  wish.  This  is  why  I have  included  a decision  by 
the  U.S.  Court  of  Appeals,  5th  Circuit,  which  is 
legally  binding  on  the  hospitals  in  all  the  states  in  its 
jurisdiction.  This  court  is  one  step  below  the  U.S. 
Supreme  Court,  and  though  its  decision  is  not  binding 
on  other  jurisdictions,  it  will  have  a definite  impact  on 
them  should  other  such  cases  arise.  Also  included  is  a 
legal  discussion  of  the  entire  problem,  “Exclusion  of 
Podiatrists  from  the  Hospitals,”  abstracted  from  the 
excellent  medico-legal  journal.  Action  Kit  for 
Hospital  Law,  edited  by  John  F.  Horty,  Esquire.  If 
physicians  are  familiar  and  knowledgeable  about  the 
process,  1 do  not  believe  there  is  a necessity  for  legal 
consultation;  some  physicians  and  medical  staffs, 
however,  may  feel  more  comfortable  with  legal 
guidance. 

Though  many  physicians  may  think  there  is  no 
need  for  podiatry  in  hospitals,  the  public  and  its 
elected  representatives  may  think  otherwise.  So  if  by 
chance  any  podiatrist  who  is  refused  hospital 
privileges  in  Connecticut  should  go  to  the  courts  for 
relief,  we  should  make  sure  that  our  procedures  in 
appraising  a podiatrist’s  application  will  withstand 
court  review  by  fulfilling  the  requirements  of  a fair 
hearing,  not  necessarily  in  a legal  sense,  but  at  least  in 
an  ethical  sense.  1 do  not  think  it  is  necessary  or  even 
advisable  to  have  lawyers  participate  in  such  hearings; 
some  physicians  may  feel  more  secure  if  lawyers  are 
present  to  answer  any  questions.  However,  physicians 
in  hospitals  holding  responsible  positions  as  determi- 
nation of  privileges  should  know  or  learn  how  to 
conduct  hearings  according  to  ethical  due  process 
without  the  assistance  of  lawyers. 

The  Guidelines  of  the  Joint  Commission  on 
Accreditation  of  Hospitals  state  that  “Surgical 
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procedures  performed  by  podiatrists  must  be  under 
the  overall  supervision  of  the  chief  of  surgery.”  It 
would  seem  reasonable  that  the  chief  of  surgery  can 
delegate  this  responsibility  to  someone  else,  to  the 
chief  of  orthopedic  surgery  for  example.  This 
condition  brings  up  legal  questions:  What  does 
supervision  mean?  Is  the  supervisor  legally  responsi- 
ble for  the  procedure  as  done  by  the  podiatrist,  and  its 
results?  What  if  he  should  disagree  with  the  procedure 
as  done  by  the  podiatrist?  Who  is  the  supervising 
surgeon  representing:  himself  with  his  own  malprac- 
tice coverage,  or  the  hospital  in  his  capacity  as  chief 
of  a surgical  section  with  legal  responsibilities  as- 
sumed by  the  hospital?  1 hese  are  only  some  of  the 
legal  questions  that  must  be  answered,  preferably  at 
state  level. 

Any  appraisal  of  an  application  must  be  thorough, 
especially  in  the  beginning.  Podiatry  is  a growing 
specialty.  In  1976  in  a survey  of  7,120  active  podia- 
trists by  the  National  Center  for  Health  Statistics1 
3,520  reported  that  they  had  hospital  privileges.  There 
are  now  about  200  podiatrists  in  Connecticut,  some 
of  whom  have  been  trained  in  the  last  decade  during 
which  many  improvements  in  their  education  have 
been  made.  Privileges  may  be  given,  with  or  without 
vote,  witfL  or  without  membership  in  the  staff;  the 
consensus  now  is  to  grant  privileges  without  staff 
membership.  We  must  always  remember  that  privi- 
leges are  much  more  difficult  to  modify  or  withdraw 
once  given. 

We  should  accept  that  we  are  going  to  receive 
applications  for  privileges  by  podiatrists  so  we  should 
prepare  ourselves.  One  can  get  information  and 
background  from  both  the  AMA  and  especially  from 
the  American  Podiatry  Association  (20  Chevy  Chase 
Circle,  N.W.,  Washington,  D.C.  20015).  Each  medical 
staff,  with  the  governing  board,  must  decide  what  it  is 
going  to  do  when  a fully  qualified  podiatrist  applies 
for  hospital  privileges. 

Fred  Fabro,  M.D. 
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MEMBERSHIP  ON  CSMS  COMMITTEES 

Members  interested  in  serving  on  any  of  the 
Society’s  committees  are  requested  to  send  this 
information  to  the  Executive  Director’s  office. 
The  committees  and  their  present  members  are 
listed  in  Roster  of  Members. 


Dr.  Sherwin  B.  Nuland  Appointed  Literary 
Editor  of  the  Journal 

Sherwin  B.  Nuland,  M.D.,  has  been  appointed 
L.iterary  Editor  of  Connecticut  Medicine.  He  will 
assist  the  Editor  in  preparing  editorial  content  of  the 
Journal,  particularly  the  scientific  section.  His  special 
interest  outside  of  his  own  field  of  surgery  is  medical 
history,  and  he  is  President  of  the  Beaumont  Medical 
Club  for  the  History  of  Medicine  at  Yale,  as  well  as 
being  a member  of  the  Board  of  Incorporators  and  of 
the  Board  of  Managers  of  the  Journal  of  the  History 
of  Medicine  and  Allied  Sciences. 


Dr.  Nuland  is  Attending  Surgeon  at  Yale-New 
Haven  Hospital  and  the  Hospital  of  St.  Raphael.  He 
graduated  from  the  Yale  University  School  of 
Medicine  in  1955,  after  having  received  his  Bachelor 
of  Arts  degree  summa  cum  laude  from  New  York 
University  in  1951.  He  is  a member  of  several 
honorary  societies. 

All  of  Dr.  Nuland’s  surgical  training  took  place  at 
Yale,  with  the  exception  of  a stint  as  Clinical 
Assistant  to  Ford  Brock  on  the  Thoracic  Unit  at 
Guy’s  Hospital  in  l.ondon  in  1959.  At  that  time  he 
was  also  Wellcome  Honorary  Fellow  of  the  Royal 
Society  of  Medicine.  He  has  been  active  in  the  field  of 
medical  education  throughout  his  career,  serving  as 
Assistant  Clinical  Professor  of  Surgery  at  Yale, 
Director  of  Surgical  Education  at  the  Hospital  of  St. 
Raphael  and  chairman  of  the  Professional  Education 
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Committee  of  the  New  Haven  Metro  Unit  of  the 
American  Cancer  Society.  He  has  published  numer- 
ous articles  in  professional  journals,  on  scientific  and 
historical  subjects. 

Dr.  Nuland  has  been  on  the  Editorial  Committee  of 
Connecticut  Medicine  since  1975.  He  was  the  guest 
editor  of  the  Bicentennial  Issue  of  December  1976, 
dedicated  to  Medicine  in  Colonial  America,  and  he  is 
currently  editing  an  issue  devoted  to  present  concepts 
in  the  treatment  of  breast  cancer,  to  be  published  in 
the  fall  of  1978. 

A resident  of  Hamden,  Dr.  Nuland  is  married  to 
Sarah  Peterson,  who  is  an  actress.  His  daughter 
Victoria  is  a student  at  the  Choate  Rosemary  Hall 
School  and  his  son  Andrew  will  enter  Hopkins 
Grammar  School  in  the  fall. 


Letters  to  the  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  published,  if 
found  suitable,  as  space  permits.  Like  other  material  submitted  for 
publication,  they  must  be  typewritten  double  spaced  (including 
references),  must  not  exceed  1 Vi  pages  in  length  and  will  be  subject 
to  editing  and  possible  abridgment. 

“GHOST  SURGERY”  AND  THE  AMA 

To  the  Editor:  It  was  brought  to  the  attention  of  millions  of 
Americans  watching  the  “60  Minutes”  television  program  in  1977 
that  major  operative  procedures,  believed  to  have  been  performed 
by  the  surgeon  who  received  the  fee,  were  in  fact  performed  by  a 
trainee  resident.  In  an  editorial  of  the  New  York  Times  of  January 
5,  1978,  “Ghost  Surgery”  by  residents  was  believed  to  constitute 
75%  of  major  surgical  procedures  in  the  New  York  City  teaching 
hospitals  as  reported  by  the  investigating  Medical  Practice  Task 
Force  of  the  New  York  state  assembly.  There  is  little  reason  not  to 
believe  that  this  finding  also  prevails  in  most  teaching  hospitals  of 
the  United  States  including  those  of  Connecticut.  This  is  further 
grieved  by  the  comment  that  “the  surgeon  collects  his  full  fee,  while 
the  resident  lets  himself  be  economically  exploited  because  he 
wants  a chance  to  operate.” 

It  is  further  noted  in  the  same  editorial  that  the  AMA,  fully 
aware  of  our  teaching  practices,  pontificates  that  “unless  the  patient 
consents,  this  practice  constitutes  ghost  surgery  and  is  a fraud  and 
deceit  and  a violation  of  a basic  ethical  concept.”  The  last  quotation 
has  been  again  reiterated  in  the  editorial  of  the  March  issue  of 
Connecticut  Medicine. 

The  key.  or  its  absence,  is  Informed  Consent.  The  patient  has  the 
right  to  know  and  consent  who  will  actually  do  his  or  her  surgery. 
Will  the  great  majority  of  private  patients  (and  who  in  this  era  is 
not  a private  patient)  who  entrust  their  surgeon  to  perform  a major 
surgical  operation  agree  to  his  handing  the  scalpel  over  to  a trainee? 
How  do  we  meet  the  problem  of  obtaining  permission  from  the 
patient?  We  must  meet  this  problem  head-on  lest  it.  too,  be  swept 
into  the  maelstrom  of  malpractice. 

The  most  reluctant  patient  will  surely  agree  to  the  necessity  of 
bringing  forward  a continued  well  trained  group  of  surgeons  for  the 
future.  How,  then,  can  we  bring  “informed  consent”  to  patients  in  a 
manner  that  can  be  accepted  by  them  for  we  do  have  a time 
honored  commitment  to  adequately  train  the  surgeon  of  tomorrow. 

A.  F.  Serbin.  M.D. 

Hartford,  CT 


MAMMOGRAPHY,  XEROGRAPHY  AND  THERMOGRAPH  Y 
IN  EVAL  UATION  OF  BREAST  DISEASE 

To  the  Editor:  The  Medical  Affairs  Committee  of  the  Southern 
Fairfield  County  Unit,  American  Cancer  Society,  calls  attention  to 
the  need  of  primary  care  physicians  for  more  specific  information 
on  the  uses  of  mammography,  xerography  and  thermography  in 
the  evaluation  of  breast  disease. 

The  statement  of  the  American  Cancer  Society,  Connecticut 
Division’s  Cancer  Coordination  Committee,  and  an  editorial  by  E. 
Tremain  Bradley,  M.D.,  (Connecticut  Medicine.  40,  1976,  pp.  798 
and  801),  emphasize  that  negative  studies  do  not  rule  out  cancer. 
Perhaps  further  details  will  be  helpful. 

1.  Thermography  remains  an  unproven  and  unreliable  diagnostic 
tool.  It  is  without  physical  danger  to  the  patient  and  also,  at  the 
present  time,  without  specific  value  in  screening  or  diagnosis  of 
breast  cancer. 

2.  Mammography  and  xerography  are  equally  effective  in 
detecting  most  nodules  in  breast  tissue  and  in  many,  but  not  all 
cases,  can  suggest  malignancy. 

3.  The  injury  risk  of  radiation  from  mammography  or  xerography 
is  not  really  known  but  the  most  modern  machines  provide 
minimal  dosage  and  the  patient  need  not  be  exposed  to  more 
than  0.5  rads  per  each  of  two  exposures  per  breast  in 
mammography  or  1.5  rads  per  exposure  for  xerography. 
Current  estimates  are  that  it  would  take  100  rads  of  ionizing 
radiation  to  double  the  risk  of  naturally  occurring  breast  cancer 
in  a normal  woman,  which  is  6 or  7 percent  in  a lifetime.  If  she 
were  to  receive  one  rad  of  exposure  to  the  breast  .a  year,  in 
twenty  years  the  risk  of  contracting  breast  cancer  would  increase 
only  one  percent,  from  7 to  8 percent. 

4.  Absence  of  signs  of  malignancy  in  mammography  or  xero- 
graphy does  NOT  exclude  the  presence  of  cancer  so  that  when  a 
mass  is  palpable,  biopsy  by  needle  or  excision  remains  indicated. 
Needle  aspiration  or  ultrasonography  may  distinguish  between 
cystic  and  solid  palpable  lesions. 

5.  Microcalcifications  can  be  identified  radiographically  in  breast 
tissue  where  no  mass  is  palpable.  The  configuration  of  these 
deposits  may  suggest  the  presence  of  cancer,  indicating  a biopsy 
be  performed.  Such  biopsy  requires  pre-operative  localization 
of  the  impalpable  calcifications  and  specimen  radiography  to 
make  sure  the  suspicious  calcification  has  been  biopsied. 

6.  Breast  radiography  in  women  under  age  thirty  is  less  reliable  in 
diagnosing  uncalcified  tumors  because  of  the  more  dense 
consistency  of  all  the  breast  tissue  in  that  age  group. 

7.  Breast  radiography  cannot  exclude  cancer,  yet  it  may  detect  a 
non-palpable  growth  and  is  particularly  useful  in  high-risk 
women.  High  risk  women  include  those  who  have  had  cancer  in 
one  breast,  those  with  a family  history  of  breast  cancer, 
especially  if  a mother  and/or  sister  have  had  the  disease,  and 
those  whose  first  child  is  delivered  after  age  thirty.  Careful  semi- 
annual examination,  preferably  by  the  same  doctor,  and 
radiography  of  the  breast  at  least  every  two  years  is  certainly 
indicated  in  these  women. 

8.  Self  examination  of  the  breast,  following  proper  instruction,  is 
the  simplest,  cheapest,  least  embarrassing,  earliest  and  safest 
method  of  detection  and  discovers  ninety  percent  of  cancers.  It 
should  be  practiced  by  all  women.  This  monthly  procedure 
should  be  supplemented  with  an  annual  history  and  physical 
examination,  and  when  indicated,  by  radiography. 

James  P.  Tracey,  M.D.,  Chairman 
E.  Tremain  Bradley,  M.D. 

John  L..  Pool,  M.D. 

Medical  Affairs  Committee 
Southern  Fairfield  County  Unit 
Norwalk,  CT 
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Hartford  County  Health  Care  Plan 

For  some  time.  Blue  Cross  & Blue  Shield  of  Connecticut 
has  been  working  with  the  Professional  Standard  Review 
Organizations  (PSRO’s)  cad  the  Connecticut  Hospital 
Association  on  programs  designed  to  review  the  quality  and 
necessity  of  hospital  services  provided  to  our  members.  A 
pilot  program  was  conducted  in  four  hospitals  in  late  1976. 

Starting  March  1 the  Hartford  County  Health  Care  Plan 
has  implemented  a hospital  admission  and  continued  review 
stay  program  for  all  non-federal  patients  who  use  Hartford 
area  hospitals. 

The  participating  hospitals  are  Bradley,  Bristol,  Demp- 
sey, Hartford,  Manchester,  Mount  Sinai,  New  Britain, 
Newington  Children’s  and  St.  Francis. 

This  review  is  the  result  of  joint  efforts  by  Blue  Cross  & 
Blue  Shield  of  Connecticut,  the  major  Connecticut 
insurance  companies  and  the  medical  community. 

The  participation  of  Blue  Cross  & Blue  Shield  of 
Connecticut  in  this  concurrent  hospital  utilization  review 
program  will  enable  the  health  care  plan  to  more  effectively 
administer  the  medical  necessity  of  the  admission  by  placing 
heavy  emphasis  on  the  judgments  of  the  Hartford  County 
Health  Care  Plan  (HCHCP)  review  process. 

The  program  will  not  place  subscribers  or  their 
dependents  in  a position  of  having  a period  of  hospitaliza- 
tion denied  which  they  otherwise  expected  would  be 
covered. 

Briefly,  the  program  works  like  this:  When  a patient  is 
admitted  to  a hospital,  a review  coordinator  will  check  the 
physician’s  admitting  diagnosis  against  local  medical  care 
standards  to  determine  the  number  of  days  of  hospitaliza- 
tion normally  required  to  treat  the  indicated  condition. 
This  is  known  as  establishing  an  initial  “Certified  Length 
of  Stay.”  Then,  during  the  stay,  the  patient’s  response  to 
treatment  and  progress  will  be  regularly  checked. 

If  the  patient  is  not  going  to  be  discharged  during  the 
established  time,  the  patient’s  physician  will  be  asked  to 
provide  the  reason  for  the  longer  stay.  If  the  reason  is 
medically  appropriate,  an  extension  will  be  granted.  If  the 
review  coordinator  considers  the  documentation  inade- 
quate, the  case  will  be  referred  to  a physician  advisor  whose 
specialty  will  usually  be  the  same  as  the  admitting 
physician's.  The  physician  advisor  will  confer  with  the 
admitting  physician  to  determine  why  a discharge  cannot  be 
made.  If  it  is  determined  by  the  physician  advisor  that  no 
further  hospitalization  is  required,  the  patient,  physician, 
hospital  and  insurance  carrier  will  be  notified  accordingly. 
The  insurance  carrier  may  then  choose  not  to  extend 
coverage  beyond  the  date  the  PSRO  recommends  for 
discharge. 

While  the  charge  for  the  review  service  will  vary  by 
hospital,  generally  the  charge  will  be  approximately  $ 1 2 per 
confinement.  This  compares  favorably  to  charges  for 
private  sector  reviews  through  PSRO’s  in  other  areas  of  the 
country.  Each  charge  for  review  will  appear  as  a separate 
item  on  the  patient's  hospital  bill  and  will  be  recognized 
under  the  group  policy  as  part  of  the  room  and  board 
expense.  The  experience  under  the  program  will  be  closely 
monitored  and  the  need  for  modification,  if  any,  will  be 
determined  and  implemented  where  appropriate. 

Blue  Cross  & Blue  Shield  of  Connecticut  expects  the 
program  will  result  in  fewer  and  shorter  hospital  stays  for  a 
potentially  large  number  of  people.  Additionally,  it  is 
anticipated  that  the  quality  of  care  provided  in  hospitals  will 
increase  with  the  implementation  of  ancillary  service 
reviews  by  the  HCHCP,  expected  to  occur  within  the  next 
six  months.  The  concurrent  review  program  is  also  expected 
to  reduce  the  need  for  new  hospital  construction  and  play  a 
positive  role  in  helping  to  slow  down  the  escalating  costs  of 
health  care. 


Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN®  (cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  ( 1 2 ) TEGOPEN  9/ 1 1 /75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  to  cloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  pat  ients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100.  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg./5  ml.  in  100  ml.  and 
200  ml.  bottles. 
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BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(cloxacillin  sodiun^) 

.“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci.t 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  cloxacillin  sodium,  the  physician  is  advised  to  continue  therapy  with  a drug  other  than  cloxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penicillin.  The  clinical  significance  of  in  u/tno  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.L  tract. t 

V^laximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


GUARANTEED  RENEWABLE 
GROUP  ACCIDENT  AND  SICKNESS  PLANS 

1.  Guaranteed  renewable  to  age  70. 

2.  Weekly  benefits  up  to  $300.00  cannot  be  reduced  by  com- 
pany once  issued. 

3.  Policies  cannot  be  ridered  or  have  limitations  added  at  a 

later  date. 

4.  Covers  you  for  your  specialty. 

SPONSORED  BY 

THE  CONNECTICUT  STATE  MEDICAL  SOCIETY 


FOR  THE  COMPLETE  SERVICE  THAT  IS  ALWAYS 
AS  NEAR  AS  YOUR  TELEPHONE,  CALL  OR  WRITE: 

AYR  INSURANCE  AGENY 

ALLENBY  H.  AYR 
ALISON  AYR 

160  St.  Ronan  Street,  New  Haven,  Connecticut  065 1 1 
TELEPHONE  787-5947 

Commercial  Insurance  Company 
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BOOK  REVIEW 


Emergency  Medical  Care  - The  Neglected  Public  Service.  Alfred  N. 
Sadler,  Jr.,  M.D.,  Blair  Sadler,  J.D.  Samuel,  B.  Webb,  Jr.,  D.P.H. 
Published  by  the  Ballinger  Company,  a subsidiary  of  J.P. 
L.ippencott  Company,  Cambridge,  Mass.,  1977.  330  pages,  $16.50. 

In  1966,  there  appeared  a sentinel  publication  by  the  National 
Research  Council  which  alerted  the  country  to  Trauma  as  a serious 
health  problem  and  proposed  extensive  changes  in  emergency  care 
delivery  that  are  the  basis  of  a quiet  powerful  revolution  sweeping 
across  the  nation. 

The  Report  faulted  the  medical  community  for  failing  to  address 
the  problem,  the  commonest  cause  of  death  in  persons  1 to  37  years 
old.  It  urged  the  upgrading  of  Emergency  Medical  Services  (EMS) 
Systems  to  overcome  the  killing  and  disabling  time  lag  which 
inevitably  follows  a medical  emergency.  Twelve  years  after  that 
Report,  there  is  feverish  activity  nationwide  to  produce  300 
Regional  EMS  Systems  which  are:  making  the  citizen  first 
responder  to  a medical  emergency;  returning  control  of  prehospital 
medical  crises  to  physicians  through  radio  direction  of  on-scene 
paramedical  personnel;  creating  coordinated  networks  of  rescue 
services,  medical  centers  and  communities;  and  providing  new 
accountability  of  emergency  care. 

Emergency  Medical  Services:  The  Neglected  Public  Service  is  the 
exposition  of  the  efforts  of  dedicated  and  diligent  people  to  start 
such  a revolution  in  Connecticut  and  is  a record  of  how  well  they 
succeeded. 

The  purposes  of  this  review  are:  to  discuss  the  book,  examine  its 
impact  on  Emergency  Care  Delivery  in  Connecticut,  and  to 
comment  briefly  on  the  rapid  progress  of  the  Emergency  Medical 
Services  (EMS)  movement  in  the  State  since  1976. 

The  Book 

This  is  a small  book,  but  of  impressive  dimensions,  as  the 
distillation  of  pioneer  efforts  in  a new  medical  field.  It  penetrates 
the  darkness  surrounding  the  delivery  of  emergency  care  in  the  last 
decade.  Its  major  fault  is  that  its  words  and  deeds  already  lag 
behind  the  accelerating  pace  of  a dynamic  field.  Still,  there  is  much 
here  that  others  may  find  of  value  or  seek  to  emulate  in  their  quest 
to  develop  emergency  care  systems. 

Eminently  readable  and  well  organized,  this  volume  has  clear 
value  as  a major  reference  work  in  the  burgeoning  field  of 
Emergency  Medical  Services  (EMS),  particularly  in  Connecticut. 
Highlighted  is  the  eleven  year  history  of  the  EMS  movement  in  this 
country  and  included  are  landmark  documents  germane  to  its 
progress.  In  a larger  sense,  it  has  value  as  a model  of  the 
methodology  of  inquiry  and  organizational  process  generic  to  any 
EMS  System  definement,  evaluation  and  implementation. 

Beyond  these  contributions,  the  volume  has  singular  importance 
as  a record  of  exemplary  cooperation  between  a multi-disciplinary 
group  of  citizens  and  a medical  school  for  the  achievement  of 
social  change  in  an  area  of  serious  medical  need.  The  need,  was 
the  dangerously  inadequate  readiness  of  Connecticut  people  and 
communities  to  recognize,  respond  to  and  manage  medical  emer- 
gencies. The  change,  was  the  awakening  of  the  society  to  the 
need,  and  its  mobilization  to  move  rapidly  and  cooperatively  to 
help  the  person  or  community  threatened  by  disaster. 

The  book  is  divided  into  five  parts:  EMS  Perspective  and 
Planning,  the  PreHospital  Phase  of  Emergency  Care  Delivery,  the 
Hospital  Phase,  Improving  the  System  and  Epilogue  1976.  It 
recounts  the  efforts  of  a highly  motivated  citizen  organization,  the 
Ad  Hoc  Advisory  Committee  on  EMS,  which  cooperated  with  the 
Yale  Trauma  Group  in  1970-72  to  study  the  fragmented  spectrum 
of  emergency  care  delivery  in  Connecticut.  That  Study  inquired 
widely  into  ambulance  services,  their  equipment  personnel  and 
training;  critical  response  times;  and  emergency  communications 
arrangements.  Also  studied  were  staffing  patterns  of  emergency 
rooms;  educational  needs  of  personnel;  their  motivations,  and 
specialty  backup  among  many  other  issues  beyond  even  listing 
here. 


That  extensive  study,  its  recommendations  for  change  and 
timetable  for  implementation,  comprise  the  largest  pa,rt  of  the  book 
and  was  submitted  to  Governor  Meskill  in  1973  under  the  title, 
“Emergency  Medical  Services  in  Connecticut:  A Blueprint  for 
Change.” 

That  work  was  the  fulcrum,  and  the  resulting  legislation  the  lever 
by  which  vast  social  change  was  effected 

In  1974,  Connecticut  became  one  of  the  first  with  a statewide 
commitment  to  provide  its  citizens  with  rapid  access  to  regionally 
organized  emergency  medical  care. 

Although  written  in  large  part  five  years  ago,  the  book  remains 
contemporaneous  through  the  relevance  of  its  data  base  identifica- 
tion of  EMS  weaknesses  in  Connecticut,  and  a 1976  Epilogue 
containing  a comparison  of  met  and  unmet  goals.  As  the  authors 
state:  . . many  health  care  studies  suffer  a fatal  illness — they 

asphyxiate  in  the  dust  they  accumulate  on  book  shelves  and  have 
little  impact  beyond  the  classroom.”  It  is  appropriate  now  to 
examine  the  impact  of  the  Ad  Hoc  Advisory  Committee’s  work  on 
emergency  care  delivery  in  Connecticut  by  examining  its  eight 
priorities  set  in  1972,  mostly  achieved  in  1976,  and  to  comment 
briefly  on  the  rapid  progress  of  the  EMS  movement  as  of  January, 
1978. 

Impact  on  Emergency  Care: 

C omments  on  EMS  Progress  Since  1976 

PRIORITY  I:  Staffing  the  Connecticut  Advisory  Committee 
(CA  C)  on  EMS. 

Funds  were  obtained  to  hire  a full-time  staff  director  and 
secretary  so  as  to  dispatch  the  CAC’s  duties  effectively  and  assist  in 
the  administration  of  numerous  Emergency  Medical  Technicians 
(EMT)  Courses  throughout  the  State.  In  1978  adequate  staffing 
remains  a serious  problem  for  EMS  Administration  because  of  the 
chronic  State  underfunding  of  budget  requests.  There  is  a con- 
tinued lack  of  leadership  at  the  office  of  Emergency  Medical 
Services. 

PRIORITY  11:  Release  of  EMS  Information  and  Adoption  of 
Recommended  EMS  Legislation. 

The  two  volume,  700  page.  Statewide  EMS  Study,  was  submitted 
to  the  Governor  and  State  Department  of  Transportation  in  1972. 
A 52  page  Summary  was  distributed  throughout  the  State  for 
public  education  in  1973.  In  1974,  Connecticut  Legislation  (PA-74- 
305).  established  an  Office  of  Emergency  Medical  Services  in  the 
State  Health  Department,  a CAC/EMS,  and  a series  of  regionally 
organized  EMS  Councils,  corresponding  to  health  planning  areas. 
It  required  the  development  of  a Statewide  plan  to  coordinate  the 
delivery  of  EMS  and  to  review  and  evaluate  for  funding  existing 
and  planned  EMS  Services. 

In  1977,  further  l egislation  (PA-77-268)  gave  Health  Systems 
Agencies  (HSA’s),  the  final  responsibility  for  EMS  planning.  This 
is  a highly  significant  development  since  it  represents  a Federally 
funded  agency  which  has  been  given  responsibility  for  regional 
health  care  planning. 

PRIORITY  III:  Develop  EMS  Record  and  Reporting  Systems. 

A uniform,  statewide  reporting  record  system  is  necessary  for  the 
documentation,  evaluation  and  accountability  of  emergency  care 
delivery.  The  development  of  such  a record  was  not  achieved  by 
1976,  but  is  currently  being  printed  for  testing  on  a trial  basis. 

PRIORITY  IV:  Training  and  Public  Relations. 

Basic  Emergency  Medical  Technician  (EMT)  training  by  means 
of  an  80-1 20  hour  Course  was  recommended  and  has  been  the  most 
important  effort  to  upgrade  care  given  by  ambulance  attendants. 
Almost  5,900  such  EMT’s  were  trained  by  1976  and  7,500  by  1978. 

The  most  significant  advance  in  emergency  care  education  and 
standards  of  emergency  care  delivery,  resulted  from  the  publication 
of  Standards  and  Core  Knowledge  and  Skills  of  Basic  and 
Advanced  Life  Support  Delivery  and  by  the  American  Heart 
Association  in  1973.  These  Standards  are  the  basis  for  emergency 
cardiac  care  by  the  citizen,  emergency  responder,  and  hospital 
professional. 
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CPR  and  first-aid  with  information  about  access  to  EMS  to 
create  knowledgeable  citizen  first  responders  has  become  a national 
priority  for  inclusion  in  grade  and  secondary  schools  as  a regular 
and  recurring  part  of  our  young  peoples’  education.  Last  year  the 
Milford  Secondary  School  CPR  Program  trained  1,000  young 
people  in  the  knowledge  and  techniques  of  emergency  care  delivery. 
That  program  and  its  curriculum  are  serving  as  a model  of  School 
CPR  implementation  strategy  for  many  Connecticut  Schools  and 
the  American  Heart  Association  on  a national  level  for  schools 
throughout  the  country. 

Advanced  f.ife  Support  (AES)  training  was  given  to  52  EMT’s  by 
1976  which  enabled  them  to  provide  hospital  supervised  emergency 
care  by  the  side  of  the  patient.  Fifty  more  ALS  EMT’s  were  trained 
by  1978.  There  are  at  least  nine  ALS  Services  in  Connecticut  at 
present. 

An  Ad  Hoc  Committee  on  Advanced  Life  Support  Programs  in 
Connecticut,  has  been  initiated  to  provide  a uniform  approach  to 
the  qualifications,  emergency  care  education  and  legislation  for 
ALS  delivery  by  EMT  Paramedics  using  a recent  480  hour 
Department  of  Transportation  Course. 

Numerous  AL.S  Courses  for  emergency  physicians,  nurses, 
physicians’  assistants  and  Advanced  EMT’s  are  being  taught 
throughout  the  State  and  have  provided  one  ALS  Instructor  for  31 
of  the  35  acute  care  hospitals,  only  sporadic  other  emergency  care 
programs  are  being  presented. 

Emergency  medicine,  as  a new  medical  specialty,  fell  just  short  of 
recognition  by  the  American  Medical  Association  in  1977,  but  will 
present  its  first  examination  to  qualified  individuals  in  October  of 
1978.  A Section  on  Emergency  Medicine  was  established  within 
the  Connecticut  Medical  Society  last  year.  The  EMS  Committee 
of  the  Connecticut  State  Medical  Society  has  become  a significant 
factor  in  EMS  action. 

PRIORITY  V:  Emergency  Medical  Communications. 

By  1976,  forty-five  Connecticut  communities  had  911  as  an 
emergency  care  access  number.  Ten  additional  communities  are 
slated  to  implement  that  number  in  three  months. 

In  1977,  a statewide  communications  plan  for  the  utilization  of 
ultrahigh  frequency  (UHF)  radio  was  developed  through  the 
CAC/  EMS.  Such  communication  systems  are  necessary  to  provide 
biotelemetry  to  hospitals  for  the  provision  of  on-scene  Advanced 
L.ife  Support.  Waterbury,  New  Haven  and  Bristol  have  developed 
UHF  systems  and  many  others,  such  as  Milford,  are  in  the  process 
of  planning. 

PRIORITY  VI:  Upgrade  Emergency  Ambulance.  Vehicles,  Equip- 
ment and  Medical  Supplies. 

By  1976,  almost  all  ambulances  in  the  State  conformed  with 
recommended  guidelines  for  supplies  and  equipment  as  opposed  to 
1975,  when  none  of  the  State’s  200  ambulances  met  those 
standards.  As  of  today,  about  70%  of  the  State’s  vehicles  complied 
with  Federal  Government’s  General  Services  Agency  (GSA) 
requirements. 

PRIORITY  VII:  Categorize  Hospital  Emergency  Departments. 

On  February  6,  1976,  the  CAC/EMS  adopted  a categorization 
plan  developed  over  a two  year  period.  A Committee  under  Dr. 
Gerald  O.  Strauch  categorized  the  emergency  care  capabilities  of 
Connecticut’s  thirty-five  acute  care  hospitals  into  Limited  (one 
hospital).  Standard,  Major,  or  Comprehensive  Emergency  Servi- 
ces. Further,  that  Committee  has  identified  critical  care  units 
throughout  the  State  for  burns,  cardiac  care,  trauma,  neonatal 
care,  spinal  cord  injuries,  and  psychiatric  and  drug  related 
emergencies. 

There  is  increasing  recognition  of  the  “E.R.”  as  the  initial 
critical  care  unit  of  the  hospital.  Despite  the  many  patients  who  do 
not  present  with  urgent  conditions,  the  personnel  must  have  the 
capabilities  to  deal  with  the  most  formidable  of  medical 
emergencies  and  institute  appropriate  monitoring.  Intra-arterial 


lines,  Swan-Ganz  catheterization,  volume  controlled  dosage  deliv- 
ery are  features  of  an  advanced  emergency  area.  The  AL.S  Program 
has  brought  new  features  into  the  hospital  such  as  the  MAST  trou- 
sers for  control  of  blood  loss,  the  external  cardiac  compressor,  the 
esophageal  obturator  airway,  and  the  finger-activated  oxygen 
powered  breathing  device.  The  “E.R.”  has  in  fact  become  the 
“E.D."  in  1 8 of  Connecticut’s  35  acute  care  hospitals  with  full  status 
with  other  departments  and  most  with  representation  on  the 
hospital  Executive  Medical  Staff  Committee. 

The  Emergency  Room  Doctor  has  become  the  Emergency 
Physician  with  responsibilities  to  evaluate  and  coordinate  hospital 
services  in  the  emergency  area,  act  as  consultant  and  educator  for 
the  EMT’s  and  on  a regional  level  to  bring  together  hospitals, 
rescue  services  and  communities.  Life  Support  in  the  hospital  or 
community  is  a remarkable  force  for  democracy  and  unity  which 
cuts  across  all  disciplines  and  territories. 

The  American  College  of  Emergency  Physicians  and  the 
American  Heart  Association  are  currently  examining  a program 
for  Emergency  Department  evaluation  such  as  mandated  under  the 
Connecticut  L.aw  of  1974. 

PRIORITY  VIII:  Future  System  Development  and  Research 
Funding. 

A Federal  Grant  of  $600,000  has  been  received  by  the  New 
England  States  and  Yale  Medical  School  for  studying  the  regional 
conduct  of  burn  care.  A regionwide  Basic  L.ife  Support  Program  in 
the  Eastern  Area  has  been  funded  by  a CETA  Grant  for  $185,000. 
The  Northwestern  Area  has  been  accorded  $600,000  in  1203  Grant 
monies  while  the  Eastern  Area  has  just  been  allocated  $400,000. 

Protocols  for  optimal  emergency  care  delivery  are  being  evolved 
by  Professional  Advisory  Committees  and  PSRO.  This  year  will  be 
the  year  of  emphasis  on  emergency  care  evaluation. 

The  Strength  of  Money  and  a Strong  Off  ice  of  Emergency  Medi- 
cal Services. 

The  Legislative  Commitment  in  1974  to  a State-wide  EMS 
System  was  a great  step  forward.  That  commitment  is  meaning- 
less without  money  to  make  this  important  program  a reality. 
State  and  local  financial  support  are  needed  to  extend  dramati- 
cally the  medical  control  of  Emergency  Care  in  a manner  illus- 
trated by  the  Mount-Sinai  and  Norwalk  Hospitals,  and  the  St. 
Mary-Waterbury,  St.  Raphael-Yale  New  Haven  complexes. 

The  State  must  come  to  realize  the  significance  of  this  program 
in  financial  terms  that  are  realistic  to  impact  on  upgrading  Emer- 
gency Care.  The  funding  of  an  OEMS  will  make  this  State  Pro- 
gram a reality  because  of  the  strength  generated  through  a 
Central  and  Regional  Control.  The  Government  l egislative  Com- 
mittee on  Appropriations  is  now  considering  the  fate  of  this 
program  for  the  next  year.  It  is  to  be  hoped  that  the  public  and 
medical  community  who  have  testified  so  earnestly  and  vigor- 
ously for  this  funding  will  be  heard  and  heeded. 

Summary 

“ Emergency  Medical  Care:  The  Neglected  Public  Service"  is  a 
lucid  exposition  of  the  efforts  of  a few  dedicated  people  to 
overcome  Connecticut’s  inadequate  preparation  to  handle  medical 
emergencies.  A revolution  in  medical  care  delivery  begun  by  them 
affects  every  Connecticut  citizen,  rescue  service,  medical  center  and 
community,  in  an  effort  to  provide  the  most  expeditious  and 
effective  emergency  care  to  an  individual  threatened  by  illness  or 
injury.  The  current  progress  of  that  program,  now  in  full  swing,  has 
been  reviewed. 

Allan  A.  Brandt,  M.D. 


Chairman,  Milford  Hospital  Emergency  Department 
Vice-Chairman  CSMS/EMS  Committee 
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160  St.  Ronan  Street,  New  Haven,  Conn.  06511 
Telephone  865-0587 


Francis  G.  Sweeney 
Assistant  Executive  Director 
Public  Affairs 


Timothy  B.  Norbeck 
Executive  Director 

Josephine  P.  Lindquist 
Associate  Executive  Director 


Robert  J.  Brunell 

Assistant  Executive  Director 
Scientific  Activities 


Summary  of  Actions 
Council  Meeting 

Thursday,  March  29,  1978 
(Postponed  meeting  of  March  16,  1978) 

I.  Attendance 

Present  in  addition  to  the  Chairman,  Dr.  D.A 
Grendon,  and  the  Vice  Chairman,  Dr.  G.W.  Van 
Syckle,  were:  Drs.  Friedberg,  Freedman,  Kamens, 
Backhus,  Ragland,  Jr.,  Spitz,  Hess,  Canzonetti, 
Bradley,  Cramer,  Fabro,  McGarry,  Sadowski,  Har- 
kins, James,  Mendillo,  Sonnen,  Jameson,  E.  Beck,  R. 
Beck,  Horrax,  Anderson,  Eslami,  Parrella,  Barrett, 
Zlotsky  and  Middleton. 

Also  present:  Dr.  Brandon,  Mrs.  Dindy  Harris, 
Mrs.  Lindquist,  Mr.  Sweeney,  Mr.  Brunell,  Mr. 
Tomat  and  Mr.  Norbeck. 

Absent  were:  Drs.  Johnson,  Krinsky,  Whalen  and 
Magram. 

II.  Routine  Business 
Approval  of  Minutes 

It  was  VOTED  to  approve  the  minutes  of  the 
meeting  of  February  15,  1978,  as  published  and 
distributed. 

Life  Memberships 

It  was  VOTED  to  approve  applications  for  L ife 
Membership  received  from  the  following  eligible 
Active  Members: 

Gerard  M.  Chartier,  Danielson  (W) — 1/1/78 
Daniel  B.  Corwin,  Norwalk  (F) — 1/1/78 
Stephen  Fleck,  New  Haven  (NH) — 1/1/78 
Gerald  Klatskin,  New  Haven  (NH) — 1/1/78 
Michael  Lavorgna,  Hamden  (NH) — 1/1/78 

Election  of  Student  Member 

It  was  VOTED  to  elect  to  Student  Membership  the 
following  Connecticut  resident  who  is  enrolled  in  a 
U.S.  medical  school: 

Samir  Najjar,  Bridgeport  Hospital,  Bridgeport 

Date  of  Next  Meeting 

No  date  was  set  for  an  April  Council  meeting  and 
one  will  be  called  by  the  Chairman,  if  necessary. 


III.  Old,  New  and  Special  Business 
Appointments,  Resignations,  Etc. 

(a)  Appointments  to  the  Drug  Advisory  Council:  At 
the  request  of  Governor  Grasso’s  office,  it  was 
VOTED  to  nominate  Drs.  James  D.  McGaughey, 
III,  Wallingford;  Donald  Pet,  Middletown;  and 
Fred  D.  Sheftell,  Stamford;  (for  appointment  of 
two  members)  to  serve  on  the  Drug  Advisory 
Council  for  three  year  terms. 

(b)  Connecticut  High  Blood  Pressure  Program:  It 
was  VOTED  to  appoint  Dr.  Stuart  A.  Ragland, 
Jr.,  Colebrook,  as  the  CSMS  representative  to  the 
newly  established  state -wide  Council  on  High 
Blood  Pressure. 

Duties  of  Ad  Hoc  Successor  Committee  to  CACS 
(a)  It  was  VOTED  to  direct  the  subject  committee  to 
use  the  four  recommendations  and  the  three 
motions  in  the  Committee  on  Statewide  Medical 
Planning  minutes  of  June  6,  1 977  as  guidelines  for 
their  duties:  They  are  as  follows: 

Recommendations: 

1.  That  the  Committee  accept  the  report  and 
recommend  its  acceptance  by  the  Council. 

2.  That  upon  release  by  HEW,  this  information 
be  reviewed  by  the  panels,  physicians  and 
institutions  participating  in  the  Study. 

3.  That  this  material  be  discussed  with  partici- 
pating physicians  in  a forum  such  as 
workshops  or  seminars. 

4.  That  on  release  of  the  study  by  HEW  for 
publication,  a summary  be  published  in 
Connecticut  Medicine. 

Motions: 

1 . The  Advisory  Committee  of  CACS  approves 
the  concept  of  further  publications  beyond 
the  final  report  which  might  stem  from  this 
study. 

2.  The  responsibility  for  the  scientific  validity 
of  any  ancillary  analyses  or  publications  be 
limited  to  the  Investigators. 
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B-complex  with  C 


an  improved  delivery  system 

sustained  release  by  micro-dialysis  diffusion 

New  B-C-BID  provides  a smooth,  continuous,  predictable  rate  of  release 
of  water-soluble  B-complex  and  C vitamins.  Your  patient  can  now 
retain  more  of  these  vitamins  because  tissue  levels  can  now  be  held  much 
higher  than  was  possible  with  ordinary  formulations. 

Wherever  B-complex  with  C is  indicated  . . . prescribe  the  product  that 
delivers  most  efficiently . . . new  B-C-BID. 


EACH  B-C-BID  CAPSULE  CONTAINS: 

Vitamin  B-1  (Thiamine  Mononitrate)  15  mg 


Vitamin  B-2  (Riboflavin)  10  mg 

Vitamin  B-6  (Pyridoxine)  5 mg 

Niacinamide  50  mg 

Calcium  Pantothenate  10  mg 

Vitamin  C (Ascorbic  Acid)  300  mg 

Vitamin  B-12  (Cyanocobalamin)  5 meg 


DOSAGE:  FOR  CONTINUOUS  24  HOUR  THERAPY, 
ONE  CAPSULE  AFTER  BREAKFAST  AND  ONE  AFTER 
SUPPER.  SAMPLES  ON  REQUEST. 

Formula  developed  and  distributed  by 


GERIATRIC  PHARMACEUTICAL  CORP. 


BOX  68,  FLORAL  PARK,  NEW  YORK  11001 

PIONEERS  IN  GERIATRIC  RESEARCH 


DEVELOPERS  AND  SUPPLIERS  OF  CEVI-BID  • GER-O-FOAM  • ISO-BID 


3.  The  Advisory  Committee  (or  its  designated 
successor)  review  whatever  ancillary  publica- 
tions that  may  emanate  from  the  CACS 
prospectively  for  approval  as  to  following 
the  original  intent  of  the  contract,  and  the 
Study’s  and  Medical  Society’s  commitment 
to  the  physicians  and  institutions  who 
participated. 

(b)  It  was  further  VOTED  that  the  Successor 
Committee  will  have  the  power  to  approve  or 
disapprove  proposed  studies,  subject  to  review  of 
such  decisions  by  the  Council. 

Revision  of  Code  of  Ethics  of  AMA 

In  the  AM  News  of  I / 17/78,  a proposed  revision  of 
the  Code  of  Ethics  was  published  together  with  a 
request' that  all  comments  and/or  views  and  sugges- 
tions be  forwarded  to  the  AMA  Judicial  Council.  The 
Council  approved  the  proposed  new  Code  of  Ethics 
with  the  following  additions  and  amendments: 

Par.  1.  The  primary  objective  of  the  medical  pro- 
fession is  to  serve  patients  competently, 
“with  full  respect  for  their  dignity”  (de- 
leted), and  (added),  “compassionately  and 
with  respect  of  the  worth  of  each  person.” 
Par.  4.  Added  the  sentence,  “Disciplinary  pro- 
ceedings within  the  profession  involving 
the  Code  of  Ethics  and  a physician’s  hon- 
or, reputation  and  right  to  practice  his 
profession  shall  be  conducted  according 
to  the  ethical  principles  of  due  process.” 
Par.  10.  In  addition  to  providing  care  to  patients, 
the  physician  has  a social  responsibility  to 
participate  in  activities  intended  to  im- 
prove the  health  “and  well  being”  (added) 
of  the  community. 

COMPAC 

Having  received  a report  from  Dr.  John  Mendillo, 
New  Haven,  Chairman  of  the  Board  of  COMPAC, 
outlining  his  proposals  for  rejuvenating  the  organiza- 
tion, and  reviewing  a letter  received  from  the  Society’s 
attorney  on  the  subject,  the  Council  expressed  its 
continued  support  of  the  concept  of  COMPAC  and 
suggested  to  the  Chairman  that  he  seek  assistance 
from  Council  members  from  the  various  county 
associations  in  implementing  some  of  his  proposals. 

Summary  Report — National  Commission 
on  the  Cost  of  Medical  Care 

This  report,  which  contains  forty-eight  recommen- 
dations, had  been  referred  to  the  Committee  on 
Statewide  Medical  Planning  for  study,  and  at  the 
Council  meetings  of  February  12  and  March  29,  the 
Council  discussed  the  comprehensive  report  submit- 
ted by  the  Committee  on  SWMP,  which  proposed 
action  on  each  of  the  recommendations.  After  minor 


amendments  in  some  of  the  actions  proposed,  it  was 
VOTED  to  refer  various  items  in  the  report  to 
appropriate  CSMS  committees  for  study  as  to 
applicability  in  Connecticut  and  report  their  opinions 
to  the  Committee  on  SWMP.  It  was  reported  that  the 
chairman  of  the  Committee  on  SWMP  would  call  a 
meeting  of  the  chairmen  of  the  various  committees  to 
which  items  were  referred  for  study  in  June. 

Reports — Fiscal  Subcommittee 

(a)  Request  for  Support  from  AAMSE  Educational 
Fund:  It  was  VOTED  to  appropriate  $200.  to  the 
American  Association  of  Medical  Society  Execu- 
tives for  support  of  its  educational  fund. 

(b)  Communication  from  Dr.  James  Sammons — 
Seminar  on  the  British  National  Health  Services, 
London,  England  5 / 12-17 / 78:  It  was  VOTED  to 
authorize  Dr.  Orvan  W.  Hess  to  be  the  CSMS 
representative  and  appropriate  not  more  than 
$500.  for  expenses  incurred  in  conjunction  with 
the  seminar. 

Medicare  Complaints 

It  was  VOTED  to  receive  as  information  a copy  of 
a letter  from  an  attorney  pertaining  to  a complaint  he 
had  lodged  involving  a Medicare  reimbursement,  and 
a verbal  report  from  Dr.  Sidney  L.  Cramer,  Chairman 
of  the  Committee  on  Peer  Review  Systems.  Following 
discussion  it  was  further  VOTED  to  rescind  the 
Connecticut  State  Medical  Society’s  endorsement  of 
the  1971  CSMS  Relative  Value  Guide. 

Report — Subcommittee  on 
Annual  Meeting  Arrangements 

The  Subcommittee  was  charged  with  studying  and 
evaluating  the  annual  dinner  as  to  format  and 
necessity  for  holding  such  a dinner.  The  Subcommit- 
tee recommended  that  the  annual  dinner  should  be 
continued  and  it  was  VOTED  to  approve  this 
recommendation.  It  was  also  VOTED  to  continue  the 
practice  of  providing  dinner  gratis  to  members  of  the 
House  of  Delegates  and  appropriate  guests,  and  that 
councilors  urge  their  county  leadership  to  attend  this 
function.  The  Subcommittee  reported  that  an  attempt 
is  being  made  to  obtain  a major  speaker  for  the  dinner 
and  some  new  innovations  would  be  made  in  the 
format  and  quality  of  the  dinner  to  provide  an 
enjoyable  evening. 

Report-Subcommittee  on 
Preliminary  Study  of  Nominations 

The  report  of  the  Subcommittee,  regarding  election 
of  officers,  was  considered  in  executive  session  and 
with  several  amendments,  it  was  VOTED  to  approve 
the  report  of  the  Subcommittee  and  to  transmit  a 
complete  slate  of  nominees  to  the  House  of  Delegates,' 
with  Council  recommendation  for  approval  by  the 
House. 
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Attendance  at  Council  Meetings 

In  executive  session,  it  was  VOTED,  that  attend- 
ance at  Council  meetings  would  be  restricted  to 
Officers  and  Councilors  of  the  Society,  Deans  of 
Medical  Schools  or  appointed  representatives.  Execu- 
tive Directors  of  County  Associations,  Executive 
Director,  Associate  Executive  Director  and  Assistant 
Directors  of  CSMS,  President  of  the  Auxiliary  to 
CSMS  and  such  others  as  may  be  specifically  invited 
to  attend  meetings  for  the  purpose  of  discussing 
specific  items  on  the  agenda. 

Confidentiality  and  the  Collection 
of  Patient  Information 

Having  received  a proposal  submitted  by  the 
Fairfield  County  Association  with  respect  to  the 
subject  of  confidentiality,  it  was  VOTED  to  refer  the 
proposal  back  to  Fairfield  County  together  with  the 
Joint  Report  of  the  Council  on  Medical  Service  and 
the  Judicial  Council  of  the  AMA  which  is  a 
comprehensive  document  recently  published  and 
includes  a complete  discussion  and  guidelines  on  the 
subject  of  confidentiality.  It  was  further  noted  that  it 
might  be  more  appropriate  for  Fairfield  County  to 
take  an  action  following  the  study  of  the  AMA  report. 

Annual  Reports  of  Committees, 

Representatives  and  Advisors  1977-78 

Being  advised  by  staff  that  none  of  the  subject 
reports  made  recommendations  for  action  by  the 
House  of  Delegates,  it  was  VOTED  to  transfer  all 
annual  reports  to  the  House  of  Delegates  and  to  direct 
the  Speaker  and/or  Vice  Speaker  “to  make  recom- 
mendations concerning  the  action  required  on  each 
report.” 

N.B.:  The  foregoing  is  a summary  of  the  proceedings 
and  actions  of  the  Council  on  March  29,  1978. 
Detailed  minutes  of  the  meetings  are  on  file  at 
160  St.  Ronan  Street,  New  Haven,  for  perusal 
by  any  interested  member  of  the  Society. 


In  Memoriam 


ECKERT,  GEORGE  R., Tufts  Medical  School,  1933. 
Dr.  Eckert  was  a general  practitioner  in  the  Fairfield 
area  since  1936.  He  was  on  the  staff  at  Danbury 
Hospital  for  42  years.  A World  War  II  veteran,  he  was 
a Eight  surgeon  with  the  15th  Air  Force  in  Italy.  He 
was  a member  of  the  Fairfield  County  Medical 
Association,  the  Connecticut  State  Medical  Society 
and  the  American  Medical  Association.  Dr.  Eckert 
died  February  27,  1978,  at  the  age  of  68. 


GREENHOUSE,  HERMAN  R.,  New  York  Medical 
College,  1944.  Dr.  Greenhouse  was  a general 
practitioner  in  the  New  Haven  area  since  1945. 
During  World  War  II  he  served  as  a Captain  in  the 
U.S.M.C.  He  was  a member  of  the  New  Haven 
County  Medical  Association,  the  Connecticut  State 
Medical  Society  and  the  American  Medical  Associa- 
tion. Dr.  Greenhouse  died  March  16,  1978,  at  the  age 
of  59. 

ROSENTHAL,  MOE  BERNARD,  Creighton  Uni- 
versity School  of  Medicine,  1934.  Dr.  Rosenthal  was 
a psychiatrist  in  the  Hartford  area  since  1956.  A 
native  of  New  York  City,  he  had  lived  in  this  area  13 
years.  He  was  associated  with  the  Institute  of  Living 
and  Mount  Sinai  Hospital  and  was  an  associate 
professor  of  psychiatry  at  the  University  of  Conn. 
Medical  School  in  Farmington.  He  was  also  staff 
child  psychiatrist  at  the  Hartley-Salmon  Child 
Guidance  Clinic  in  1964.  He  was  a member  of  the 
Hartford  County  Medical  Association,  the  Connecti- 
cut State  Medical  Society  and  the  American  Medical 
Association.  Dr.  Rosenthal  died  January  22,  1978,  at 
the  age  of  68. 

SANTORO,  GRACE  M.,  Cornell  Medical  School, 
1924.  Dr.  Santoro  was  a practicing  physician  and 
surgeon  in  Waterbury  for  many  years.  She  was  a 
member  of  the  New  Haven  County  Medical  Associa- 
tion, the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Santoro  died 
February  23,  1978,  at  the  age  of  77. 

SWEET,  ALFRED  N.,  University  of  Maryland, 
1918.  Dr.  Sweet  was  an  orthopedic  surgeon  in  the 
Middlesex  area  since  1920.  He  served  as  director  of 
orthopedic  surgery  at  the  Middlesex  Memorial 
Hospital  and  in  1975  was  named  the  hospital’s 
director  emeritus.  He  was  a consulting  orthopedic 
surgeon  at  Connecticut  Valley  Hospital,  New  Britain 
General  Hospital  and  the  Newington  Children’s 
Hospital.  He  also  served  in  the  Navy’s  medical  service 
during  World  War  II.  Dr.  Sweet  was  a member  of  the 
Middlesex  County  Medical  Association,  the  Connec- 
ticut State  Medical  Society  and  the  American 
Medical  Association.  He  died  March  1,  1978,  at  the 
age  of  83. 

I NSW  ORTH,  ARTHUR  C„  University  of  Vermont 
1931.  Dr.  Unsworth  was  a ophthalmologist  in  the 
Hartford  area  since  1936,  until  his  retirement  in  1972. 
He  was  a member  of  the  Hartford  County  Medical, 
the  Connecticut  State  Medical  Society  and  the 
American  Medical  Association.  Dr.  Unsworth  died  in 
February,  1978,  at  the  age  of  72. 
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PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  160  St.  Ronan  Street,  New  Haven.  Connecticut  0651 1 (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in  two 
consecutive  issues  of  Connecticut  Medicine. 

OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Anesthesiologist:  Wanted  to  join  group  in  private  practice  in  175 
bed  hospital  in  eastern  Ct.  Send  CV  to  CSMS. 

L ong  established  practice  of  solo  physician  with  fully  equipped 
office.  Available  June  1978  in  Middlesex  County.  Send  CV  to 
CSMS. 

Rare  opportunity  to  share  busy  suburban  practice  near  two 
community  hospitals.  Salary  first  year,  mutual  agreement  thereaf- 
ter. H G.  Plakins,  M .D.,  245  No.  Main  St.,  Wallingford,  CT  06492. 

Internal  Medicine-Primary  Care:  Solo  practice  available.  Contact 
Thomas  Taylor,  M.D.,  2 White  Oak  Rd.,  Woodbury,  CT  06798. 
203-263-2404. 

Pathology:  Board  eligible  or  certified.  Estimated  service  population 
25.000  plus.  Contact  H.L  . Green,  Jr.,  Administrator,  Winsted 
Memorial  Hospital,  Winsted,  CT  06098.  203-379-3351. 

Internal  Medicine:  Office  available  June  1978,  in  new  small  medical 
building.  Possible  association  with  established  internist.  In 
Wethersfield,  with  easy  access  to  Hartford  Hospital.  Contact  Carl 
H.  Braren,  M.D.,  Wethersfield  Office  Park,  465  Silas  Deane 
Highway,  Wethersfield,  CT  06109.  203-563-2866. 

Internal  Medicine/Family  Practice:  Fully  equipped  1 100  sq.  ft. 
office  with  x-ray  (Minus  patient  records)  for  sale  or  lease.  Excellent 
site-good  parking.  Oliver  B.  Bond,  M.D.,  Hayes  House,  44 
Strawberry  Hill  Avenue,  Stamford.  CT  06902. 

Internal  Medicine:  Medical  Director.  Community  Health  Service. 
Board  eligible  in  IM  with  training  in  Ped.  or  FP.  Primary  Care  in 
community  health  clinic  in  an  urban  setting.  Pop.  10,000, 
southwestern  Hartford  area.  Salary  and  benefits  competitive 
according  to  qualifications  and  experience.  Suitable  academic 
position  at  UConn  School  of  Medicine  will  be  pursued  as  well  as 
affiliation  with  the  four  area  hospitals.  Mr.  Armand  B.  Cognetta, 
Jr..  170  Hillside  Avenue,  Hartford,  CT  06106.  203-522-3819. 

Pediatrics:  Board  eligible/certified,  wanted  to  join  Internist  in  fast 
growing  Northern  Fairfield  County  town.  Call  203-746-3300. 

Psychiatrist:  Southeast  CT.  Now  working  less  than  half  time  and 
contemplating  retirement.  Practice  readily  transferable.  Unique 
opportunity  for  secure  income  with  minimal  expense  while  building 
own  practice  in  an  area  requiring  additional  psychiatric  service. 
Contact  CSMS-Psy. 

Radiology:  Board  certified  diagnostic  radiologist  to  work  4-6 
months  yearly  to  augment  a group  in  the  greater  Hartford  area. 
Compensation  arrangements  very  reasonable.  Contact  CSMS- 
Rad. 


PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
ANESTHESIOLOGY 

July  ’78.  Age  33.  Am.  Bd./elig.  (Part  I ABA).  MD  from  Taiwan. 
Rotating  int.  at  City  Hosp.,  NY.  Res.  (surg)  Harlem  Hosp.,  NY, 
(anesth)  Kings  Cty.  Hosp.,  NY.  Solo,  grp.  or  assoc,  practice 
desired.  Yi-Shien  Lin,  M.D.,  636  Brooklyn  Ave.,  Apt.  I4C, 
Brooklyn,  NY  1 1203. 

July  ’78.  Age  29.  FL.EX.  Am.  Bd./elig.  MD  from  India.  Int.  at 
Muhlenberg  Hosp.,  NJ.  Res.  at  Einstein.  Solo,  grp.  or  assoc, 
practice  in  Ct.  Jitendra  G.  Patel,  M.D.,  133-52  Avery  Ave., 
Flushing,  NY  11355. 


FAMILY  PRACTICE 

(Emer.  Rm.)  July  '78.  Age  35.  MD  from  Univ.  of  Lausanne, 
Switzerland.  Int.  at  Mt.  Sinai  Hosp.  and  res.  at  St.  Francis  Hosp.. 
Hartford,  CT.  Grp.,  assoc,  or  institutional  practice  in  large  or  med. 
community.  Simon  1 ...  Migale,  M.D.,  1722  Av.  Jeanne  Mance, 
Quebec.  Canada  Gil  3Z4. 


INTERNAL  MEDICINE 

Gastroenterology:  July  ’78.  Age  31 . Am.  Bd./cert.  MD  from  Syria. 
Int.  at  Worcester  City  Hosp.,  Mass.  Res.  at  Jersey  Shore  Med.  Ctr., 
NJ  and  fellowship  in  Digestive  Diseases  at  NJ  Coll,  of  Med.  Wishes 
grp.  or  assoc,  practice  in  med.  community.  Mohammad  H.  Al- 
Asha,  M.D.,  70  Branch  Brook  Dr.,  Belleville,  NJ  07109. 

Gastroenterology:  July  ’78.  Age  31.  Nat’l.  bds.,  cert.  MD  from 
George  Washington  Univ.  Int.  and  res.  at  Ohio  State  (medicine), 
also  res.  at  George  Washington  (pathology).  Fellowship  at  Ohio 
State  and  Univ.  of  CA.  Skilled  in  esophageal  motility  and 
manometry,  endoscopy,  colonoscopy,  polypestomy,  ERCP. 
Wishes  solo  or  assoc,  practice.  Matthew  N.  Apter,  M.D.,  1444B 
Cliff  Ct.,  Columbus,  O 43204. 

Gastroenterology:  July  ’78.  Age  32.  Nat’l.  bds.,  cert.  M D from  NY. 
Int.,  res.  and  fellowship  at  Med.  Coll,  of  VA.  Also  fellowship  at 
Emory  Univ.  Presently  instructor  at  VA.  L arge  or  med.  community 
in  grp.,  assoc,  or  institutional  practice.  James  J.  Boylan,  M.D.,  823 
Arlington  Circle,  Richmond.  VA  23229. 

Cardiology:  July  ’78.  Age  29.  Am.  Bd./cert.  MD  from  Dacca  Med. 
Coll.,  Bangladesh.  Int.  at  L.awrence  Hosp.,  NY.  Res.  in  IM  and 
fellowship  in  cardiology  at  Bronx  VA,  Mt.  Sinai  Hosp.  and  Sch.  of 
Med.,  City  Univ.  of  NY.  Res.  in  Pathology  at  St.  Vincent’s  Hosp. 
and  Med.  Ctr.  of  NY.  Mohammad  S.  Choudhry,  M.D.,  1523 
Central  Ave.,  Yonkers,  NY  10710. 

IM/Allergy/Clinical  Immun.:  July  ’78.  Age  32.  Nat’l.  bds. /cert. 
AM1M.  MD  from  SUNY.  Int.  at  Univ.  of  Wisconsin.  Res.  in  med. 
at  Tufts.  Fellowship  (immun.)  at  Mayo  Clinic  and  (allergy)  at 
Mass.  Gen.  Would  like  primarily  to  practice  allergy/ immun.  but 
would  agree  to  some  gen.  IM.  L.arge  or  med.  community.  Solo,  grp. 
or  assoc,  practice.  Raymond  J.  Dattwyler,  M.D.,  53  Halsey  Ave., 
Wellesley,  Mass.  02181. 

July  ’78.  Age.  29.  Nat’l.  bds.  — Part  1,  II  & HI.  Am.  Bd./elig.  MD 
from  Med.  Coll,  of  Wisconsin,  Int.  at  Hartford  Hosp.  Res.  at 
Faulkner  Hosp.,  Mass.  Would  prefer  grp.  situation — preferably 
multi-specialty  grp.  practice  in  large  or  med.  community.  James  R. 
Demicco,  M.D.,  21  Woodland  St.,  Boston,  Mass.  02130. 

Gastroenterology:  July  ’78.  Age  32.  Nat’l.  bds.,  cert.  MD  from 
Einstein.  Int.  at  Maimonides  Med.  Ctr.,  NY.  Res.  at  Montefiore 
Hosp.,  Bronx  Ctr.,  L enox  Hill  Hosp.,  NY.  Fellowship  at  Columbia 
Presbyterian  Med.  Ctr.,  and  Lenox  Hill  Hosp.  Grp.  or  assoc, 
practice.  Myron  D.  Goldberg,  M.D.,  3755  Henry  Hudson 
Parkway,  Riverdale,  NY  10463. 
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Your  Patient 
Saves  Dollars 

with  Generics 

by  PUREPAC 

Here’s  Proof! 

These  products  and  prices  were  taken  directly 
from  newspaper  advertising  by  various  retail  pharmacies. 

QUANTITY  BRAND  NAME®  PRICE  PUREPAC  GENERIC  PRICE  SAVINGS 

30 Polycillin(250mg.) $8.70  Ampicillin(250mg.) $2.40  $6.30 

100 Equanil  (400  mg.)G 8.09  . . Meprobamate  ooo  mg.  ><3  1.83  6.26 

100 Darvon  Comp.  65  (3  7.83  . Propoxyphene  HC1  Comp.  65  © 4.63  . 3.20 

100 Pavabid  (150  mg.) 11.73  . Papaverine  HC1  T.R.(ioo  mg.) 4.33  . 7.40 

100 Thorazine  (50  mg.) 6.03  . . Chlorpromazine  HC1(50  mg.) 3.23 . . 2.80 

100 Libriumoo  mg.)6 7.11  . . Chlordiazepoxide  HC1  (io  mg.)(3  . 4.89  . 2.22 

The  savings  add  up!  So,  when  you  prescribe  generics,  specify  Purepac, 
the  largest  generic  manufacturer  in  America. 


AMERICA’S  LEADING  NATIONAL  BRAND  OF  GENERICS 


Purepac 

Elizabeth,  NJ  07207 


Brand  names  are  registered  trademarks  of 
Bristol  Labs.,  Wyeth  Labs.,  Eli  Lilly  Q Co., 
Marion  Labs.,  Smith  Kline  & French  Labs., 
Roche  Labs,  respectively. 


INTERNAL  MEDICINE-CONTINUED 
Cardiology:  July  78.  Age  28.  Nat’l.  bds.;  cert.  MD  from  India.  Int. 
at  Maimonides  Med.  Ctr.,  NY.  Res.  at  Mt.  Sinai  Hosp.,  NY  and 
fellowship  at  Cleveland  Clinic.  Wishes  solo,  grp.,  or  assoc,  type 
practice.  Would  prefer  a situation  where  facilities  for  cardiac 
catheterization  are  available.  Romesh  K.  Japra,  M.D.,  440 
Richmond  Park,  East,  #407-C,  Richmond  Hts.,  O 44143. 

Hematology-Oncology:  July  78.  Age.  31.  Am.  Bd./cert.  MD  from 
India.  Res.  and  fellowship  at  Bronx  L ebanon  Hosp.  Grp  , assoc., 
solo  or  institutional  practice  desired  in  CT.  Ramesh  R.  Karia, 
M.D.,  2431  Webb  Ave.,  Apt.  9E,  Bronx,  NY  10468. 

July  78.  Age  28.  FLEX.  AB-elig.  MDand  int.  from  Glasgow  Univ., 
Scotland.  Res.  at  Assoc.  Hosp.,  Rochester,  NY.  Solo,  grp.  or  assoc, 
practice.  Quality  patient  oriented,  primary  care/IM.  Robert  A. 
Browne,  M.D.,  513  Richardson  Rd.,  Rochester,  NY  14623. 

Diabetes/Endocrinology:  July  78.  Age  28.  Nat’l.  bds.,  cert.  MD 
from  Johns  Hopkins.  Int.,  res.  and  fellowship  at  Beth  Israel, 
Boston.  Also  fellowship  at  Joslin  Diabetes  Foundation,  Mass. 
Solo,  grp.  or  assoc,  in  large  community  in  CT.  Contact  CSMS- 
RAC. 

July  78.  Age  37.  AB-cert.  Pre-med  and  MD  in  Saigon.  Int.  and  res. 
at  Mt.  Sinai  Hosp.,  Hartford,  CT.  Will  consider  all  types  of 
practice  in  anv  size  community.  Contact  CSMS-GNH. 

Endocrinology:  July  78.  Age  29.  Nat’l.  bds.,  cert.  MDfrom  Albany 
Med.  Coll.  Int.  and  res.  at  North  Shore  Univ.  Hosp.,  NY  and  Mem. 
Sloan  Kettering  Cancer  Ctr.,  NY.  Fellowship  in  endoc.  at  NY 
Hosp.,  Cornell  Med.  Ctr.  Grp.  or  assoc,  practice  desired  in  large 
community.  Frederick  Lewis,  M.D.,  44  S.E.  68th  St..  NY,  NY 

July  78.  Age  34.  Elig.  MD  from  Stanley  Med.  Coll..  Univ.  of 
Madras.  Res.  at  Louis  A.  Weiss  Mem.  Hosp.,  Chicago.  Grp.,  assoc, 
or  institutional  practice  desired.  Prefer  community  with  good 
school  facilities.  Total  clinical  experience  10  years,  6 of  which  were 
Postgrad,  training.  Palghat  V.  Mohan,  M.D.,  4600  N.  Clarendon 

July  78.  Age  33.  Nat’l.  bds.,  elig.  MD  from  Med.  Coll,  of  PA.  Int. 
and  res.  at  Bridgeport  Hosp.  Grp.  or  assoc,  practice  in  large  or 
med.  community.  Asta  K.  Potter,  M.D.,  1575  Boston  Ave., 
Bridgeport.  CT  06610. 


Cardiology:  July  78.  Age  30.  Nat’l.  bds.,  cert.  MDfrom  Jefferson. 
Int.  at  Long  Island  Jewish  Med.  Ctr.,  res.  at  Westchester  Med.  Ctr., 
Now  doing  fellowship  at  Norwalk  Hosp.  Grp.  or  assoc,  practice 
desired  in  large  or  med.  community.  Barry  A.  Rosen.  M.D.,  5-16 
Bedford  Ave.,  Norwalk,  CT  06850. 


Pulmonary:  July  78.  Age  38.  AB-elig.  MD  from  Univ.  of  Ceylon. 
Rotating  int.  and  1M  res.  at  Beekman  Downtown  Hosp. 
Fellowship  at  VA  Hosp.,  East  Orange,  NJ.  Will  consider  all  types 
of  practice  in  any  size  community.  Ambalavany  Shanmuganathan, 
M.D.,  394  Tremont  Ave.,  #BI,  East  Orange,  NJ  07018. 


Oncology:  June  78.  Age  29.  Nat’l.  bds.,  cert.  MD  from  Univ.  of 
Rochester.  Int.  and  1st  yr.  res.  at  NY  Hosp.,  2nd  yr.  at  Mem. 
Hosp.,  NY.  Desire  med.  sch.  affiliation,  with  teaching  responsibili- 
ties. Thomas  R.  Spitzer,  M.D.,  25  Duncannon  Ave.,  Apt.  9, 
Worcester,  MA  01604 

July  78.  Age  31.  Applied  for  Conn,  license.  Nat’l.  bds.,  elig.  MD 
from  Einstein.  Int.  and  res.  at  Georgetown.  Grp.  or  assoc,  practice 
in  med.  community  in  Southwest  CT.  Charles  L.  Starke,  M.D., 
4540  MacArthur  Blvd.,  Apt.  Ill,  Washington,  D.C.  20007 


OPHTHALMOLOGY 

July  78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  Upstate  Med.  Ctr.  Int. 
at  Buffalo  Gen.  Res.  at  SUN Y-Buffalo.  All  types  of  practice 
considered  in  any  size  community.  Training  at  univ.  program 
including  all  surgical  procedures  (phacoemulsification  intraocular 
lenses,  etc.)  Harold  Hedaya,  M.D.,  739  Lafayette  Ave.,  Buffalo, 
NY  14222. 

PATHOLOGY 

Cyto-pathologist,  experienced  lab  director  in  Ct.  Cert.,  seeking 
part-time  position.  Flexible  schedule.  Contact  CSMS-Path.E.O. 

PEDIATRICS 

Aug.  78.  Age  33.  Nat’l.  bds.,  cert.  MD  from  Downstate.  Int.  at 
Kings  Cty.  Hosp.  Res.  at  Long  Island  Jewish  Med.  Ctr.  Presently 
completing  fellowship  in  Neonatology  at  Fitzsimons  Army  Med. 
Ctr.  Wishes  grp.  or  assoc,  practice  in  med.  community.  Harvey  M. 
Reich,  M.D.,  602  Bjornstad  St.,  Ft.  Benning,  GA  31905. 

Hematology-Oncology:  July  78.  Age  29.  FLEX.  Am.  Bd./elig. 
MD,  int.  res.  and  fellowship  all  at  Kansas  Univ.  Grp.  or  assoc, 
practice  in  large  community.  David  Rosen,  M.D.,  8612  Reinhardt, 
Leawood.  KA  66206. 

July  78.  Age  3 1 . Nat’l.  bds.,  elig.  M D from  SUNY.  Int.  and  res.  at 
Children’s  Hosp.,  Buffalo.  Presently  in  practice.  Solo  (Possibly), 
grp.  or  institutional  practice  in  a large  or  med.  community. 
Ambulatory  and  Community  pediatrics  background.  Wants  to 
remain  in  primary  care  with  back-up  and  academic  orientation. 
Robert  J.  Schulman,  M.D.,  16  Orchard  Terr.,  Sodus,  NY  14551. 

July  78.  Age  30.  Nat’l.  bds.,  FLEX,  elig.  MD  from  Ohio  State.  Int. 
and  res.  at  Children’s  Hosp.,  Columbus,  O.  Fellowship  at  Emory 
Univ.-Ped.  Infectious  Diseases  and  Immunology.  Would  prefer 
grp.  or  assoc,  setting.  Sedat  S.  Shaban,  M.D.,  3700  Buford  Hwy., 
Apt.  19.  Atlanta,  GA  30329. 

RADIOLOGY 

July  78.  Age  3 1 . Nat’l.  bds.,  cert.  M D from  Univ.  of  Southern  CA. 
Int.  and  res.  at  L .A.  County-USC.  Formerly  a Ct.  resident.  Grp.  or 
assoc,  practice.  Franklin  Li,  M.D.,  3160  Las  Lunas  St.,  Pasadena, 
CA  91  107. 

SURGERY 

Gen.  & Vascular:  July  78.  Age  30.  Nat’l.  bds.,  elig.  M D from  Univ. 
of  Illinois.  Int.  and  res.  at  Strong  Mem.  Hosp.,  Univ.  of  Rochester. 
Grp.  practice  in  large  or  med.  community  desired.  Charles  E. 
Paterson,  M.D.,  169  Shelbourne  Rd.,  Rochester,  NY  14620. 

Thoracic  & Cardiovascular:  Available  now.  Age  35.  Nat’l.  bds.. 
Am.  Bds. /cert-Gen.  Surg.,  elig.  Thoracic.  MD  from  Med.  Coll,  of 
Wise.  Int.  and  res.  at  St.  Elizabeth’s  Hosp.,  Boston.  Thoracic  res. 
and  fellowship  at  Temple  Univ.  Presently  in  practice.  Solo,  grp.  or 
assoc,  practice.  Godfrey  C.  Pinder,  M.D.,  12  Carriage  Way, 
Montclair,  NJ  07042. 

UROLOGY 

July  78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  Einstein.  Int.  at 
Metropolitan  Hosp.  and  res.  at  Montefiore  and  Bronx  Municipal. 
Grp.  or  assoc,  practice  in  large  or  med.  community.  Rodney  A. 
Becher,  M.D.,  2400  Johnson  Ave.,  Riverdale,  NY  10463. 

July  78.  Age  40.  Elig.  for  Ct.  license.  Am.  Bd./elig.  MD  from 
India.  Int.  and  res.  at  Beth  Israel  Hosp.,  NY.  Solo,  grp.  or  assoc, 
practice  in  med.  community.  Baikunth  N.  Bhargava,  M.D.,  353E 
17th  St..  #2IC„  NY,  NY  10003. 

July  78.  Age  30.  Nat’l.  bds.,  elig.  MD  from  George  Washington 
Univ.  Int.  at  Med.  Univ.  of  S.  Carolina.  Res.  and  fellowship  at 
Maimonides  Med.  Ctr.,  NY.  Solo,  grp.  or  assoc,  practice  desired. 
Arthur  l Soben,  M.D.,  950^I9th  St.,  #6F,  Brooklyn,  NY  I 1219. 
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Erythema  Chronicum  Migrans  and  Lyme  Arthritis: 
Related  Problems  Recently  Recognized  in  Connecticut 

ALIEN  C.  STEERE,  M.D.,  JOHN  A.  HARDIN,  M.D. 

AND  STEPHEN  E.  MALAW1STA,  M.D. 


Lyme  arthritis,  a new  inflammatory  joint  disorder, 
has  been  occurring  in  southeastern  Connecticut  at 
least  since  1972  with  the  peak  onset  of  new  cases  in  the 
summer  and  early  fall.1  2 In  our  initial  retrospective 
analysis  from  December  1975  to  April  1976,  we 
studied  51  residents — 39  children  and  12  adults — of 
Old  Lyme,  Lyme,  and  East  Haddam,  Connecticut 
(total  population:  12,000)  who  had  arthritis  character- 
ized by  typically  brief  but  recurrent  episodes  of 
swelling  and  pain  in  a few  large  joints,  especially  the 
knee,  with  longer  periods  of  complete  remission.  The 
entity  was  recognized  in  1975  because  of  close 
geographic  clustering  of  children  with  what  was 
thought  to  be  juvenile  rheumatoid  arthritis  (first 
reported  by  two  mothers  from  Lyme  to  the  State 
Health  Department,  which  informed  us).  Epidemio- 
logic analysis  of  the  clustering  suggested  transmission 
of  a causative  agent  by  an  arthropod  vector. 
Furthermore,  13  of  the  51  patients  described  an 
unusual  expanding  skin  lesion  before  the  onset  of  the 
arthritis  consistent  with  the  entity  erythema  chroni- 
cum migrans,  known  in  Europe  and  Scandinavia  for 
more  than  50  years  and  thought  to  result  from  tick 
bites,114  but  not  associated  there  with  arthritis. 

The  following  summer  of  1976,  we  studied  32 
patients  prospectively  with  the  recent  onset  of 
erythema  chronicum  migrans,  Lyme  arthritis,  or 
both.15  16  The  skin  lesion  (24  patients)  began  as  a red 
macule  that  expanded  to  form  a large  red,  annular 
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lesion  as  much  as  50  cm  in  diameter  typically  lasting 
about  3 weeks.  About  half  the  patients  developed 
more  than  one  lesion  followed  sometimes  by 
evanescent  lesions.  Three  patients  remembered  tick 
bites  at  the  site  of  the  initial  skin  lesion  4 to  20  days 
before  its  onset.  A median  of  one  month  later,  14 
patients  developed  a monoarticular  or  oligoarticular 
arthritis;  5 others  experienced  migratory  polyarthritis. 
However,  in  addition  to  arthritis,  4 patients  had 
neurologic  abnormalities  (cranial  nerve  palsies, 
sensory  radiculopathy,  and  lymphocytic 
meningitis) — previously  described  following  erythema 
chronicum  migrans  in  Europe  (tick-borne  meningo- 
polyneuritis  [Garin-Bujadoux,  Bannwarth]  )17'27- 
and  2 had  myocardial  conduction  abnormalities  of 
the  atrioventricular  node. 

An  infectious  etiology  of  the  disease  has  been 
favored  both  here  and  abroad,  but  attempts  to 
identify  the  causative  agent,  to  date,  have  been 
unsuccessful.  However,  based  on  the  initial  examina- 
tion of  30  new  patients  referred  during  different  stages 
of  the  illness,  we  reported  the  presence  of  cryoimmu- 
noglobulins  associated  with  the  clinical  activity  of 
skin  and  joints,  which  supported  the  hypothesis  of  a 
common  origin  of  skin  and  joint  lesions  and  suggested 
that  circulating  immune  complexes  may  play  a 
pathogenetic  role  in  Lyme  arthritis.2*' 24 

The  following  description  of  the  clinical,  epidemio- 
logic, and  laboratory  features  of  the  illness  is  based  on 
21 1 patients  seen  at  the  Yale  University  School  of 
Medicine  during  the  past  two  years. 

Initial  Clinical  Manifestations 

Skin:  The  illness  often  begins  with  a characteristic 
skin  lesion,  erythema  chronicum  migrans  (Table  1 ). 
The  initial  lesion,  usually  on  a proximal  extremity  or 
the  trunk  (the  thigh,  buttock,  and  axilla  are 
particularly  common),  begins  as  a red  macule  or 
papule  that  expands  to  form  a large,  annular  lesion  as 
much  as  50  cm  in  diameter,  typically  lasting  about  3 
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weeks  (range  2 days  to  3 months).  The  outer  border  is 
typically  an  intense  red  and  usually  flat,  the  middle 
often  shows  partial  clearing,  and  the  center  is 
sometimes  indurated  and  a deeper  red.  In  a few,  the 
entire  lesion  remains  an  even  intense  red,  secondary 
rings  form  within  the  initial  one,  or  the  lesion 
becomes  bluish  as  it  fades.  Soon  after  the  initial 
lesion,  some  patients  develop  additional  lesions  that 
are  usually  smaller  and  lack  the  indurated  center. 
During  resolution,  new  evanescent  lesions  occasional- 
ly appear.  No  mucosal  involvement  is  observed.  The 
lesions  sometimes  produce  a burning  sensation  and 
are  often  hot  to  touch.  The  original  skin  lesion  or 
lesions  may  become  faintly  visible  again  before 
recurrent  attacks  of  arthritis.  When  present,  erythema 
chronicum  migrans  is  the  best  clinical  marker  for  the 
illness. 

Table  I 

INITIAL  CLINICAL  MANIFESTATIONS 

Erythema  chronicum  migrans 

Associated  symptoms 
Malaise  and  fatigue 
Chills  and  fever 
Headache 
Stiff  neck 
Backache 
Myalgias 
Sore  Throat 

Physical  findings 
Temperature  (37.8°-39.4°  C) 

Regional  or  generalized  lymphadenopathy 
Periorbital  edema 
Malar  rash 
Maculopapular  rash 

Associated  findings:  Malaise  and  fatigue,  chills  and 
fever,  headache,  and  stiff  neck — complaints  sugges- 
tive of  aseptic  meningitis — are  the  most  common 
symptoms  associated  with  the  onset  of  the  skin  lesion 
or  preceding  it  by  a few  days.  Some  patients  also  have 
backache,  myalgias,  nausea  and  vomiting,  and  sore 
throat.  These  symptoms  usually  last  for  only  a few 
days  but  in  some  are  recurrent  or  more  persistent.  The 
malaise  and  fatigue,  which  may  be  incapacitating, 
sometimes  lingers  for  weeks. 

On  physical  examination,  patients  often  have  low- 
grade  fever,  some  have  regional  or  generalized 
lymphadenopathy,  and  a few  have  a malar  rash, 
periorbital  edema,  or  mildly  erythematous  tonsils. 
Some  patients  have  maculopapular  rashes,  sometimes 
limited  to  sun-exposed  areas. 

Some  of  these  signs  and  symptoms,  most  common- 
ly malaise,  fatigue,  or  low-grade  fever,  may  be  present 
before  or  during  recurrent  attacks  of  arthritis. 

Later  Clinical  Manifestations 

Joints:  The  arthritis  usually  begins  suddenly  in  one 
or  a few  joints  a median  of  one  month  after  the  onset 
of  the  skin  lesion  (Table  2).  However,  the  duration 


Table  2 

LATER  CLINICAL  MANIFESTATIONS 


Joints 

Onset 

Monoarticular 
Oligoarticular 
Migratory  polyarticular 

Nervous  System 

Cranial  nerve  palsies 
Sensory  radiculopathy 
l ymphocytic  meningitis 

Heart 

Atrioventricular  node  block 
Left  bundle  branch  block 
Right  bundle  branch  block 
ST-T  wave  changes 

from  the  lesion  to  the  arthritis  is  highly  variable  and 
may  be  as  long  as  two  years.  The  knee  is  most 
commonly  affected,  followed  by  other  large  joints,  the 
temporomandibular  joint,  and  occasionally  by  small 
joints  of  the  fingers  and  toes  (Figure  1).  Although  the 
arthritis  more  often  remains  monoarticular  or 
oligoarticular,  some  patients  hav.e  migratory  joint 
pains,  particularly  at  the  beginning  of  the  illness, 
usually  one  or  two  joints  at  a time,  and  involving 
many  joints.  The  duration  of  the  arthritis  in  a single 
joint  is  characteristically  short  (about  one  week),  but 
sometimes  persists  for  many  months.  Most  patients 
have  recurrent  attacks  usually  separated  by  longer 
periods  of  remission.  However,  even  in  an  individual 
patient,  the  severity  and  duration  of  attacks  and  the 
intervals  between  them  are  highly  variable  and 
therefore  unpredictable.  Although  the  arthritis  is 
similar  in  children  and  adults,  adults  sometimes 
describe  transient  arthralgias  between  attacks  and 
therefore  believe  that  the  illness  is  on-going,  while 
children  more  often  seem  to  be  in  complete  remission 
at  such  times.  Recurrent  attacks  may  continue  for 
several  years. 


Lyme  Arthritis 
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Figure  I 

The  frequency  of  joints  involved  in  78  patients  with  Lyme 
arthritis  is  seen.  The  knee,  other  large  joints,  and  the 
temporomandibular  joint  are  most  often  affected. 


354 


CONNECTICUT  MEDICINE,  JUNE,  1978 


On  physical  examination,  affected  knees  are 
typically  very  swollen  and  often  hot,  but  rarely  red. 
The  swelling  is  frequently  out  of  proportion  to  the 
pain.  Baker’s  cysts  may  form  early  in  the  illness, 
rupture,  and  simulate  thrombophlebitis.  During 
periods  of  remission,  some  patients  continue  to  have 
slight  amounts  of  fluid  remaining  in  the  knee, 
associated  only  with  morning  stiffness  limited  to  that 
joint  or  with  no  symptoms  at  all.  Thus,  the  major 
functional  impairment  caused  by  Lyme  arthritis  is 
recurrent  difficulty  in  walking.  Swelling  is  uncommon 
in  other  joints,  and  pain  on  motion  is  often  the  only 
sign  of  inflammation.  About  half  of  those  affected 
have  only  pain  on  motion  and  never  develop  swelling. 

Although  the  synovium  in  Lyme  arthritis  is 
indistinguishable  from  that  seen  in  rheumatoid 
arthritis,  the  two  diseases  are  not  difficult  to 
differentiate  clinically  in  adults  because  patients  with 
Lyme  arthritis  rarely  have  symmetrical  polyarthritis, 
morning  stiffness,  subcutaneous  nodules  or  a positive 
test  for  rheumatoid  factor.  On  the  other  hand,  Lyme 
arthritis  can  be  quite  difficult  to  separate  from 
oligoarticular  juvenile  rheumatoid  arthritis  because 
the  latter  is  defined  only  by  the  duration  of  the 
arthritis — at  least  six  weeks — and  by  the  exclusion  of 
other  types  of  arthritis.30  Associated  findings  in  the 
two  diseases  may  be  different,  since  about  25%  of 
patients  with  oligoarticular  juvenile  rheumatoid 
arthritis  have  a positive  test  for  antinuclear  antibodies 
or  iridocyclitis,3134  and  these  are  not  features  of  Lyme 
arthritis.  Nevertheless,  a child  with  Lyme  arthritis 
who  has  persistent  effusions  and  no  preceding  history 
of  erythema  chronicum  migrans  cannot  usually  be 
distinguished  on  clinical  grounds  alone  from  one  with 
oligoarticular  juvenile  rheumatoid  arthritis. 

Nervous  System:  In  addition  to  arthritis,  some 
patients  develop  neurologic  abnormalities  (cranial 
nerve  palsies,  sensory  radiculopathy,  or  lymphocytic 
meningitis)  within  several  months  of  the  skin  lesion. 
Bell’s  palsy  is  the  most  common  cranial  nerve  palsy. 
Asymmetric  radiculopathy  of  abdominal  derma- 
tomes, which  produces  a “belt-like”  tightness  and  pain 
with  reduced  sensation  to  pinprick  over  the  affected 
dermatome,  is  the  most  common  objective  sensory 
abnormality.  However,  many  patients  describe 
intermittent  or  generalized  hyperesthesias.  Patients 
with  lymphocytic  meningitis  (typically  about  100 
cells/mm3)  may  have  diffuse,  abnormal  slowing  on 
electroencephalogram  which  suggests  an  encephalitis 
as  well.  The  abnormalities  commonly  last  for  months, 
but  usually  resolve  completely. 

Heart:  In  addition  to  arthritis,  some  patients 
develop  myocardial  conduction  abnormalities  (first 
degree,  Wenckebach,  or  third  degree  atrioventricular 
block,  or  left  and  right  bundle-branch  blocks)  within 
several  months  of  the  skin  lesion.  Electrocardiogram 
may  show  ST-T  wave  changes.  Technetium  sulfur 


colloid  cardiac  scans  in  two  patients  have  shown 
reduced  left  ventricular  ejection  fractions.  No  patient 
has  had  a heart  murmur.  L.yme  arthritis  presenting 
with  fever,  carditis,  and  migratory  polyarthritis  shares 
these  clinical  characteristics  with  acute  rheumatic 
fever.  However,  erythema  marginatum  associated 
with  the  latter  disorder  generally  consists  of  a greater 
number  of  smaller,  more  evanescent,  faster  moving 
lesions,  that  occur  with  the  arthritis  instead  of  before 
it.  More  important,  patients  with  L.yme  arthritis  have 
shown  no  evidence  of  a preceding  streptococcal 
infection. 

Epidemiology 

Both  clinical  and  epidemiologic  analysis  of  patients 
with  l.yme  arthritis  suggest  transmission  of  a 
causative  agent  by  an  arthropod  vector.  The  arthritis 
is  often  preceded  by  a characteristic  expanding  skin 
lesion,  erythema  chronicum  migrans;  some  patients 
remember  having  been  bitten  by  a tick  at  the  site  of 
the  lesion  4 to  20  days  before  its  onset.  The  location  of 
the  lesion,  often  on  the  thigh,  buttock,  or  near  the 
axilla,  also  favors  a crawling  arthropod  rather  than  a 
dying  one.  Furthermore,  affected  patients  cluster  in 
heavily  wooded  areas,  the  peak  onset  of  new  cases  is 
in  the  summer  and  early  fall  (the  skin  lesion  almost 
always  occurs  at  that  time),  and  unlike  the  pattern 
observed  in  direct  or  indirect  contact  or  airborne 
spread,  those  affected  in  the  same  family  usually  do 
not  have  the  onset  during  the  same  year.  The  illness  is 
most  common  in  children  and  young  adults,  perhaps 
because  they  spend  more  time  outdoors,  but  patients 
have  been  as  young  as  2 and  as  old  as  71  years.  There 
is  no  sex  predilection.  Patients  are  known  to  have 
contracted  the  illness  in  Connecticut,  Rhode  Island, 
Cape  Cod,  Massachusetts,  and  L.ong  Island,  New 
York.16- 35  36 

Laboratory  Findings 

Cultures  and  serologic  tests:  Synovium,  synovial 
fluid,  skin  biopsy,  throat  and  rectal  swab  specimens 
have  been  negative  for  bacterial  pathogens,  and  have 
shown  no  cytopathic  effect  in  tissue  culture.  Serologic 
tests  have  been  negative  for  antibodies  against 
adenoviruses,  coxsackieviruses  A9  and  Bl-5,  cyto- 
megalovirus, hepatitis  B antigen,  herpes  simplex, 
influenza  types  A and  B,  22  leptospira,  lymphocytic 
choriomeningitis,  mumps,  rubella.  Mycoplasma 
pneumoniae,  four  representative  rickettsiae,  216 
arboviruses  (Yale  Arbovirus  Research  Unit),  38  of 
which  are  tick-transmitted,  and  spiroplasma  (suckling 
mouse  cataract  agent)  and  Babesia  microti,  both  of 
which  are  also  tick-transmitted. 

Immune  complexes:  Cryoprecipitates  have  been 
detected  in  the  serum  of  patients  with  erythema 
chronicum  migrans  who  later  developed  arthritis  and 
in  many  of  those  with  initial  attacks  of  arthritis. 
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The  clinical  course  of  one  patient  for  one  year  is  correlated  with 
the  amount  of  serum  cryoglobulins.  Each  attack  of  arthritis  was 
accompanied  or  preceded  by  a rise  in  cryoglobulins,  and  the 
attacks  resolved  as  the  cryoglobulins  decreased  or  disappeared. 

neurologic  or  cardiac  abnormalities.  As  shown  in  one 
patient  with  four  attacks  of  arthritis,  the  amount  of 
cryoglobulins  increased  with  or  before  each  attack 
and  decreased  or  disappeared  as  the  attack  subsided 
(Figure  2).  However,  the  frequency  of  cryoglobulins 
decreases  with  later  attacks.  The  cryoglobulins 
usually  contain  IgM  and  lgG,  but  have  quantitatively 
greater  amounts  of  IgM . Serum  IgM  levels,  which  are 
sometimes  elevated,  correlate  with  cryoprecipitate 
IgM  levels,  but  other  immunoglobulin  values  are 
usually  normal.  In  serum,  complement  levels  (C3, 
C4,  and  CH50)  are  usually  not  depressed,  tests  for 
rheumatoid  factor  are  rarely  positive,  and  tests  for 
antinuclear  antibodies  are  negative. 

Blood  tests  and  urinalysis:  In  most  patients,  the 
hematocrit  and  the  total  white  cell  counts  are  normal. 
However,  hematocrits  as  low  as  33%  and  total  white 
counts  as  high  as  16,000  cells/ mm  ^ with  marked 
shifts  to  the  left  in  differential  counts  have  been  noted. 
Some  patients  have  atypical  lymphocytes  (I  to  10%). 
The  erythrocyte  sedimentation  rate  is  frequently 
elevated  during  attacks.  L.iver  function  tests  the 
serum  glutamic  oxaloacetic  transaminase  (SGOT), 
the  alkaline  phosphatase,  and  the  lactate  dehydro- 
genase (L.DH)  may  be  mildly  abnormal  when  the 
skin  lesion  is  present.  The  urinalysis  and  serum 
creatinine  are  almost  always  normal. 

Synovial  fluid  and  synovium:  Joint  fluid  leukocyte 
counts  vary  from  2,000  to  72,250  cells/mm-^  mostly 
polymorphonuclear  leukocytes.  Total  protein  ranges 
between  3 and  8 gm/dl.  C3  and  C4  levels  are  greater 
than  one  third  that  of  serum.  Synovial  biopsies  show 
synovial  hypertrophy,  vascular  proliferation,  and  a 
heavy  infiltration  of  mononuclear  cells,  a picture 
indistinguishable  from  that  seen  in  rheumatoid 
arthritis. 


Treatment 

A number  of  European  observers  have  reported 
that  penicillin  therapy  results  in  prompt  disappear- 
ance of  the  skin  lesion,  erythema  chronicum  mi- 
grans/7 Penicillin  does  not  seem  to  prevent  the 
subsequent  joint,  neurologic,  or  cardiac  abnormali- 
ties. Aspirin  (90  mg/ kg  in  children)  is  recommended 
for  attacks  of  arthritis,  but  it  rarely  gives  dramatic 
relief.  Salicylates  do  not  seem  to  prevent  recurrences, 
and  therefore  may  be  discontinued  during  periods  of 
remission.  With  tense  effusions  of  the  knee,  crutch 
walking  is  an  important  adjunct  to  therapy.  Because 
the  knee  is  so  often  the  joint  affected,  the  intraarticu- 
lar  injection  of  corticosteroid  esters  is  simple  and 
often  beneficial.  A few  patients  with  persistent 
effusions  in  spite  of  therapy  have  had  synovectomies. 
The  neurologic  and  cardiac  abnormalities,  which  can 
be  quite  disabling,  often  improve  with  systemic 
corticosteroids. 


Diagnostic  Criteria 

Erythema  chronicum  migrans  is  the  best  clinical 
marker  for  Eyme  arthritis.  Patients  with  this  lesion 
who  subsequently  develop  joint,  neurologic,  or 
cardiac  abnormalities  and  have  cryoprecipitates  pose 
little  diagnostic  problem.  In  the  absence  of  the  skin 
lesion,  a course  marked  by  brief  but  recurrent  attacks 
of  inflammatory,  oligoarticular  arthritis,  particularly 
if  cryoglobulins  are  present,  is  suggestive  of,  but  not 
diagnostic  of  Eyme  arthritis.  A patient  with  peripher- 
al neuropathy  (particularly  cranial  nerve  palsies), 
sensory  radiculopathy,  lymphocytic  meningitis,  or 
atrioventricular-node  blocks  may  also  have  the  same 
illness.  Any  one  or  combination  of  the  above 
manifestations  are  probably  possible.  For  patients  in 
whom  the  diagnosis  cannot  be  made  on  clinical 
grounds  alone,  the  most  important  diagnostic  clue 
currently  is  epidemiologic:  geographic  clustering  with 
those  who  have  had  erythema  chronicum  migrans, 
L.yme  arthritis,  or  both. 

Summary 

Erythema  chronicum  migrans  and  L.yme  arthritis, 
manifestations  of  a presumably  tick-transmitted 
illness,  were  first  recognized  in  L.yme,  Connecticut  in 
1975  and  are  now  known  to  occur  in  other  parts  of 
southeastern  Connecticut,  Rhode  Island,  Cape  Cod, 
Massachusetts,  and  L.ong  Island,  New  York.  The  skin 
lesion,  which  occurs  in  the  summer  and  early  fall, 
begins  as  a red  macule  or  papule  that  expands  to  form 
a large,  annular  lesion  typically  lasting  about  three 
weeks.  Patients  may  develop  more  than  one  lesion 
followed  sometimes  by  evanescent  lesions.  Associated 
symptoms  range  from  none  to  malaise  and  fatigue, 
chills  and  fever,  headache,  stiff  neck,  backache, 
myalgias,  nausea  and  vomiting,  and  sore  throat. 
About  one  month  later,  some  patients  develop 
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typically  brief  but  recurrent  attacks  of  arthritis  in  one 
or  a few  joints,  especially  the  knee,  or  at  the 
beginning,  migratory  polyarthritis.  Occasionally,  a 
single  attack  may  persist  in  a knee  for  many  months. 
In  addition  to  arthritis,  some  patients  develop 
neurologic  involvement  (cranial  nerve  palsies,  sensory 
radiculopathy,  or  lymphocytic  meningitis)  or  myocar- 
dial conduction  defects.  The  most  common  laborato- 
ry abnormalities  during  attacks  include  an  elevated 
erythrocyte  sedimentation  rate,  the  presence  of  serum 
cryoprecipitates,  and  occasionally,  elevated  serum 
IgM  levels;  attempts  to  find  the  etiologic  agent,  to 
date,  have  been  unsuccessful.  Erythema  chronicum 
migrans  is  the  best  clinical  marker  for  the  illness; 
without  it,  geographic  clustering  is  the  most  impor- 
tant clue. 
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Current  Management  of  Ovarian  Cancer 


PETER  E.  SCHWARTZ,  M.D. 


ABSTRACT — The  most  important  aspects  of  man- 
agement for  patients  with  ovarian  malignancies 
include  intraoperative  evaluation  of  the  extent  of  the 
disease,  maximum  tumor  reductive  surgery,  and 
postoperative  adjuvant  chemotherapy  or  radiation 
therapy.  At  present  there  is  no  significant  statistical 
information  to  establish  which  mode  of  adjuvant 
therapy  is  more  advantageous  in  Stage  I or  Stage  II 
ovarian  cancer  with  minimum  residual  disease.  In 
advanced  ovarian  cancer  long-term  survival  rates 
have  been  extremely  poor  with  standard  radiation 


Carcinoma  of  the  ovary  is  the  third  most  common 
cancer  of  the  female  reproductive  organs  and  has  the 
poorest  survival  rate  of  the  common  reproductive 
organ  malignancies.  The  most  important  aspects  in 
management  of  ovarian  cancer  are  intraoperative 
staging  and  surgical  extirpation.  It  is  the  purpose  of 
this  paper  to  review  the  current  management  of 
ovarian  carcinoma. 

Staging 

The  current  International  Federation  of  Gynecol- 
ogy and  Obstetrics  staging  system  for  the  common 
epithelial  tumors  of  the  ovary  (serous,  mucinous, 
endometroid,  mesonephroid,  undifferentiated  adeno- 
carcinoma) is  seen  in  Table  I.1 

Stage  I cancer  involves  one  or  both  ovaries  with 
substaging  for  rupture  of  tumor,  invasion  of  the 
tumor  capsule,  ascites  or  malignant  cells  in  peritoneal 
washings.  Stage  11  ovarian  cancer  is  confined  to  the 
pelvis  with  substaging  for  involvement  of  the 
fallopian  tubes  and  uterus,  other  pelvic  tissue  and 
positive  peritoneal  washings  or  ascites.  Stage  111 
cancer  has  extended  to  upper  abdominal  structures 
including  the  liver  serosa  and  retroperitoneal  lymph 
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therapy  and  emphasis  has  now  shifted  to  evaluation 
of  chemotherapeutic  agents  in  single  and  combination 
treatment  programs  for  the  management  of  disease. 
Statistical  data  to  determine  whether  chemotherapy 
will  provide  significant  improvement  in  long-term 
survival  over  that  of  radiation  therapy  in  advanced 
ovarian  cancer  are  not  yet  available.  Conservative 
surgery  to  preserve  fertility  should  be  limited  to 
patients  with  Stage  lai,  borderline  or  epithelial 
cancers  of  the  ovary  and  Stage  lai  non-epithelial 
malignancies. 


nodes.  Stage  IV  cancer  involves  distant  spread  or 
parenchymal  liver  disease.  This  staging  system  may  be 
applied  to  all  ovarian  cancer. 

Intraoperative  Management 

Preop'erative  recognition  of  ovarian  cancer  may 
often  be  difficult  or  simply  unsuspected.  Most 
patients  with  epithelial  cancer  of  the  ovary  are  beyond 
age  40,  have  large  masses  palpable  preoperatively, 
and  may  have  ascites.  However,  there  are  many 
women  who  undergo  operations  in  the  second  or  third 
decades  for  masses  thought  to  be  benign,  such  as 
inflammatory  disease  (e.g.,  tubo-ovarian  abscess, 
appendicitis),  complications  of  pregnancy  (ectopic 
pregnancies,  theca-lutein  cysts)  or  twisted  or  ruptured 
ovarian  cysts  and  are  found  to  have  ovarian  cancer. 
Such  patients  are  often  explored  through  lower 
abdominal  transverse  or  Pfannenstiel  incisions  which 
compromise  the  ability  of  the  operator  to  explore  the 
upper  abdomen  adequately.  Ovarian  malignancies 
presenting  in  women  less  than  age  40  are  more  likely 
to  be  nonepithelial  in  origin.2 

If  an  unsuspected  malignancy  is  found  at  laparoto- 
my or  if  a tumor  is  found  which  is  suspicious  of 
malignancy,  intraoperative  staging  is  extremely 
important.  Smooth-walled,  freely  mobile  cysts  not 
associated  with  ascites  tend  to  be  benign.  Bilaterality, 


358 


CONNECTICUT  MEDICINE,  JUNE,  1978 


Table  1 

FIGO  STAGE-GROUPING  FOR  PRIMARY  CARCINOMA  OF  THE  OVARY 


Stage  I 
Stage  la 


Stage  lb 


Stage  Ic 


Growth  limited  to  the  ovaries. 

Growth  limited  to  one  ovary;  no  ascites. 

(i)  No  tumor  on  the  external  surface;  capsule 
intact. 

(ii)  Tumor  present  on  the  external  surface  or 
and  capsule  ruptured. 

Growth  limited  to  both  ovaries;  no  ascites. 

(i)  No  tumor  on  the  external  surface;  capsule 
intact. 

(ii)  Tumor  present  on  the  external  surface  or/ 
and  capsule(s)  ruptured. 

Tumor  either  Stage  la  or  Stage  lb,  both  with 

ascites*  present  or  positive  peritoneal  washings. 


Stage  II  Growth  involving  one  or  both  ovaries  with  pelvic 
extension. 


Stage  I la  Extension  and/or  metastases  to  the  uterus  and,/ 
or  tubes. 

Stage  I lb  Extension  to  other  pelvic  tissues. 

Stage  lie  Tumor  either  Stage  I la  or  Stage  lib,  but  with 
ascites*  present  or  positive  peritoneal  washings. 


Stage  111  Growth  involving  one  or  both  ovaries  with  in- 
traperitoneal  metastases  outside  the  pelvis  and/ 
or  positive  retroperitoneal  nodes.  Tumor  limited 
to  the  true  pelvis  with  histologically  proven 
malignant  extension  to  small  bowel  or  omentum. 

Stage  IV  Growth  involving  one  or  both  ovaries  with  dis- 
tant metastases.  If  pleural  effusion  is  present 
there  must  be  positive  cytology  to  allot  a case  to 
Stage  IV.  Parenchymal  liver  metastases. 

Special 

category  Unexplored  cases  which  are  thought  to  be 
ovarian  carcinoma. 

*Ascites  is  peritoneal  effusion  which  in  the  opinion  of  the  surgeon 
is  pathological  or/and  clearly  exceeds  normal  amounts. 


fixation,  surface  excrescences,  ascites  (especially 
hemorrhagic),  and  peritoneal  implants  are  associated 
with  malignancy.  A very  important  intraoperative 
procedure  is  to  open  the  cyst  after  it  has  been  removed 
from  the  patient.  Smooth-walled  cysts  without 
intracystic  papillations,  necrosis,  or  hemorrhage  are 
benign,  whereas  solid  or  semi-solid  tumors  with 
associated  hemorrhage  and  necrosis  tend  to  be 
malignant. 

Conservative  Surgery 

Conservative  surgery,  i.e.,  unilateral  oophorec- 
tomy, has  been  advocated  in  young  women  in  whom 
reproductive  function  is  desired.3  Proper  selection  of 
women  for  conservative  surgery  is  dependent  upon 
proper  intraoperative  management.  First,  a careful 
exploration  of  the  entire  abdominal  cavity  must  be 
performed.  This  includes  palpation  of  the  inferior 
surface  of  each  diaphragm,  the  liver,  paraaortic 
lymph  nodes,  and  pelvic  and  abdominal  retroperito- 
neum.  All  parietal  peritoneal  surfaces  must  be  free  of 
implants,  and  bowel  serosa  and  mesentery  must  be 
carefully  inspected. 


A partial  omentectomy  should  be  performed, 
removing  the  omentum  up  to  its  insertion  on  the 
transverse  colon.  The  remaining  ovary  should  be 
wedge  resected,  and  pelvic  and  peritoneal  washings 
obtained  for  cytologic  evaluation.  A large  bulb 
syringe  can  be  used  to  irrigate  the  pelvis  and  each 
paracolic  space.  Each  sample  of  aspirated  fluid  may 
then  be  sent  for  cytology  and  cell  block  evaluation. 
Conservative  surgery  is  inappropriate  if  cancer  is 
found  in  the  above  biopsies  or  the  cytologic 
evaluation  is  positive. 

When  a patient  is  found  to  have  an  unsuspected 
ovarian  malignancy  at  laparotomy  and  the  upper 
abdomen  cannot  be  adequately  visualized  through  the 
incision,  a laparoscope  may  be  inserted  through  the 
incision  to  visualize  the  upper  abdomen  or  through  a 
subumbilical  incision  if  a lower  transverse  incision  has 
been  employed  for  laparotomy. 

The  histologic  evaluation  of  the  ovarian  tumor  is 
critical.  Patients  who  may  be  treated  conservatively 
have  relatively  uncommon  special  ovarian  tumors, 
such  as  granulosa  cell  tumors,  Sertoli-Leydig  cell 
tumors,  and  dysgerminomas.  These  tumors  have  low 
malignant  potential.  Among  the  common  epithelial 
tumors,  conservative  treatment  should  be  limited  to 
tumors  of  borderline  malignant  potential  or  Grade  1 
lesions  (with  the  exception  serous  carcinoma)  if 
childbearing  is  an  important  consideration.1 

All  tumors  should  be  adequately  sampled  and 
graded  using  a standard  grading  system  such  as  the 
Broder  classification,  as  the  grade  is  of  prognostic 
importance.1  Five-year  survival  for  patients  with 
poorly  differentiated  epithelial  tumors  of  the  ovary, 
even  if  meeting  the  criteria  of  Stage  lai  epithelial 
tumors  of  the  ovary  is  only  70%. 4 Resection  of  the 
remaining  ovary  has  been  advocated  in  patients 
managed  conservatively  once  the  patient  has  complet- 
ed childbearing.3 

Surgery  for  Advanced  Cancer 

Intraoperative  management  of  advanced  ovarian 
cancer  should  be  aggressive  surgical  resection. 
Limiting  the  surgery  to  a biopsy  of  an  omental 
metastasis  to  confirm  the  presence  of  metastatic 
papillary  adenocarcinoma  consistent  with  an  ovarian 
primary  is  no  longer  acceptable.  A minimum  surgical 
goal  is  removal  of  omental  metastoses,  extirpation  of 
both  ovaries  and  bulk  tumor-reductive  surgery  so  that 
the  maximum  diameter  of  residual  tumor  is  less  than 
2 centimeters. 

Identifying  and  removing  the  ovaries  is  the  best  way 
of  establishing  the  ovary  as  the  primary  site  of  the 
neoplasm.  Postoperative  management  of  ovarian 
carcinoma  is  quite  different  from  that  of  other 
papillary  adenocarcinomas  including  pancreas  and 
breast,  and  ovarian  lesions  may  at  times  be  grossly 
and  histologically  indistinguishable  from  primary 
carcinomas  of  the  stomach  or  bowel.  Occasionally  the 
primary  cancer  may  not  be  identifiable. 
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Postoperative  Management 
Radiation  and  Chemotherapy 

Post-operative  management  of  the  common  epithe- 
lial tumors  of  the  ovary  is  based  on  the  initial  stage 
and  grade  of  the  cancer,  as  well  as  volume  of  residual 
cancer  and  location  of  residual  cancer.  Stage  1 cancer 
has  been  successfully  managed  with  surgery  alone  or 
with  adjuvant  therapy  consisting  of  external  beam 
radiation  therapy  to  the  whole  abdomen  with 
additional  radiation  to  the  pelvis,  intraperitoneal 
instillation  of  radioactive  nucleotides  or 
chemotherapy.'' 

The  five-year  survival  for  patients  with  Stage  I 
disease  is  approximately  65%. 4 A recent  prospective 
randomized  study  comparing  adjuvant  single  agent 
chemotherapy  alone  (melphalan)  to  postoperative 
whole  abdominal  irradiation  with  additional  radia- 
tion to  the  pelvis  suggests  that  there  is  no  significant 
difference  in  response  employing  either  mode  of 
therapy  in  Stage  I ovarian  cancer  and  Stage  11  cancer 
with  residual  disease  less  than  2 centimeters  in 
diameter.7 

Prognosis  for  Stage  11  cancer  of  the  ovary  is 
influenced  by  the  presence  of  residual  tumor  left  at  the 
initial  surgery.  Postoperative  radiation  therapy  has 
been  successfully  employed  in  increasing  survivals  in 
patient  with  Stage  11  cancer  compared  to  surgery 
only.5  Selective  paraaortic  and  diaphragm  irradiation 
in  addition  to  standard  radiation  to  the  pelvis  is 
currently  being  evaluated  on  an  experimental  basis  in 
Stage  I and  11  ovarian  cancer  patients  and  a selected 
group  of  Stage  111  patients  in  order  to  provide 
adequate  treatment  to  areas  that  may  have  been  sites 
of  failure  to  control  ovarian  cancer  in  patients  with 
radiation  in  the  past.4  The  possibility  that  other  areas 
within  the  peritoneal  cavity  may  be  under-dosed  is 
recognized  when  employing  this  method  of  therapy. 

The  most  disappointing  results  in  the  management 
of  ovarian  cancer  are  in  Stage  111  and  IV  disease 
which  represents  60-70%  of  epithelial  cancer  in  most 
large  series.  Such  series  report  five-year  survival  with 
Stage  1 1 1 cancer  at  approximately  8%  and  Stage  IV  at 
5.0%.4 

In  the  recent  past,  most  patients  with  advanced 
ovarian  cancer  were  treated  with  external  beam 
radiation  therapy.  Chemotherapy  was  administered 
to  patients  who  were  either  radiation  failures  or  had 
such  massive  tumor  that  even  the  most  aggressive 
radiotherapists  refused  to  treat  the  patient.  The 
chemotherapy  was  often  not  given  in  a systematic 
fashion  nor  administered  for  adequate  periods  of 
time. 

Prospective  randomized  studies  of  single  agent 
chemotherapy  have  identified  several  agents  as  being 
quite  active  in  inducing  remissions  in  patients  with 
epithelial  carcinomas  of  the  ovary.  These  agents 
include  alkylating  agents  (melphalan,  cyclophos- 


phamide) adriamycin,  hexamethylmelamine  and  cis- 
dichlorodiammine-platinum.8  Combinations  of  such 
agents  are  currently  being  investigated  at  many 
medical  centers  to  determine  whether  these  agents  are 
more  effective  if  used  in  combination  than  when  given 
as  single  agents. 

Postoperative  radiation  in  combination  with 
chemotherapy  has  been  compared  to  chemotherapy 
alone  in  managing  advanced  ovarian  cancer.  The 
addition  of  external  beam  radiation  therapy  does  not 
appear  to  improve  the  five-year  survival.10  Immuno- 
therapy has  not  been  extensively  evaluated  in  the 
management  of  ovarian  cancer  but  it  is  anticipated 
that  it  will  be  most  effective  in  managing  patient  with 
minimum  residual  cancer." 

At  Yale-New  Haven  Hospital  patients  with  Stage  I 
and  II  epithelial  cancer  of  the  ovary  are  treated  with 
post-operative  whole  abdominal  radiation  with 
additional  radiation  to  the  pelvis.  A selected  group  of 
patients  with  Stage  I and  II  ovarian  cancer  have 
recently  been  treated  with  single  agent  chemotherapy 
employing  melphalan.  Stage  III  epithelial  ovarian 
cancer  is  treated  with  the  same  radiation  technique. 

A prospective  randomized  combination  chemother- 
apy protocol  has  recently  been  introduced  into  the 
management  of  patients  with  advanced  Stage  III  or 
Stage  IV  epithelial  cancers  of  the  ovary  at  Yale -New 
Haven  Hospital.  Such  patients  are  treated  with  either 
cyclophosphamide  and  hexamethylmelamine  or 
cyclophosphamide  and  adriamycin.  Patients  who  do 
not  respond  to  the  former  combination  are  treated 
with  cis-dichlorodiammine  platinum  and  those  who 
fail  to  respond  to  the  latter  combination  receive 
hexamethylmelamine. 

Second  Look  Surgery 

A review  of  the  experiences  at  M.  D.  Anderson 
Hospital  in  Houston,  Texas,  in  managing  patients 
with  ovarian  cancer  with  chemotherapy  employing 
second-look  surgery  has  demonstrated  that  patients 
who  will  have  the  most  significant  response  to 
chemotherapy  are  patients  with  the  least  volume  of 
residual  cancer  left  at  the  initial  surgery,  that 
performing  such  surgery  prior  to  completion  of  an 
adequate  program  of  chemotherapy  does  not  provide 
long-term  benefits,  and  that  in  a very  small  number  of 
patients  with  advanced  ovarian  cancer  chemotherapy 
has  apparently  been  curative.12 

Second-look  surgery  may  also  reduce  the  risk  of 
acute  leukemia  associated  with  long-term  alkylating 
agent  therapy  by  permitting  discontinuation  of 
chemotherapy  if  the  patient  has  no  gross  and  micro- 
scopic evidence  of  disease  at  the  time  of  surgery.13 

Non-epithelial  Ovarian  Malignancies 

Non-epithelial  malignancies  of  the  ovary  occur 
infrequently.  Dysgerminomas  are  extremely  radio- 
sensitive and  radiotherapy  has  been  successfully 
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employed  in  treating  all  stages  of  the  disease." 
Combination  chemotherapy  consisting  of  vincristin, 
actinomycin-D,  and  cyclophosphamide  has  been 
successful  in  providing  long-term  remissions  in  the 
rare,  immature  teratomas,  endodermal  sinus  tumors 
and  mixed  mesodermal  sarcomas.14  Choriocarcino- 
ma of  the  ovary  is  extremely  rare,  has  a poor 
prognosis,  but  recent  reports  have  demonstrated 
remissions  when  combination  chemotherapy  has  been 
employed.15  Functioning  ovarian  stromal  tumors 
(granulosa  cell  tumors,  Sertoli-L.eydig  cell  tumors) 
may  be  treated  by  tumor  reductive  surgery  and  post- 
operative radiation  therapy.  The  latter  tumors  may 
develop  late  recurrences  and  such  patients  must  be 
followed  closely  for  the  rest  of  their  lives.  Combina- 
tion chemotherapy  has  produced  prolonged  remis- 
sions in  advanced  and  recurrent  ovarian  stromal 
tumors. 16 
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Inguinal  Herniography 

D.  BEATTY  CRAWFORD,  M.B.,  F.R.C.R. 
AND  GEORGE  T.  KEAUBER,  M.B.,  F.R.C.S.  (C) 


ABSTRACT— Inguinal  herniography  is  a safe  and 
accurate  method  of  demonstrating  inguinal  hernias 
and  communicating  hydroceles.  This  diagnostic 
procedure  is  also  useful  in  the  management  of  boys 
with  undescended  testes. 

Introduction 

First  described  by  Ducharme  et  al2  in  1 967,  inguinal 
herniography  has  considerably  refined  the  diagnosis 
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of  inguinal  hernia,  communicating  hydrocele,  and 
patent  processus  vaginalis.  This  technique  is  currently 
the  most  accurate  method  of  diagnosis.  An  accuracy 
of  97%  was  reported  by  Ducharme  et  al  for 
herniography  compared  with  40%  for  physical 
examination.  A herniagram,  like  a peritoneal  tap,  is  a 
very  simple  procedure  to  perform  and  there  is 
negligible  morbidity.'  3 

Indications 

Preoperative  inguinal  herniagrams  are  commonly 
used  to  evaluate  the  child  with  a clinically  unilateral 
inguinal  hernia  or  communicating  hydrocele.  Con- 
tralateral exploration  is  obviated  if  there  is  no 
radiological  evidence  of  a contralateral  hernia  or 
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patent  processus  vaginalis.  The  resultant  benefit  to 
the  patient  is  to  reduce  anesthesia  time,  to  prevent 
possible  injury  to  a normal  testis  and  spermatic  cord,7 
and  to  reduce  cost  to  the  patient.  The  presence  or 
absence  of  a hernia,  suggested  by  clinical  history 
alone,  can  be  confirmed  when  evidence  is  lacking  on 
clinical  examination. 

Herniography  is  very  useful  in  the  management  of 
boys  with  maldescent  of  the  testis.9  A cryptorchid  or 
ectopically  located  testis  may  be  outlined  by  contrast 
medium.  A patent  processus  vaginalis,  in  the  presence 
of  a questionably  incompletely  descended  testis,  is  an 
indication  for  surgery.  Such  a testis  is  unlikely  to 
complete  its  descent  into  the  scrotum  spontaneously 
and  may,  with  the  passage  of  time,  acquire  a 
progressively  abnormal  and  cephalad  position. 
Hormonal  therapy  with  chorionic  gonadotropin  for 
unilateral  undescended  testis  is  not  recommended. 
Hormonal  therapy  may  be  of  value  when  both  testes 
are  undescended,  however  only  in  the  absence  of  a 
patent  processus  vaginalis. 

Materials  and  Methods 

Children  old  enough  to  cooperate  are  asked  to 
urinate  prior  to  examination.  Skin  on  the  anterior 
abdominal  wall  below  the  umbilicus  is  sterilized.  A 
2 1 g needle  is  inserted  through  the  abdominal  wall, 
approximately  2-3cm  below  the  umbilicus  in  the 
midline.  A spinal  tap  needle  may  be  required  in  the 
older  child  who  has  a thicker  abdominal  wall.  One 
percent  Xylocaine  for  local  anesthesia  is  optional. 
The  needle  is  aspirated  to  check  for  air  or  urine 
and,  under  fluoroscopic  control,  contrast  medium  is 
injected.  Contrast  should  be  seen  passing  around 
the  outside  loops  of  bowel;  when  this  is  confirmed, 
fluoroscopy  may  be  discontinued.  If  contrast  enters 
the  bladder  or  small  bowel,  the  procedure  can  be 
repeated  after  withdrawal  of  the  needle  and  re- 
positioning. There  appears  to  be  virtually  no  risk 
and  negligible  morbidity  associated  with  malposi- 
tion of  the  needle. 1 ' 

Older  children  are  asked  to  perform  the  valsalva 
maneuver  and  thus  decrease  the  chance  of  malposi- 
tion of  the  needle. 

Thirty  percent  Methylglucamine  diatrizoate,  (Hy- 
paque  60%)  mixed  with  an  equal  volume  of  sterile 
water,  is  the  contrast  media  of  choice.4 1 he  volume  to 
be  injected  is  dependent  on  the  body  weight  of  the 
child,  the  maximum  dose  being  approximately  2 ml 
per  kilo.  Usually  much  less  is  required. 

The  patient  is  turned  into  the  prone  position  with 
the  radiographic  table  raised  to  35°  after  the  contrast 
medium  has  been  injected.  Gentle  rocking  ol  the 
patient  from  side  to  side  for  a few  minutes  helps  to 
outline  the  anterior  surface  of  the  peritoneal  cavity 
with  the  contrast  medium.  If  a hernia  can  be  detected 
clinically,  it  should  be  reduced,  otherwise  the  hernial 


contents,  such  as  bowel  or  testicle  may  occlude  the 
neck  of  the  hernia  and  produce  a false  negative  re- 
sult, which  could  be  confusing. 

A single  PA  roentgenogram  of  the  pelvis  and  upper 
thighs  is  obtained.  This  usually  delineates  the  inguinal 
areas  satisfactorily.  If  not,  a second  film  may  be 
obtained  after  further  rocking  the  patient.  Radiation 
to  the  gonads  is  80-120  milliroentgens.3 

A satisfactory  urogram  can  frequently  be  obtained 
30-40  minutes  after  injection.  This  is  due  to  rapid 
absorption  of  the  contrast  medium  into  the  blood 
stream  from  the  peritoneal  cavity.  Such  urograms  are 
indicated  in  all  cases  of  cryptorchism  due  to  the  high 
incidence  of  associated  genito-urinary  anomalies; 
most  commonly  renal  agenesis  in  the  absence  of  the 
ipsilateral  testis. 

Contraindications  to  peritoneography  include; 
peritonitis,  bowel  adhesions,  distended  bowel,  pres- 
ence of  a ventriculoperitoneal  shunt,  enteritis, 
bleeding  diathesis,  and  previous  anaphalactoid 
allergic  reactions  to  either  contrast  medium  or  iodine 
containing  compounds. 

Radiologic  Findings 

The  peritoneum  is  outlined  by  contrast  medium, 
medial  and  lateral  to  the  “epigastric  notch”  (Figure  1) 
in  a satisfactory  herniagram.  The  epigastric  notch  is 
formed  by  the  deep  inferior  epigastric  vessels.  The 
rectovesical  (Figure  2)  and  rectovaginal  spaces  are 
also  usually  filled. 

Contrast  medium  remains  within  the  confines  of 
the  peritoneal  cavity  in  a normal  examination.  There 
should  be  no  break  in  the  continuity  of  the 
peritoneum  medial  or  lateral  to  the  epigastric  notch. 

The  processus  vaginalis  is  a sleeve  of  peritoneum 
which  leaves  the  peritoneal  cavity  through  the  internal 


Figure  I 

Normal  left  side.  There  is  a well  pronounced  epigastric  notch  ( — ► ) 
just  medial  to  the  internal  inguinal  ring.  This  is  formed  by  the  deep 
epigastric  artery  and  vein. 

On  the  right  side  there  is  a communicating  hydrocele.  The  testis  and 
epididymis  ( *-  ) can  be  clearly  seen. 
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Figure  2 

Bilateral  indirect  inguinal  hernias.  The  canals  are  wide  and  both 
processus  vaginalis  are  filled  with  bowel.  The  retrovesical  pouch 
( t ) has  been  filled  with  contrast. 

inguinal  ring.  It  passes  through  the  inguinal  canal  and 
the  external  inguinal  ring  before  entering  the  scrotum. 
The  processus  may  remain  patent  throughout  its 
length;  a complete  indirect  inguinal  hernia  or  a 
communicating  hydrocele  (Figure  3)  is  then  present. 
The  distinction  between  hernia  and  hydrocele 
depends  upon  the  diameter  of  the  narrowest  portion 
of  the  patent  processus  vaginalis.  If  it  is  wide,  or 
contains  bowel  (Figure  2)  it  should  be  considered  a 
hernia.  Clinically  and  radiologically,  no  distinction 
can  be  made  between  a patent  processus  which  will 
remain  patent  or  close  at  a later  date.  Ducharme  et  al 1 
have  stated  that  in  their  experience  a processus 
vaginalis  of  less  than  0.5cm  x 2.0cm  is  not  a hernial 
sac. 


Figure  3 


Normal  left  side.  Communicating  hydrocele  on  the  right  side.  There 
is  no  evidence  of  bowel  in  the  sac  which  is  very  narrow  while  in  the 
confines  of  the  inguinal  canal. 


Forty  percent  of  processus  vaginalis  obliterate 
during  the  first  four  months  of  life;  another  20  over 
the  next  two  years.  Of  the  remaining  40%,  one  half 
will  develop  a hernia  sometime  later  in  life.6 

A patent  processus  vaginalis  is  commonly  associat- 
ed with  cryptorchism  or  other  undescended  testes. 
Such  an  undescended  or  ectopic  testis  can  frequently 
be  identified  by  means  of  the  contrast  medium  (Figure 
4).  Thus  the  herniagram  can  be  of  help  in  localizing  an 
impalpable  testis,  in  addition  to  identifying  an 
ipsilateral  or  contralateral  patent  processus  vaginalis. 


Figure  4 


Newborn  child  with  ambiguous  genitalia.  A genitogram  had 
demonstrated  female  internal  genital  structures.  The  herniagram 
demonstrates  bilateral  patent  processus  vaginalis  with  gonads.  At 
surgery  the  right  gonad  ( *—  ) was  found  to  be  an  ovary  and  the  left 
an  ovo-testes  ( -+  ). 

Results 

The  accuracy  of  inguinal  herniography  far  exceeds 
clinical  examination  in  our  experience  and  in  all 
published  series  to  date.1  x The  most  common  cause 
of  a false  negative  herniagram  is  occlusion  of  the 
hernial  sac  by  bowel,  testicle,  or  fat.  All  hernias, 
should  therefore,  be  reduced  before  or  during  the 
examination.  A distended  bladder  in  a small  child  can 
occlude  a patent  processus  vaginalis  at  the  internal 
inguinal  ring. 

Discussion 

Many  pediatric  surgeons  in  the  United  States  who 
do  not  use  herniography  routinely  explore  the 
contralateral  groin  in  the  presence  of  a unilateral 
hernia,  whether  a contralateral  hernia  has  been 
demonstrated  or  not.  The  rationale  for  such  routine 
contralateral  exploration  is  the  high  incidence  of 
contralateral  hernias  developing  at  a later  age,  the  low 
morbidity  of  groin  exploration  and  the  avoidance  of  a 
future  surgical  procedure  with  its  associated  anesthet- 
ic risks. 
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Kiesweter  and  Parenzan5  firmly  believe  that 
bilateral  groin  exploration  should  be  performed  in  all 
children  under  the  age  of  two,  in  the  presence  of 
unilateral  hernia  or  hydrocele  requiring  surgery. 

Inguinal  herniography  is  accurate,  easy  to  perform 
and  is  associated  with  a low  morbidity.  Ducharme 
et  al1  have  reported  1200  cases  and  not  had  serious 
complications.  The  only  limitation  is  an  inability  to 
distinguish  between  patent  processus  vaginalis  which 
will  close  spontaneously  and  one  which  will  remain 
patent.  Contralateral  groin  exploration  could  be 
prevented  in  sixty  to  seventy-five  percent  of  children 
with  unilateral  hernia,  if  the  preoperative  herniagram 
is  performed. 

Herniography  is,  therefore,  a useful  modality  in  the 
management  of  any  child  with  a groin  swelling  or  an 
empty  scrotum.  A hope  for  the  future  would  be  to 
establish  a criteria  to  differentiate  between  a patient 
processus  which  will  close  spontaneously  and  one 
which  will  not. 
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Ultrasonic  Diagnosis  of  Gallstones: 
Two  Proven  Criteria 

MICHAEL  CRADE,  M.D. 


Since  its  introduction  in  1924'  the  oral  cholecysto- 
gram  (OCG)  has  gained  wide  acceptance  and  is 
performed  on  over  2 million  patients  annually  in  this 
country.  The  oral  cholecystogram  is  familiar,  and 
until  recently  the  only  reliable,  non-traumatic  test  for 
evaluating  the  gallbladder. 

Advances  in  gray  scale  technology  have  significant- 
ly improved  the  imaging  capability  of  ultrasound.  The 
tissue  character  of  many  organs  not  previously  seen 
with  bistable  instrumentation  is  now  detailed  by  gray 
scale  analysis.  The  gallbladder  is  in  many  respects  an 
ideal  organ  for  ultrasound  study.  It  is  superficially 
located  and  the  “water  bath”  provided  by  surrounding 
bile  allows  clear  visualization  of  gallstone  densities. 
Ultrasound  also  offers  many  clinical  advantages  over 
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the  oral  cholecystogram  in  the  diagnosis  of  gallstones: 

1)  A rapid  examination  can  be  performed;  unlike 
the  OCG  which  requires  an  interim  of  at  least  24 
hours  (48  hours  for  1/3  of  patients)  for  adequate 
opacification,  ultrasound  can  be  performed  without 
significant  patient  preparation. 

2)  There  is  no  radiation  hazard.  This  is  extremely 
important  in  examining  the  pregnant  patient. 

3)  Patients  with  peritonitis,  pancreatitis,  liver 
disease  and  malabsorption  are  all  suitable  candidates 
for  ultrasound  examination,  but  not  for  OCG. 

4)  Most  significantly,  unsuspected  disease  processes 
such  as  liver  abscess  or  pancreatitis  which  may 
clinically  mimick  cholecystitis  are  rapidly  diagnosed 
at  the  time  of  ultrasonic  examination.  The  necessary 
waiting  period  for  OCG  only  serves  to  further  delay 
such  diagnoses. 
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The  examination  is  quite  simply  performed.  A 
transducer  which  has  been  acoustically  coupled  to  the 
skin  by  a thin  film  of  oil  is  passed  over  the  abdomen. 
Serial  scans  are  performed  in  oblique,  transverse  and 
longitudinal  planes.  Most  examinations  are  complet- 
ed in  approximately  20  minutes. 

The  Abnormal  Study 

The  two  most  commonly  encountered  abnormal 
scan  findings  which  are  presented  here  account  for 
nearly  85%  of  abnormal  studies. 


Figure  I 

This  scan  demonstrates  the  classic  findings  for  gallstones.  Within 
the  lumen  of  the  gallbladder  (g).  there  is  an  opacity  (arrowed) 
which  has  a distal  acoustic  shadow(s).  Movement  of  this  stone 
with  gravity  was  also  demonstrated.  The  liver  (L.)  is  well  seen. 

The  classical  appearance  of  gallstones  is  shown  in 
Figure  1.  Within  the  well  defined  gallbladder  lumen, 
opacities  that  move  with  gravity  are  seen.  Since  these 
stones  effectively  stop  sound  transmission  beyond 
them,  an  acoustic  “shadow”  is  produced.  In  the  Yale 
series  of  92  patients  with  these  findings  all  92  were 
proven  to  have  stones  at  surgery. 

At  times  the  gallbladder  lumen  cannot  be  visualized 
even  after  the  patient  has  fasted  for  6 hours.  Instead, 
varying  degrees  of  high  level  echoes  with  distal 
shadowing  are  seen  (Figure  2).  These  appearances 
have  been  correlated  with  a shrunken,  stone-filled 
organ  so  diseased  that  it  is  simply  unable  to 
physiologically  dilate.  In  our  series  23  out  ol  24 
patients  with  this  scan  pattern  had  these  pathologic 
findings,  giving  an  accuracy  of  96%. 

Summary 

The  overall  accuracy  of  ultrasound  in  clinical 
diagnosis  of  gallstones  has  been  reported  at  91%2and 
93%. 3 This  compares  favorably  to  the  OCG  which  has 
a reported  accuracy  of  95%. 4 In  addition  to  having  a 
similar  overall  accuracy,  ultrasound  has  many  clinical 


Figure  2A 

High  level  echoes  are  seen  (arrowed)  in  place  of  the  gallbladder 
lumen.  Distal  shadowing(S)  is  present,  presumably  from  the  stones 
within  the  diseased  organ.  L.iver(L.)  and  diaphragm(d)  are  also 
labelled. 


Figure  2B 

Another  example  similarly  labelled.  Note  the  proximity  of  the  right 
kidney(K.)  to  the  gallbladder.  This  figure  emphasizes  the  wide 
anatomic  scope  of  this  diagnostic  examination. 


Figure  3 

A debris-containing  abscess(A)  just  inferior  to  the  liver(F)  is  seen  in 
this  longitudinal  scan  done  to  evaluate  the  stone-containing 
gallbladder(G ).  The  shadow  from  the  stone  is  well  seen  (arrow) 
fulfilling  category  I criteria.  This  scan  demonstrates  ultrasound's 
decided  advantage  in  evaluating  pathology  outside  the  gallbladder 
itself  during  routine  examinations. 
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advantages  which  have  been  presented  above.  The 
two  most  commonly  encountered  abnormal  scan 
patterns  which  account  for  nearly  85%  of  abnormal 
gallbladders  studied  have  been  detailed,  with  accura- 
cies of  100%  and  96%.  When  either  of  these  two  scan 
patterns  are  encountered,  a confident  diagnosis  of 
gallstones  can  be  made  and  OCG  need  not  be 
performed. 
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Computerized  Tomographic  Evaluation  of 
Cerebrovascular  Accident 

Computerized  Tomographic  Case  of  the  Month 
JANE  BARRY,  M.D.  AND  STEPHEN  L.G.  ROTHMAN,  M.D. 


Introduction 

The  diagnosis  of  a cerebrovascular  accident  (CVA) 
is  based  largely  on  clinical  history  and  characteristic 
neurological  findings.  In  the  past,  diagnostic  methods 
were  of  limited  value  in  determining  the  early 
manifestations  of  a CVA.  Today  the  CT  scan  can 
contribute  to  our  understanding  of  the  etiology, 
proper  management  and  predicted  course  of  many 
CVA’s. 

Case  History 

An  eighty -four-year-old  male  presented  to  the  emergency  room  a 
few  hours  after  the  onset  of  a dense  right  hemiparesis,  asphasia,  and 
Cheyne-Stokes  respirations.  He  had  been  previously  healthy  except 
for  a history  of  “brady-tachy  syndrome”  for  which  a permanent 
pacemaker  had  been  inserted.  The  pacemaker  had  been  changed 
two  weeks  prior  to  this  current  admission.  His  condition  did  not 
improve  significantly  during  his  four-week  hospital  stay  and  he  was 
discharged  to  a nursing  home. 

A CT  scan  performed  two  weeks  after  admission  demonstrates 
an  area  of  slightly  decreased  attenuation  in  the  distribution  of  the 
left  middle  cerebral  artery.  This  is  associated  with  obliteration  of 
the  cortical  sulci  on  the  left,  indicating  mass  effect.  Following 
contrast  administration,  there  is  a serpiginous  area  of  increased 
attenuation.  This  is  consistent  with  a cerebral  infarction  demon- 
strating contrast  enhancement. 

Discussion 

A CT  scan  can  provide  valuable  information  even 
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in  patients  who  clinically  present  with  a classical 
cerebrovascular  accident.  It  can  identify  those 
patients  with  a hematoma  large  enough  to  benefit 
from  surgical  evacuation.  It  can  help  distinguish 
hemorrhagic  from  embolic  infarctions,  a distinction 
which  could  effect  therapeutic  decisions  about  anti- 
coagulation or  blood  pressure  management.  It  can 
distinguish  mass  effect  which  may  be  contributing  to 
the  patient’s  symptoms.  Another  lesion  mimicking 
CVA  such  as  a tumor,  arteriovenous  malformation, 
or  aneurysm,  is  sometimes  identified.  Finally,  a CT 
scan  may  provide  information  about  the  severity 
and  predicted  course  of  the  cerebrovascular  lesion 
which  might  help  in  patient  management  and  family 
counseling. 

Intracerebral  hemorrhage  accounts  for  about 
10%  of  CVA’s.  It  typically  occurs  in  the  hypertensive 
patient  but  may  occur  secondary  to  trauma,  tumor, 
an  arteriovascular  malformation,  or  in  patients  with  a 
blood  dyscrasia  or  on  anti-coagulant  therapy.  About 
75%  occur  in  the  basal  ganglia.1  Areas  of  hemorrhage 
are  distinguishable  by  areas  of  absorption  values 
higher  than  cortical  brain  tissue  (normal  cortex  equals 
22.3  HU).  The  exceptions  are  large  hematomas  in 
which  the  hematocrits  are  less  than  20%  (hemoglobin 
less  than  6.7  gm/IOO  ml)2  or  areas  where  the 
hemorrhages  are  small.  In  hypertensive  patients  with 
a classical  history  for  an  intracerebral  hemorrhage,  a 
negative  CT  scan  may  be  a sign  of  rapid  clinical 
improvement  and  good  prognosis.4 
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Figure  1 

The  non-contrast  scan  demonstrates  an  area  of  low  attenuation  in 
the  distribution  of  the  left  middle  cerebral  artery. 


Infarctions  may  or  may  not  be  hemorrhagic. 
Hemorrhagic  infarction  refers  to  an  area  of  ischemia 
in  which  reperfusion  has  led  to  small  petechial 
hemorrhages.  These  areas  of  hemorrhage  may  not  be 
detected,  either  due  to  their  small  size  or  due  to 
averaging  of  areas  of  high  absorption  values  associat- 
ed with  blood  with  areas  of  brain  which  demonstrate 
lower  absorption  values  due  to  edema  or  atrophy. 

Infarction  is  rarely  detectable  earlier  than  18  to  24 
hours  following  the  onset  of  symptoms.  Mass  effect  is 
present  in  most  infarctions3  and  is  usually  the  earliest 
detectable  sign  on  CT  scan  and  can  be  detected  by  CT 
scan  earlier  than  by  cerebral  angiography.4  Mass 
effect  is  due  primarily  to  edema  and  is  characterized 
by  shift  of  the  pineal  or  third  ventricle,  displacement 
of  the  choroid  plexus  or  lateral  ventricles,  or 
obliteration  of  the  cortical  sulci.  It  is  maximal  in  the 
first  week  and  has  disappeared  in  most  patients  by  the 
end  of  the  third  week,  although  it  can  be  seen  two 
months  following  the  infarction.3 


Figure  2 

Following  intravenous  contrast  administration,  there  is  enhance- 
ment in  the  periphery  of  the  infarct. 


Not  all  infarcts  are  detectable  by  CT  scan  in  the 
early  stages.  Masdeu  found  20%  of  CVA’s  of  the 
cerebral  or  cerebellar  hemispheres  were  indistin- 
guishable at  the  end  of  two  weeks,  although  all  were 
detected  at  the  end  of  seven  weeks.3 

Enhancement  of  an  area  of  infarction  following 
administration  of  intravenous  contrast  occurs  in 
almost  60%  of  patients  studied  within  two  weeks  of 
the  ictus.3  By  the  end  of  the  fourth  week,  only  38% 
will  enhance.  Enhancement  is  thought  to  be  due  to 
both  luxury  perfusion,  particularly  in  the  earlier 
stages  of  the  infarction,  and  to  destruction  of  the 
blood-brain  barrier.  Typically,  an  area  of  low 
absorption  value  is  seen  on  a non-contrast  enhanced 
scan  in  an  area  of  characteristic  vascular  distribution. 
Following  the  administration  of  contrast,  a ring  of 
high  attenuation  surrounds  the  low  attenuation 
region.  Often  a smaller  area  of  low  attenuation 
surrounds  the  enhanced  ring.  Some  infarcts  may  be 
invisible  until  contrast  is  given.  Sometimes  contrast 
makes  an  area  of  lower  attenuation  isodense  and, 
therefore,  less  easily  detectable. 


Figure  3 

A higher  section  demonstrates  mass  effect  evidenced  by  oblitera- 
tion of  the  cortical  sulci. 


The  areas  of  contrast  enhancement  correlate  well 
with  areas  of  abnormal  uptake  on  radionuclide  brain 
scans,  although  the  radionuclide  scan  usually  remains 
abnormal  for  a longer  period  of  time.3 

Differentiating  a contrast  enhancing  cerebral 
infarct  from  a tumor  or  abscess  can  be  difficult. 
Usually  the  rim  of  low  density  surrounding  the  ring  of 
contrast  enhancement  in  a CVA  is  smaller  than  the 
edema  around  a contrast  enhancing  tumor.4  The  mass 
effect  of  a CVA  is  often  less  than  with  a neoplasm. 
Usually  symptoms  are  more  severe  in  a CVA  than  in  a 
tumor  of  similar  appearance  on  CT  scan.3  More 
important  in  the  identification  of  an  infarction  is  the 
characteristic  distribution  and  the  temporal  disap- 
pearance of  both  mass  effect  and  contrast  enhance- 
ment and  the  appearance  of  a low  density  area 
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indicating  encephalomalacia.  Loss  of  brain  substance 
is  often  associated  with  enlargement  of  the  adjacent 
lateral  ventricle. 

In  conclusion,  in  a patient  with  a cerebrovascular 
accident  a CT  scan  may  help  initially  to  distinguish  a 
hemorrhagic  component  and  the  presence  of  signifi- 
cant mass  effect.  Some  time  in  their  evolution,  most 
CVA’s  reveal  contrast  enhancement  which  may 
resemble  tumor  or  abscess.  However,  usually  within 
two  months,  contrast  enhancement  disappears  and  an 
area  of  low  attenuation  due  to  loss  of  brain  substance 
remains. 
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Gout 

KATHERINE  SEIBERT,  M.D.,  PH  D.,  MICHAEL  HOLLAND,  PH  D. 
AND  ARTHUR  WEINSTEIN,  M.D. 


Case  History:  Dr.  Katherine  Seibert 

The  term  gout  is  derived  from  the  Latin  “gutta”  which  means 
drop,  and  reflects  an  early  belief  that  the  disease  was  caused  by  a 
poison  falling  drop  by  drop  into  the  joint.  This  53-year-old  white 
male  with  massive  tophi  has  had  the  diagnosis  of  gouty  arthritis 
since  1950  when  he  suffered  his  first  bout  of  acute  gout  of  the  right 
large  toe.  During  the  1950’s  he  had  repeated  bouts  of  podagra  and 
occasional  inflammation  of  the  metacarpophalangeal  joints  of 
both  hands. 

He  was  treated  with  colchicine  at  the  time.  About  I960  the 
patient  noted  the  onset  of  tophaceous  deposits  of  the  right  foot  and 
both  elbows,  hands  and  knees.  Prednisone  therapy.  1 0 mg/day,  was 
initiated  and  continued  until  1965.  He  received  probenecid  therapy 
intermittently  during  the  early  I960’s  but  this  was  discontinued 
because  there  was  no  noticeable  change  in  size  of  the  tophi. 

Between  1965  and  1975,  the  patient  received  300  mg  of 
allopurinol  per  day  plus  intermittent  courses  of  phenylbutazone 
and  indomethacin.  The  patient  had  multiple  ulcerations  secondary 
to  infected  tophi  of  the  feet  leading  to  extensive  skin  grafting  of  the 
lateral  foot  arches  and  periungual  areas  of  both  feet. 

In  April,  1975  the  patient  had  his  first  admission  to  the 
Newington  Veterans  Hospital  where  advanced  destruction  of  the 
right  first  metatarsophalangeal  joint  was  noted.  Allopurinol  was 
increased  from  300  to  600  mg  per  day  leading  to  significant 
lowering  of  the  serum  uric  acid  levels  from  9.3  to  5.1  mg%. 
Hematuria  was  found  but  cystoscopy  and  1VP  were  normal.  His 
BUN  and  serum  creatinine  were  mildly  elevated,  the  creatinine 
clearance  was  55  ml/ min,  and  blood  pressure  was  150/105.  In 
January  1977,  sulfinpyrazone,  a uricosuric  agent,  was  initiated  at 
100  mg  per  day  and  increased  to  400  mg  per  day.  The  patient  has 
had  no  further  renal  deterioration  since  the  onset  of  this  therapy. 
He  had  increased  proteinuria  in  September  1976  which  remains 
elevated  at  1.5/g  day.  The  patient  has  no  family  history  of  gout 
but  does  have  a positive  family  history  for  cardiovascular  disease. 
Serum  triglycerides  are  moderately  elevated  without  an  eleva- 
tion in  cholesterol.  The  patient  has  tapered  his  alcohol  use  over 
the  past  20  years  but  he  c.ontinues  to  drink  approximately  6 
beers  per  day. 
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He  has  a small  2 mm  open  lesion  at  the  site  of  the  draining 
tophus  of  the  right  large  toe.  He  has  subluxation  of  some  of  the 
metacarpophalangeal  joints  and  large  tophi  on  the  dorsal  aspects  of 
his  hands.  The  patient  has  very  limited  flexion  and  extension  of 
both  wrists.  He  also  has  massive  soft  tissue  urate  deposits  at  both 
elbows  which  have  partially  calcified  (Figure  1).  Radiologically  he 
has  punched  out  lesions  where  the  tophi  have  eroded  into  bone 
and  fusion  of  the  carpal  bones.  There  is  complete  destruction  of 
the  first  phalanx  of  the  right  foot  with  punched  out  lesions  and 
overhanging  margins  of  bone  (Figure  2). 

Discussion  of  the  Case:  Dr.  A.  Weinstein 
Gout  has  enjoyed  a rich,  varied  and  very  colorful 
history  in  which  the  common  concepts  of  pathogene- 
sis were  thought  to  involve  overindulgence  of  food 
and  drink  and  ribaldry.1  The  modern  concept  of  gout 
is  that  it  is  a disorder  of  uric  acid  metabolism  in 
which  the  cardinal  feature  is  persistent  elevation  in 
blood  uric  acid  levels.  Associated  with  this  elevation 


Figure  1 

X-ray  of  calcified  tophi  at  both  elbows. 
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Figure  2 

X-ray  both  feet  showing  classical  punched  out  lesions  at  Mt-P 
joints  and  complete  destruction  of  right  first  Mt-P  joint. 


in  uric  acid  levels  and  probably  for  the  most  part 
caused  by  it  are  recurrent  attacks  of  acute  arthritis 
due  to  the  phlogistic  effect  of  monosodium  urate 
crystals  in  the  joints  and  the  deposition  of  monosodi- 
um urate  crystals  in  the  soft  tissues,  that  is, 
tophaceous  deposits. 

I.  Acute  Gouty  Arthritis 

a)  Clinical  Features — The  American  Rheumatism 
Association  has  published  criteria  for  classification  ot 
acute  gouty  arthritis  and  they  reemphasize  what  has 
been  known  for  the  past  15  years- -for  a definitive 
diagnosis  of  acute  gouty  arthritis,  one  must  demon- 
strate monosodium  urate  crystals  in  the  synovial  fluid 
by  polarizing  light  microscopy.2  Almost  as  helpful  as 
finding  crystals  in  the  joint  is  the  demonstration  of 
crystals  in  a tophaceous  subcutaneous  deposit  in  a 
person  who  has  arthritis.  Without  one  of  these  pieces 
of  evidence,  the  diagnosis  of  gouty  arthritis  can  be 
only  presumptive. 

However,  if  the  clinical  picture  is  typical,  one  can 
be  reasonably  sure  of  the  diagnosis  (Table  1 ).  Usually 
the  patient  has  a monoarthritis  or  just  a few  joints 
involved  and  very  rarely  more  than  four  during  the 
single  attack.  The  onset  is  abrupt  and  within  12  to  24 
hours  the  inflammation  reaches  its  peak  of  intensity 
and  subsides  slowly  if  untreated  over  the  next  few 
days.  The  pain  is  exquisite  and  may  be  indistinguisha- 
ble clinically  from  cellulitis.  The  first  metatarsal- 
phalangeal  joint  is  involved  initially  in  at  least  50%  of 
patients  with  gout  and  eventually  is  involved  in  about 
95%  of  patients.  During  the  acute  attack  the  patients 


almost  always  have  serum  hyperuricemia  and  a 
response  to  a trial  of  colchicine  is  a helpful  piece  of 
evidence  that  one  is  dealing  with  gouty  arthritis. 

However,  gout  can  be  atypical,  it  can  involve  more 
than  4 joints  and  at  the  time  of  the  acute  attack  serum 
uric  acid  levels  may  in  fact  be  normal  (on  repeated 
testing  however  elevated  levels  are  usually  found). 
The  demonstration  of  crystals  is  therefore  crucial  to 
diagnosis  especially  in  those  cases  where  some  doubt 
exists. 

b)  Pathogenesis-  The  cardinal  abnormality  is 
prolonged  serum  hyperuricemia  which  leads  either  to 
crystal  formation  within  the  joint  or  to  extrusion  of 
crystals  from  soft  tissues  into  the  joint.  However, 
there  are  some  provocative  factors  which  seem  to  be 
important  in  the  actual  precipitation  of  gouty  arthritis 
(Table  2).  One  of  the  most  important  factors  in  the 
clinic  and  hospital  setting  is  sharp  fluctuations  in 
serum  uric  acid  levels.  Drugs  are  the  most  important 
causes  of  these  fluctuations.  Patients  very  commonly 
present  with  their  first  attack  or  have  a recurrent 
attack  postoperatively  or  post  trauma  and  the 
mechanisms  for  this  are  not  well  understood.  There 
are  also  local  factors  and  perhaps  the  predisposition 
to  affect  the  Mt-P  joint  of  the  great  toe  is  due  to  the 

Table  1 

ACUTE  GOUTY  ARTHRITIS 


Individual  Criteria* 

Maximum  inflammation  I day 
More  than  one  attack 
Monoarticular  arthritis 
Redness 

First  Mt-P  pain  or  swelling 
Unilateral  first  Mt-P 
Unilateral  tarsal 
Suspected  tophus 
Hyperuricem  ia 
Asymmetric  swelling 
Subcortical  cysts,  no  erosions 
Negative  organisms  on  culture 

*6  or  more  positive  in  85%  of  patients  with  acute  primary  gout.  7% 
of  patients  with  pseudogout,  1-3%  of  patients  with  rheumatoid 
arthritis  or  septic  arthritis  (ref  2). 

Table  2 

ACUTE  GOUTY  ARTHRITIS 
Provocative  Factors 

General: 

Surgery 

Acute  Medical  Illness 

Fluctuations  in  serum  uric  acid  levels  (up  or  down)  drugs 
'.’Changes  in  concentration  of  urate  binding  proteins 

1 ocal: 

Trauma 

Degenerative  Arthritis 
'.’pH.  temperature 
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common  occurrence  of  degenerative  arthritis  in  that 
joint.3  In  vitro  studies  have  demonstrated  the 
importance  of  the  polymorphonuclear  leukocyte.  If 
one  makes  animals  leukopenic  then  it  is  very  difficult 
to  induce  arthritis  with  injection  of  uric  acid  crystals 
directly  into  the  joint.4  When  the  crystals  are 
phagocytosed  by  polymorphs,  the  polymorphs  release 
a low  molecular  weight  substance  of  about  8500 
daltons — a chemotactic  factor  which  recruits  other 
neutrophils  into  the  joint  and  appears  to  be  very 
important  in  the  induction  of  or  at  least  in  the 
potentiation  of  gouty  arthritis.5  Electronmicroscopic 
studies  have  revealed  that  the  neutrophils  phagocy- 
tose  the  urate  crystal.  The  crystal  is  then  surrounded 
by  the  phagosomal  membrane  and  subsequently  the 
phagolysosomal  membrane.  However,  very  shortly, 
that  membrane  seems  to  disrupt  and  the  crystal  and 
lysosomal  enzymes  are  extruded  into  the  cytoplasm 
with  subsequent  cellular  autolysis  and  cellular  death.6 
The  urate  crystal  has  a high  negative  charge  on  its 
surface  and  it  is  postulated  that  because  of  this  there  is 
hydrogen  bonding  onto  the  crystal  surface  and 
subsequent  protein  bonding.7  When  the  crystal  is 
phagocytosed  and  is  within  a phagolysosome,  the 
lysosomal  enzymes  can  digest  off  the  protein  coat  thus 
revealing  the  hydrogen  ions  which  then  could  interact 
with  the  phospholipids  of  the  phagolysosomal 
membrane.  This  could  result  in  membranolysis  and 
release  of  the  crystal  and  lysosomal  enzymes  into  the 
cytoplasm. 

c)  Treatment-  In  the  long  run  while  it  is  important 
to  treat  the  serum  hyperuricemia,  that  aspect  of 
treatment  has  no  place  in  the  treatment  of  acute  gouty 
arthritis.  One  of  the  reasons  is  that  changes  in  serum 
uric  acid  levels  can  actually  precipitate  or  worsen 
gouty  arthritis.  Oral  colchicine  is  not  a treatment  of 
choice  in  a typical  patient  with  acute  gouty  arthritis 
especially  when  the  diagnosis  is  known.  It  can  be  used 
in  office  practice  as  a trial  when  response  to  oral 
colchicine  will  help  one  be  more  certain  of  the 
diagnosis.  However,  85%  of  patients  who  are  given 
oral  colchicine  in  the  usual  regimen,  which  is  0.5  mg 
every  hour  for  6-12  hours  until  the  patient  responds, 
will  have  significant  gastrointestinal  upset  with 
abdominal  cramps,  vomiting  and  diarrhea.  In  the 
hospitalized  patient,  intravenous  colchicine  is  very 
helpful  (and  has  a low  incidence  of  GI  intolerance) 
since  many  of  these  patients  are  elderly,  in  heart 
failure  and  have  other  medical  problems  which 
mitigate  against  using  standard  anti-inflammatory 
drugs.  Usually  2 mg  in  20  ml  of  saline  is  given  as  a 
slow  intravenous  infusion  and  in  8-12  hours  another 
1-2  mg  can  be  given.  In  an  office  setting,  one  can  use 
indomethacin  or  phenylbutazone.  Indomethacin  can 
be  used  at  a dose  of  50  mg  3 times  a day  for  two  days 
and  then  25  mg  3 times  a day  for  the  rest  of  the  week. 
Similarly,  with  phenylbutazone  high  doses  are  used 


initially,  200  mg  3 times  a day  for  the  first  few  days, 
and  then  100  mg  3 times  a day  for  a few  days  more.* 
Some  of  the  newer  nonsteroidal  anti-inflammatory 
agents  are  also  effective  in  treating  acute  gouty 
arthritis.9 

11  Purine  Metabolism:  Dr.  Michael  Holland  (See  ref  10) 
The  first  step  in  purine  synthesis  is  the  produc- 
tion of  phosphor ibosylpyrophosphate  (PRPP)  from 
ribose-5-phosphate  and  ATP.  PRPP  then  is  the 
foundation  on  which  is  added  one  atom  at  a time  to 
produce  a purine  ( Figure  3).  Inosinic  acid  ( IM  P)  does 
not  exist  naturally  in  RNA  or  DNA  but  rather  is  the 
last  common  intermediate  in  the  synthesis  of  AMP 
and  GMP  which  are  the  naturally  occurring  compo- 
nents of  nucleic  acid.  There  are  simple  feedback 
controls  to  determine  the  amount  of  purines  that  is 
made  and  then  another  form  of  control  to  keep  a 
balance  between  AMP  and  GMP  since  the  cell  re- 
quires very  definite  ratios  of  AMP  and  GMP.  Total 
amount  of  purines  is  primarily  regulated  at  the 
enzyme  level  by  feedback  inhibition  by  the  product 
of  the  reaction,  namely  IMP,  GMP  and  AMP. 


1 PRPPj  & Glutamine 


Xanthine  oxidase 

Xanthine 

Xanthine  oxidase 

1 

lUric  acid| 

Figure  3 

In  terms  of  the  mass  of  purines  made  at  any 
particular  time  in  the  cell,  the  principal  pathway  in- 
volved is  the  salvage  of  purine.  When  nucleic  acids 
turn  over  they  give  rise  to  three  purine  bases- 
adenine,  guanine  and  hypoxanthine.  Rather  than 
convert  these  to  uric  acid  the  cell  economically 
salvages  these  purines  and  converts  them  back  to 
nucleotides  utilizing  the  specific  enzymes,  adenine 
phosphoribosyl  tranferase  (APRTase)  and  hvpoxan- 
thine  guanine  phosphoribosyl  transferase 
(HGPRTase).  About  90%  of  the  three  purines  that  are 
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formed  in  the  body  as  a consequence  of  breakdown  of 
nucleic  acid  are  salvaged  so  that  the  greatest  amount 
of  purines  that  is  being  formed  at  any  given  time  is 
due  to  salvage.  If  there  is  an  absent  or  diminished 
salvage  pathway,  then  there  results  increased  de  novo 
synthesis  and  more  importantly  increased  uric  acid 
synthesis  and  excretion. 

By  a series  of  reactions  GM  P or  AM  P is  converted 
back  to  IMP,  the  IMP  is  then  converted  to 
hypoxanthine  which  is  then  converted  by  xanthine 
oxidase  to  xanthine  and  then  to  uric  acid.  Allopurinol 
which  is  an  analog  of  hypoxanthine  is  effective  in 
blocking  the  production  of  uric  acid  because  it 
inhibits  xanthine  oxidase. 

A relatively  limited  number  of  metabolic  deficien- 
cies have  been  described.  The  best  characterized 
deficiency  is  that  of  hypoxanthine-guanine  phospho- 
ribosyl  transferase,  the  enzyme  responsible  for  salvage 
of  hypoxanthine  and  guanine.  Deficiencies  in  this 
particular  enzyme  are  always  associated  with  hyperu- 
ricemia. A complete  deficiency  in  this  enzyme  results 
in  the  L.esch-Nyhan  syndrome.  In  addition  to  severe 
hyperuricemia,  these  children  suffer  mental  retarda- 
tion and  have  compulsive  self-mutilation.  Why  this 
neurologic  defect  is  associated  with  a missing  salvage 
enzyme  is  unknown.  However,  the  vast  majority  of 
cases  of  hyperuricemia  are  not  described  on  a 
molecular  basis,  and  partial  HGPRTase  deficiency 
represents  no  more  than  a few  percent  of  primary 
gout  cases  in  adults.  It  is  very  clear  that  much  remains 
to  be  determined  at  a molecular  level  and  over  the 
next  ten  years  there  should  be  an  acceleration  of 
findings  in  this  field. 

III.  Hyperuricemia:  I)r.  A.  Weinstein 

a)  Pathogenesis-  Patients  with  gout  tend  to  cluster 
together  differently  from  normal  controls  with  respect 
to  uric  acid  levels.  Whereas  the  normal  mean  is 
approximately  5 mg%,  gouty  patients  average  greater 
than  7 mg%.  The  solubility  of  sodium  urate  in  plasma 
is  about  7 mg%  so  that  hyperuricemia  is  usually 
defined  as  a serum  uric  acid  level  exceeding  that  level. 

Uric  acid  is  excreted  in  the  kidneys  so  that 
abnormalities  in  renal  excretion  can  lead  to  hyperu- 
ricemia and  that  is  probably  the  commonest  cause  of 
hyperuricemia  seen  in  a clinic  or  hospital  population 
(Table  3).  It  is  interesting  that  patients  with  chronic 
renal  failure  can  have  very  high  levels  of  serum  uric 
acid  although  for  unknown  reasons  it  is  very  unusual 
for  those  patients  to  get  gouty  arthritis.  Thus  in  that 
situation  one  usually  does  not  treat  the  hyperurice- 
mia. One  of  the  ways  that  hydrochlorothiazide  or 
other  diuretics  act  is  by  decreasing  GFR,  which  in 
turn  causes  elevation  of  serum  uric  acid.  There  can  be 
a decrease  in  uric  acid  secretion  due  to  various  drugs 
including  low  doses  of  salicylates.  Also,  ketoacidosis 


Table  3 

HYPERURICEMIA 


I.  Diminished  Renal  Excretion 

a)  i GFR  -renal  failure,  diuretics 

b)  i secretion  low  dose  salicylates 
ketoacidosis-  diabetes,  starvation 
lactic  acidosis — alcoholism,  shock 

II.  Increased  Cell  Turnover 

Myeloproliferative  disorders 
l.ymphoproliferative  disorders 
Psoriasis 

III.  Inherited  Enzyme  Deficiencies 

HGPRTase — L.esch-Nyhan  syndrome 
Partial 

Other 

IV.  Idiopathic 

and  lactic  acidosis  affect  the  tubular  secretion  of  urate 
so  that  patients  with  severe  diabetes,  alcoholic 
intoxication,  or  with  the  ketoacidosis  of  starvation 
are  predisposed  to  develop  hyperuricemia  and  attacks 
of  gout. 

Overproduction  of  uric  acid  because  of  increased 
cell  (and  nucleic  acid)  turnover  as  seen  with  myelopro- 
liferative and  lymphoproliferative  disorders  is  an 
important  cause  of  hyperuricemia. 

The  simplest  way  to  measure  uric  acid  production 
clinically  is  to  measure  the  excretion  of  uric  acid  in  the 
urine.  This  should  be  done  under  somewhat  con- 
trolled circumstances.  The  patient  should  be  on  a low 
purine  diet  for  5 days  and  under  those  conditions  and 
without  taking  any  uricosuric  agents,  uric  acid 
excretion  should  be  less  than  600  mg  for  24  hours. 
Any  amount  greater  than  700  mg  is  indicative  of  uric 
acid  overexcretion  and  thus  uric  acid  overproduction. 
About  25%  of  patients  with  idiopathic  gout  will  show 
solely  an  increase  in  urinary  uric  acid  excretion 
indicating  that  an  increase  in  uric  acid  production  is 
the  major  cause  of  the  hyperuricemia.  About  25%  of 
patients  with  gout  show  solely  a defect  in  renal 
excretion;  that  is,  they  show  decreased  urinary  uric 
acid  relative  to  their  hyperuricemia.11  The  other  50% 
show  a combination  of  both.  From  more  sensitive 
studies  which  measure  the  incorporation  of  14C 
labelled  glycine  into  urinary  uric  acid  one  does  find  a 
much  greater  number  of  patients  with  gout  with  an 
increase  in  de  novo  purine  synthesis  that  are  not 
detected  by  urinary  uric  acid  excretion  studies  alone. 
These  patients  seem  to  have  both  a renal  mechanism 
and  an  increase  in  de  novo  purine  synthesis  as  a cause 
of  their  hyperuricemia. 

b)  Concomitants — The  commonest  cause  of  gouty 
nephropathy  in  a gouty  population  is  hypertensive 
disease  and  nephrosclerosis.  However,  there  are  a 
small  number  of  patients  with  prolonged  and  usually 
severe  serum  hyperuricemia  who  develop  urate 
nephropathy  due  to  the  deposition  of  monosodium 
urate  crystals  in  the  renal  interstitium.  Also  about  10- 
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20%  of  patients  with  gout  get  a uric  acid  nephropathy 
due  to  the  deposition  of  uric  acid  in  the  distal  tubules 
with  the  formation  of  uric  acid  calculi.  Lake  the 
patient  presented  today,  up  to  75%  of  patients  with 
gout  have  hypertriglyceridemia  and  type  4 hyperlipo- 
proteinemia. The  incidence  of  coronary  artery  disease 
is  very  high  in  patients  with  gout.12  It  is  not  known  if 
this  is  related  to  other  factors  that  occur  in  gouty 
populations  such  as  hyperlipidemia,  obesity,  diabetes 
and  hypertension. 

c)  Treatment — The  treatment  of  asymptomatic 
hyperuricemia  is  still  very  controversial.13  Many 
rheumatologists  would  treat  a patient  with  idiopathic 
hyperuricemia  if  the  serum  uric  acid  was  persistently 
above  10  mg%.x  Another  important  determinant  is 
the  amount  of  uric  acid  excreted  in  the  urine  because 
hyperuricosuria  predisposes  to  uric  acid  calculi.  A 
patient  who  had  hyperuricemia  below  levels  of  10 
mg%  but  who  excreted  more  than  700  mg  in  24  hours 
on  a purine  free  diet  would  be  more  likely  to  be 
treated.  Other  factors  such  as  family  history  of  gout 
or  renal  disease  might  make  one  treat  the  asympto- 
matic patient.  However,  there  has  never  been  a proper 
controlled  study  on  the  long  term  benefits  of  treating 
patients  with  asymptomatic  hyperuricemia. 

The  patient  should  be  over  the  acute  attack  of 
arthritis  before  treatment  of  the  hyperuricemia. 
Treatment  is  instituted  slowly  over  a few  weeks  so 
that  drop  in  uric  acid  levels  will  be  slow  and  one  will 
be  less  likely  to  precipitate  acute  attacks  of  gout.  The 
patient  should  be  warned  that  a gouty  attack  may 
occur.  One  uses  the  amount  of  drug  necessary  to 
reduce  the  serum  uric  acid  below  7 mg%  and 
hopefully  below  6 mg%.  It  is  futile  to  treat  a patient 
with  a fixed  amount  of  drug  and  let  the  serum  uric 
acid  remain  at  10  mg%  as  happened  with  this  patient 
presented  today  for  the  first  25  years  that  he  was 
treated.  If  the  patient  has  idiopathic  gout  and  is  not 
an  overexcretor  of  uric  acid,  a uricosuric  agent  can  be 
used  (sulfinpyrazone  or  probenecid  -300-600  mg/  day 
of  the  former  and  1-2  g/day  of  the  latter).  The 
commonest  drug  used  is  the  xanthine  oxidase 
inhibitor,  allopurinol,  and  again  there  should  be  no 
set  formula  as  to  dose.  Allopurinol  should  be  used  in 
gout  patients  who  already  overexcrete  uric  acid  or 
who  have  renal  disease  because  it  decreases  actual  uric 
acid  formation.  It  is  especially  important  in  patients 


with  myeloproliferative  and  lymphoproliferative 
disorders  who  are  being  treated  as  it  protects  the 
kidneys  from  tubular  uric  acid  crystallization.  In 
idiopathic  gout,  dosage  initially  is  usually  100  mg 
daily  and  is  gradually  increased  to  300  to  600  mg/day. 
Allopurinol  can  be  given  in  one  dose  in  the  morning 
because  its  breakdown  product,  oxypurinol,  has  the 
greatest  inhibitory  effect  on  xanthine  oxidase  and 
oxypurinol  has  a long  biologic  half-life.  There  are 
now  300  mg  tablets  of  allopurinol  available. 

As  well  as  warning  the  patient  that  attacks  of  gout 
may  be  precipitated  with  the  institution  of  this 
treatment,  colchicine  is  given  at  a dose  of  0.5  mg  twice 
a day  in  an  attempt  to  prevent  acute  gouty  arthritis. 
This  colchicine  therapy  may  be  discontinued  after  3-6 
months  at  a time  when  the  serum  uric  acid  levels  have 
stablized. 
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A TOTALLY  NEW 
DELIVERY  SYSTEM  TO 

HELP  REDUCE  THE  FEAR 
OF  ANGINAL 

ATTACKS 

Round-the-clock 
protection  with 

ISO-BID 

(ISOSORBIDE  DINITRATE) 

40  mg.  capsules  ...twice-a-dav  dosage 

Controlled  sustained  release  of  ISO-BID’s  isosorbide  dinitrate  through  micro- 
dialysis diffusion  can  help  reduce  frequency  and  intensity  of  anginal  attacks. 

This  in  turn  can  minimize  patient’s  fear  of  attacks,  and  dependence  on  nitroglycerin. 


Unlike  ordinary  sustained  release  products,  ISO-BID  releases  isosorbide  dinitrate  at  a smooth,  continuous, 
predictable,  controlled  rate  to  provide  for  up  to  1 2 hours  of  therapeutic  activity.  Micro-dialysis  is  dependent  only 
upon  the  presence  of  fluid  in  the  G.  I.  tract  and  not  on  pH  or  other  variables.  ISO-BID  is  particularly  advantageous 
in  the  prevention  of  nocturnal  angina. 

DOSAGE:  One  ISO-BID  capsule  every  12  hours  on  an  empty  stomach  according  to  need,  for  continuous  24-hour 
therapy.  Some  patients  may  require  higher  dosage  levels.  In  these  patients,  dosageshould  be  titrated,  and  they 
may  require  two  ISO-BID  capsules  b.i.d.  Not  intended  for  sublingual  use.  Consult  product  brochure  before 
prescribing. 

THERAPEUTIC  FOOTNOTE:  IN  TREATING  ANGINA  . . . FAILURES  MAY  RESULT  FROM  INADEQUATE  DOSAGE 
Reports  in  the  literature  indicate  the  usefulness  of  higher  dosage  levels  of  isosorbide  dinitrate.1’2 


INDICATIONS:  Based  on  a review  of  this  drug  by 
the  National  Academy  of  Sciences  — National  Re- 
search Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

“Possibly”  effective:  For  the  relief  of  angina 
pectoris  (pain  of  coronary  artery  disease).  ISO-BID 
is  not  intended  to  abort  the  acute  anginal  episode, 
but  is  widely  regarded  as  useful  in  the  prophy- 
lactic treatment  of  angina  pectoris.  Final  classifi- 
cation of  the  less-than-ef f ective  indication  requires 
further  investigation. 


CONTRAINDICATION:  Idiosyncrasy  to  this  drug. 

WARNINGS:  Data  supporting  the  use  of  nitrites 
during  the  early  days  of  the  acute  phase  of 
myocardial  infarction  (the  period  during  which 
clinical  and  laboratory  findings  are  unstable)  are 
insufficient  to  establish  safety. 

PRECAUTIONS:  Use  with  caution  in  patients  with 
glaucoma.  Tolerance  to  this  drug,  and  cross- 
tolerance to  other  nitrates  and  nitrites  may  occur. 

ADVERSE  REACTIONS:  Cutaneous  vasodilation  with 
flushing.  Headache  may  commonly  occur,  and  may 
be  both  severe  and  persistent.  Transient  dizziness 


and  weakness,  in  addition  to  other  signs  of  cere- 
bral ischemia  associated  with  postural  hypoten- 
sion may  occasionally  be  seen.  ISO-BID  can  act  as 
a physiological  antagonist  to  norepinephrine,  his- 
tamine, acetylcholine  and  many  other  medications. 
An  occasional  patient  may  show  marked  sensi- 
tivity to  the  hypotensive  effects  of  nitrite;  severe 
responses  (nausea,  vomiting,  weakness,  restless- 
ness, pallor,  excessive  sweating  and  collapse)  can 
occur,  even  with  the  usual  therapeutic  dosage; 
alcohol  may  enhance  this  effect.  A drug  rash  and/ 
or  exfoliative  dermatitis  is  occasionally  seen. 
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CURRENT  DRUG  INFORMATION 

Moses  Chow,  Pharm.  D.,  Consulting  Editor 


Cimetidine  (Tagamet®):  A Review 

JOYCE  B.  COMER,  B SC.,  PHARM.  D. 


Cimetidine  is  a histamine-2  (H2  K receptor  antago- 
nist, recently  introduced  for  the  treatment  of  several 
gastrointestinal  disorders. 

General  Pharmacology 

Two  types  of  histamine  receptors,  H|  and  H2, 
have  been  identified  in  man.  The  selectivity  of  an  H ] 
receptor  is  determined  by  the  presence  of  an 
ammonium  group  and  for  an  H2  receptor,  an 
imidazole  ring.1  2 These  receptors  are  present  in  the 
gut,  heart,  blood  vessels,  bone  marrow,  pituitary 
gland,  smooth  muscle,  skin,  nervous  system,  pulmo- 
nary and  musculo-skeletal  tissues.1  The  H ] receptors 
are  antagonized  by  the  typical  antihistamines,  i.e., 
chlorpheniramine,  diphenhydramine,  and  the  H2 
receptors  by  a new  class  of  compounds  including 
cimetidine,  burimamide  and  metiamide. 

The  H2  receptor  antagonists  exert  their  gastroin- 
testinal effects  by  decreasing  the  volume  and 
concentration  of  acid  produced  in  the  resting  state 
and  after  stimulation  by  food,  histamine,  insulin, 
caffeine  and  pentagastrin.2-3  46  Several  theories  have 
been  proposed  to  explain  these  effects.3  Since 
histamine  is  the  final  stimulator  of  the  parietal  cells, 
one  theory  proposes  that  histamine  is  blocked  at  the 
receptor  site  and  ultimately  the  parietal  cells  are  not 
stimulated.  A similar  theory  suggests  that  cimetidine 
blocks  histamine  release  and  since  histamine,  gastrin 
and  acetylcholine  interact  to  stimulate  the  parietal 
cells,  this  decreases  the  release  of  hydrochloric  acid 
and  pepsin. 

Cimetidine  has  no  effect  on  esophageal  or  gastro- 
intestinal motility,  pancreatic  secretions,  lower  eso- 
phageal sphincter  pressure,  gall  bladder  function, 
gastric  contractility  or  emptying.1-3-6-7  The  effect 
of  cimetidine  on  other  H2  receptors  throughout  the 
body  is  presently  unknown. 
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Clinical  Effect  and  Efficacy 

Cimetidine  is  currently  FDA  approved  for  the 
treatment  of  duodenal  ulcers  and  hypersecretory 
conditions  ie  Zollinger-Ellison  Syndrome,  multiple 
endocrine  adenoma,  systemic  mastocytosis.8  Clinical 
trials  indicate  it  may  be  effective  in  the  treatment  of 
gastric  ulcers,  esophagitis,  gastroesophageal  reflux, 
and  upper  gastrointestinal  bleeding  secondary  to  acid 
peptic  disease. '• 3- 9- l()- 1 '■ l2- '-1' 14  With  regard  to  drug- 
induced  gastritis  and  ulcer,  several  studies  have  shown 
cimetidine  to  be  effective  in  protecting  gastric  mucosa 
from  ethanol,  acetylsalicylic  acid,  indomethacin, 
ibuprofen  and  naproxen  induced  gastric  irrita- 
tion.3 I5- l6- 17  lx- l9- 20  But  one  of  the  studies  demonstrat- 
ed that  Mylanta  Hr  was  as  effective  as  cimetidine  in 
preventing  naproxen  induced  gastric  erosion.19 

To  date,  there  are  no  clinical  trials  in  man  which 
demonstrate  cimetidine  to  be  effective  in  the  preven- 
tion of  stress  ulcers  or  acute  erosive  gastritis 
secondary  to  serious  illness  ie  renal,  hepatic  or 
pulmonary  failure,  trauma,  burns  or  shock.1  One 
study  in  man  compared  magnesium  hydroxide  to 
cimetidine  as  a preventative  for  stress  ulcer  in  patients 
with  hepatic  failure.21  The  study  concluded  cimetidine 
was  statistically  superior  to  magnesium  hydroxide  in 
the  prevention  of  stress  ulcers,  but  there  are  several 
criticisms  of  this  study;  no  control  or  placebo  group 
was  utilized,  an  efficacious  or  maximum  cimetidine 
dose  was  administered  but  a maximum  or  efficacious 
magnesium  hydroxide  dose  was  not  administered,  the 
duration  of  treatment  was  never  mentioned  for  either 
group,  and  no  underlying  patient  problems  other  than 
hepatic  failure  were  presented.  Antacids  are  used  to 
prevent  stress  ulcers,  although  their  efficacy  has  never 
been  established  for  this  purpose.  There  is  a 
significant  cost  difference  when  comparing  antacid 
and  cimetidine  therapy  for  the  prevention  of  stress 
ulcers,  and  since  neither  therapy  has  been  established 
to  be  efficacious,  the  cost-benefit  ratio  must  be 
considered  when  choosing  therapy. 
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In  another  study,  cimetidine,  (300  mg  q.i.d.  and 
400  mg  q.i.d.)  was  compared  to  Mylanta  11^  (30  ml 
1 and  3 hours  after  meals)  for  the  treatment  of 
duodenal  ulcers.  Ulcer  healing  was  not  significantly 
different  between  the  three  groups,  and  at  the  end 
of  four  weeks  of  treatment,  80%  of  the  cimetidine 
group  were  asymptomatic  as  were  63%  of  the  antacid 
group.23 

A summary  of  clinical  trials  involving  cimetidine 
demonstrates  the  decrease  in  24  hour  gastric  acidity 
and  ultimate  increase  in  pH  are  dose-dependent.  A 
minimum  of  300  mg  of  cimetidine  is  needed  to  signi- 
ficantly increase  gastric  pH  and  decrease  acid  con- 
centration. 24- 25- 26- 27- 2X- 29  Most  studies  agree  that 
endoscopically  documented  healing  occurs  in  65  to 
80%  of  patients  two  to  six  weeks  following  the  initia- 
tion of  cimetidine.30- 3I- 32- 33- 34- 35- 36- 37  In  one 
study,  80%  of  the  patients  healed  in  six  weeks,  but 
41%  had  ulcer  recurrence  one  month  after  the  cimeti- 
dine was  discontinued.31  The  overall  recurrence 
rate  one  month  after  discontinuing  cimetidine  was 
41  to  67%. 1 22- 38 

Pharmacokinetics 

Pharmacokinetically,  the  serum  half-life  for  cimeti- 
dine is  about  2 hours  in  patients  with  normal  renal 
function  (about  4 hours  in  anephric  patients). 
Cimetidine  is  about  70%  absorbed  orally  from  the 
duodenum  and  ileum  with  a peak  serum  level 
achieved  75  minutes  after  the  dose.  A serum  level  of 
0.5  mcg/ml  will  inhibit  50%  of  stimulated  acid 
secretion  and  80%  of  basal  stimulated  secretion.39  4(1  A 
300  mg  dose  (p.o.  or  l.V.)  will  provide  serum  levels 
greater  than  0.5  mcg/ml  for  about  six  hours.3  26  39 
Cimetidine  is  only  about  15  to  20%  protein-bound 
with  a small  amount  of  the  drug  metabolized  in  the 
liver.  Cimetidine  is  primarily  excreted  unchanged  by 
the  kidney.14  41 

Dosage 

Cimetidine  may  be  administered  orally  or  intrave- 
nously. For  intravenous  administration,  the  drug  may 
be  given  by  intermittent  injection,  bolused  over  two 
minutes  or  by  continuous  infusion  of  I to  4 
mg/kg/hour.  Initially,  the  dose  should  be  titrated  to 
maintain  an  intragastric  pH  greater  than  or  equal  to 
5.  Thus  the  gastric  pH  should  ideally  be  determined 
every  six  hours  by  measuring  the  pH  of  aspirated 
gastric  contents  with  pH  paper.  Oral  therapy  should 
be  initiated  soon  after  intravenous  therapy  has  begun 
and  acute  bleeding  has  stopped.  A minimum  of  three 
to  six  weeks  of  treatment  is  necessary  to  insure  ulcer 
healing.  Preliminary  studies  indicate  once  or  twice  a 
day  dosing  for  long  term  management  decreases  the 
recurrence  rate,  but  studies  are  still  incomplete  and 
the  adverse  effects  and  efficacy  of  greater  than  eight 
weeks  of  therapy  are  unknown.  Antacid  therapy 
should  be  also  initiated  and  continued  for  the  first  few 
weeks  of  therapy  to  relieve  pain.1  3 8 

In  adults,  the  usual  dose  is  300  mg  (p.o.  or  l.V.) 
after  meals  and  at  bedtime  or  every  six  hours. 


Cimetidine  is  not  recommended  for  patients  under  16 
years  of  age.  The  dose  must  be  decreased  to  300  mg 
(p.o.  or  l.V.)  every  eight  hours  in  patients  with 
moderate  renal  impairment  and  every  twelve  hours 
with  severe  renal  impairment  (creatinine  clearance 
less  than  30  ml/ min).  Cimetidine  is  hemodialyzable, 
therefore  300  mg  should  be  administered  after 
dialysis.42- 43- 44 

Adverse  Effects 

Tess  than  2%  of  patients  demonstrated  the 
following  adverse  effects  from  cimetidine:3  nausea, 
diarrhea,  dizziness,  muscle  pain  and  transient  rash. 
Regarding  hematologic  adverse  effects,  metiamide, 
cimetidine’s  predecessor,  was  never  marketed  due  to 
the  frequent  incidence  of  agranulocytosis.  This  was 
originally  believed  to  be  secondary  to  a thiourea 
group  on  the  metiamide  molecule;  cimetidine  is 
devoid  of  this  group.  To  date,  there  is  only  one  report 
of  cimetidine-induced  agranulocytosis.45  There  are 
several  reports  where  patients  who  were  treated  with 
metiamide  developed  agranulocytosis  and  were  later 
treated  with  cimetidine  with  no  hematologic  prob- 
lems.46-47 There  are  some  reports  of  cimetidine- 
induced  neutropenia  with  normal  bone  marrow 
biopsy,  implying  a peripheral  cell  destruction.48- 49 
Other  adverse  effects  of  cimetidine  include:  gyneco- 
mastia in  males,50-51  mental  confusion,52  53- 54  brady- 
cardia,55 muscle  twitches,56  paralytic  ileus/7  transient 
increases  in  serum  creatinine  with  no  change  in  renal 
function,31- 32- 5I- 58- 59  transient  increases  in  serum 
transaminases,  and  centrilobular  necrosis.3  I0- 51  6(1 

Conclusions 

The  marketing  of  cimetidine  opens  an  era  of  a new 
pharmacologic  class  of  compounds.  Cimetidine  has 
been  proven  successful  in  the  treatment  of  duodenal 
ulcers  and  hypersecretory  conditions.  The  efficacy  of 
cimetidine  in  other  gastrointestinal  disorders  and  the 
adverse  effects  of  long  term  therapy  awaits  further 
study. 
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Health  Aspects  of  Marihuana  Use 


In  June  1972,  the  AM  A House  of  Delegates 
adopted  a statement  on  marihuana  that  was  consist- 
ent with  research  findings  and  patterns  of  usage 
prevailing  at  that  time.  The  House  found  little 
conclusive  evidence  of  long-term  adverse  consequen- 
ces of  marihuana  use  in  the  United  States,  but  it  did 
advocate  “a  policy  of  discouragement”  because  of 
“the  possibility  of  some  deleterious  effects  on  the  user 
and  on  society  at  large  which  could  constitute  a major 
public  health  problem.” 

In  the  intervening  years,  much  new  research  has 
been  reported  in  the  scientific  literature.  For  the  most 
part  the  reports  leave  many  of  the  areas  of  concern 
still  in  doubt.  Some  of  them,  however,  present 
convincing  evidence  of  health  hazards  to  certain 
persons. 

The  following  statement  was  prepared  by  the 
Council  on  Scientific  Affairs.  It  recommends  the 
discouragement  of  marihuana  use.  especially  by 
persons  vulnerable  to  the  drug’s  effects  and  in  high- 
risk  situations;  the  determination  of  the  consequences 
of  long-term  marihuana  use  through  concentrated 
research;  and  the  liberalization  of  marihuana  posses- 
sion laws. 

The  Council  recommends  the  adoption  of  this 
statement  by  the  House  of  Delegates; 

Introduction 

There  has  been  a detectable  change  in  the  nature 
and  extent  of  marihuana  usage  during  the  past  five 
years.  Whereas  in  1972,  the  typical  marihuana 
available  in  this  country  was  comparatively  weak, 
with  the  content  of  active  ingredients  about  1 to  2 
percent,  indications  now  are  that  “higher  grades”  of 
the  drug,  with  potencies  ranging  from  3 to  5 percent, 
and  even  10  percent  in  the  case  of  hashish,  are  being 
used  more  extensively. 

And  whereas  in  1972  use  tended  to  be  largely 
intermittent  and  centered  principally  in  the  late  teen- 
age and  young  adult  population,  the  pattern  now 
appears  to  be  shifting  to  more  regular  intake  by  this 
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age  group;  moreover,  use  seems  to  be  expanding 
among  both  adolescents  and  persons  over  25. 

Finally,  the  practice  of  combining  the  use  of 
marihuana  and  alcoholic  beverages  is  becoming  more 
common,  and  as  such  poses  a hazard  of  more 
widespread  and  severe  acute  reactions  resulting  from 
their  combined  effects. 

Nevertheless,  neither  potency  of  the  drug,  regulari- 
ty of  use,  or  combined  use  with  alcohol  or  other 
substances  is  an  absolute  factor.  As  with  other 
psychoactive  drugs,  size  of  dose  and  frequency  of 
ingestion  are  variables  interacting  with  the  route  of 
administration,  the  setting  in  which  the  drug  is  taken, 
and,  most  important  of  all,  the  complex  physiological 
and  psychological  makeup  of  the  user. 

For  healthy  users  intermittent  ingestion  of  even 
relatively  potent  marihuana  rarely  constitutes  a health 
or  social  hazard,  while  regular  ingestion  or  multiple 
drug  use  might  well  do  so. 

For  certain  high  risk  persons,  however,  the  hazards 
would  be  greater  in  any  case.  Although  such  persons 
do  not  constitute  the  majority  of  users,  the  personal 
and  societal  implications  of  their  involvement,  given 
current  usage  patterns,  are  of  a magnitude  to  warrant 
concern. 

Implications  for  the  User 

Any  form  of  drug  abuse  can  have  more  serious 
consequences  for  those  individuals  who  are  especially 
vulnerable. 

Children  and  adolescents  are  one  such  group.  The 
effects  of  drugs  on  the  young,  who  are  in  early  stages 
of  both  physiological  and  psychological  development, 
can  be  more  pronounced  and  persistent  than  effects 
on  more  mature  persons. 

Adverse  psychiatric  sequelae  of  drug  abuse  will  be 
observed  more  frequently  among  persons  who  are 
emotionally  unstable  and  among  those  who  already 
have  problems  of  mental  illness. 

Likewise,  persons  with  physical  illnesses  or  diseases 
may  suffer  complications  through  the  non-medical 
use  of  certain  drugs. 

Marihuana  is  potentially  damaging  to  health  in  a 
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variety  of  ways,  but  it  can  be  especially  harmful  when 
used  by  a person  who  is  immature,  unstable,  or 
already  ill. 

Pulmonary  Effects 

Recent  research  has  elucidated  measurable  effects 
of  both  acute  and  chronic  marihuana  administration 
on  pulmonary  functioning. 

Although  acute  administration  has  been  found  to 
increase  bronchodilation  and  reduce  bronchospasms 
induced  experimentally  in  asthma  sufferers,  chronic 
administration  has  been  shown  to  impair  lung 
function  in  otherwise  healthy  subjects;  one  study 
indicates  that  regular  smoking  of  marihuana  may 
result  in  restrictive  lung  disease,  such  as  interstitial 
fibrosis. 

C ardiac  Complications 

Marihuana  apparently  does  not  produce  significant 
ECG  changes  in  young  healthy  adults.  The  fact, 
however,  that  tachycardia  is  a commonly-observed 
consequence  of  marihuana  smoking,  coupled  with  the 
finding  that  smoking  just  one  marihuana  cigarette  can 
significantly  reduce  exercise  tolerance  in  heart 
patients  with  the  anginal  syndrome,  would  mitigate 
against  marihuana  use  by  persons  who  have  cardiac 
disorders. 

Psychopathology 

Psychiatric  disturbances  of  various  types  and 
degrees  have  been  observed  at  times  to  be  associated 
with  marihuana  use.  Usually  symptoms  such  as 
hallucinations,  disorientation  and  feelings  of  deper- 
sonalization are  dose-related  and  short-lived.  Panic 
reactions,  in  addition  to  being  dose-related,  appear  to 
occur  more  often  among  users  who  are  relatively 
young  and  inexperienced.  Flashbacks  — re- 
experiencing the  drug’s  intoxicating  effects  at  a later 
date  without  further  use — also  have  been  reported  by 
both  regular  and  infrequent  users.  Severe  long-term 
illness,  such  as  the  cannabis  psychosis  that  some 
observers  have  reported  seeing  in  other  countries 
where  intake  is  heavier,  has  not  been  confirmed  in  the 
United  States,  although  this  possibility  should  be  kept 
in  mind  if  use  and  potency  continue  to  increase. 

The  etiology  of  any  marihuana-related  psychopa- 
thology, however,  is  by  no  means  clearcut.  Some 
observers  believe  that  the  drug  acts  to  trigger  pre- 
existing or  latent  mental  illness,  or  that  emotional 
instability  leads  to  marihuana  use.  Others  believe  the 
drug’s  toxic  effects  directly  cause  psychiatric  dis- 
orders. Each  of  these  explanations  probably  is 
applicable  to  various  individuals  at  certain  times  and 
in  different  settings.  Whatever  the  relationship  may 
be,  research  and  clinical  experience  have  shown  that 
younger  users  probably  are  more  at  risk  psychiatrical- 
ly,  and  that  persons  already  diagnosed  as  mentally  ill 
can  undergo  relapse  or  exacerbation  of  their  condi- 
tions as  a consequence  of  marihuana  use. 
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Brain  Damage 

Evidence  of  cerebral  atrophy  in  young  males  who 
were  heavy  users  of  marihuana,  reported  by  British 
investigators  in  1971,  has  not  been  confirmed  by 
subsequent  research  in  this  country.  One  study 
selected  19  young  men  with  histories  of  chronic  heavy 
smoking  and  monitored  them  during  21  days  of 
additional  heavy  use.  No  cerebral  abnormalities  were 
detected  by  tomographic  scans  either  at  baseline  or 
subsequently. 

Another  recent  experiment  found  that  acute 
administration  of  marihuana  produced  temporary 
dose-related  EEG  changes,  with  larger  doses  neces- 
sary to  elicit  such  changes  in  regular  users  than  in 
occasional  users.  This  would  suggest  that  tolerance 
develops  to  effects  on  brain  function.  No  objective 
evidence  of  permanent  brain  dysfunction,  as  mea- 
sured by  EEG  and  other  tests,  was  seen  in  this  study. 

These  and  other  negative  findings  do  not  rule  out 
the  possibility  of  irreversible  cerebral  damage.  One 
impediment  to  research  is  the  insensitivity  of  existing 
tests  for  detecting  slight  impairment  of  the  brain  and 
central  nervous  system.  Moreover,  it  is  likely  that 
marihuana-induced  brain  damage,  if  it  exists,  is  not 
prevalent  enough  to  be  discerned  in  small  numbers  of 
subjects,  and  may  require  an  investigation  of  a large 
sample  of  users.  That  also  may  be  true  in  the  case  of 
other  health  hazards,  such  as  interference  with  the 
body’s  immune  system  and  endocrine  functioning. 

Effects  on  Immune  Response  System 

The  possibility  that  marihuana  might  lower 
resistance  to  disease  was  raised  in  1974  by  a report 
that  cellular-mediated  immunity,  as  measured  in 
white  blood  cell  culture,  was  inhibited  in  chronic 
marihuana  smokers.  This  finding  was  replicated,  to  a 
degree,  by  a later  study  of  street  smokers  but  not  by 
an  investigation  in  a hospital  setting  using  marihuana 
of  a known  quality.  The  reduction  in  lymphocytes 
involved  in  the  immune  process  may  be  related  to 
certain  factors  in  addition  to  marihuana  use, 
including  the  use  of  other  drugs. 

The  issue,  however,  is  far  from  being  settled. 
Immuneglobulin  G was  found  to  be  reduced  in 
marihuana  users  who  were  tested  in  a hospital  ward, 
thus  providing  further  evidence  for  decreased  immun- 
ity. At  least  one  animal  study  also  has  shown  a 
definite  correlation  between  marihuana  smoking  and 
impaired  immune  response:  doses  that  were  equival- 
ent to  heavy  use  in  humans  suppressed  circulating 
antibodies  in  rats. 

Endocrine  Functioning 

The  chief  endocrinological  effect  of  marihuana  use 
appears  to  be  a drop  in  testosterone  levels  in  the 
blood.  The  unresolved  questions  are  again  how 
extensive  and  how  permanent  this  effect  is  likely  to 
be,  and  what  importance  it  has  for  the  individual  and 
society. 
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Since  the  effect  first  was  detected  and  reported  in 
1974,  other  investigations  have  presented  both 
corroborative  and  contradictory  evidence.  The 
contradictory  reports  stem  from  studies  of  relatively 
short  duration  or  of  users  of  small  or  moderate 
amounts  of  the  drug.  One  corroborative  study, 
involving  heavy  intake  by  regular  users  over  a nine- 
week  period,  showed  marked  decreases  in  plasma 
luteinizing  hormones.  Another  found  a decrease 
in  sperm  count  in  marihuana  users.  Whether  such 
changes  persist,  with  or  without  continued  use,  is  still 
to  be  determined.  Their  impact  on  fertility  also  needs 
to  be  studied.  Special  attention  should  be  given  to 
evaluating  this  particular  effect  on  boys  who  are  pre- 
pubescent  or  in  the  early  stages  of  sexual  maturation. 

Implications  for  Society 

It  is  difficult  to  categorize  some  health  problems  as 
personal  and  others  as  social.  In  one  sense,  any  harm 
sustained  by  an  individual  has  social  importance,  if 
only  because  of  the  consequences  of  such  harm  to 
members  of  his  family.  Certainly,  the  social  repercus- 
sions of  any  extensive  marihuana-induced  infertility 
would  be  substantial. 

The  possible  effects  considered  in  the  previous 
section  of  this  report,  however,  would  tend  to  have 
more  impact  upon  the  user  than  society  at  large.  The 
present  section  will  be  concerned  with  those  effects  in 
which  society  would  have  an  equal  or  greater  stake. 
They  include  behavioral  manifestations,  such  as 
psychomotor  impairment  and  lethargy,  and  possible 
genetic  influences. 

Genetic  Hazards 

Changes  in  chromosomes  associated  with  marihua- 
na smoking  could  have  detrimental  effects  on  the 
offspring  of  users.  Such  alterations  have  been 
identified  in  vitro  as  well  as  in  vivo  retrospectively. 
The  retrospective  studies  suffer  inherently  from  an 
inability  to  isolate  marihuana  use  as  the  causal  factor. 
Other  drug  taking  and  ways  of  living  are  also  of 
possible  etiologic  significance. 

Carefully  designed  prospective  studies,  with  sub- 
jects who  have  not  used  marihuana  or  other  drugs 
previously,  are  needed  to  assess  the  nature  and  extent 
of  marihuana’s  involvement  in  cell  alterations  and 
chromosome  breakage.  Beyond  that,  the  relationship 
of  any  such  changes  to  genetic  deficiencies  must  be 
ascertained. 

Psychomotor  Impairment 

Because  marihuana  intoxication  impairs  reaction 
time,  motor  coordination  and  visual  perception, 
driving  automobiles,  operating  machinery  and  flying 
airplanes  can  be  dangerous  under  this  condition. 

Studies  under  simulated  conditions  and  in  traffic 
have  confirmed  that  the  ability  to  operate  a motor 
vehicle  is  adversely  affected  by  marihuana  use. 
Simulated  flying  tests  also  show  appreciable  decre- 
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ments  in  performance  of  experienced  pilots  under  the 
influence  of  the  drug. 

The  combined  use  of  alcohol  and  marihuana  is  a 
particular  hazard  on  the  highway,  given  the  known 
effects  of  intoxication  with  each  substance  alone. 

Unlike  alcohol,  no  acceptable  limits  have  been 
identified  for  marihuana  intake  prior  to  driving.  One 
problem  is  that  the  uneven  quality  of  the  marihuana 
being  used  makes  it  difficult  to  express  limits  in  terms 
of  number  of  cigarettes.  Unless  such  standards  can  be 
developed  and  applied,  driving  after  using  any 
amount  of  marihuana  should  be  strictly  avoided. 

Amotivation  and  Pre-Occupation 

There  is  still  controversy  over  whether  chronic 
marihuana  use  causes  a condition  of  apathy  and 
listlessness  known  as  an  “amotivational  syndrome.” 
As  with  other  marihuana  effects,  it  is  difficult  to 
delineate  the  discrete  influences  of  personality, 
setting,  other  drugs  used  concurrently,  and  the  action 
of  marihuana  itself. 

A study  in  Jamaica  several  years  ago  failed  to 
uncover  evidence  of  such  a syndrome  among  regular 
cannibis  users  there,  but  this  finding  cannot  be 
considered  conclusive  or  even  significant  in  view  of 
the  small  number  of  subjects  investigated  and  the  fact 
that  only  functioning  persons  were  included  in  the 
sample. 

Eor  those  individuals  who  become  so  involved  with 
marihuana  as  to  develop  a psychological  dependence, 
there  arises,  as  in  all  other  types  of  drug  dependence,  a 
preoccupation  with  procuring  and  taking  the  drug, 
and  with  other  aspects  of  the  drug  culture.  The  high 
social  cost  of  this  behavior  lies  in  loss  of  productivity 
and  inattention  to  the  responsibilities  of  daily  living. 

Future  Research  Imperatives 

There  have  been  indications  that  marihuana 
derivatives  may  eventually  have  therapeutic  uses,  as 
for  example  in  the  treatment  of  glaucoma  and  pain. 
Such  possibilities  should  continue  to  be  investigated. 

Because  many  of  the  hazards  of  smoking  marihua- 
na may  involve  relatively  few  users  and  take  years  to 
become  evident  as  pathology,  long-term  longitudinal 
studies  involving  large  numbers  of  subjects  should 
have  the  highest  priority  for  marihuana  research 
dollars.  Only  through  continuous  and  extensive 
monitoring  can  it  be  determined  how  frequently 
effects  such  as  chromosomal  damage,  endocrine 
dysfunction  and  immune-response  deficiency  occur, 
and  what  their  importance  may  be.  Such  investiga- 
tions should  not  be  disease  or  disorder  oriented,  but 
rather  should  address  the  question:  In  what  ways  do 
marihuana  users  change  over  an  extended  period  of 
time,  and  what  part  does  marihuana  use  play  in  these 
changes.  Especially  needed  is  a developmental  model 
for  measuring  and  evaluating  the  effects  of  marihuana 
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use,  as  well  as  multiple  drug  use,  on  children  and 
adolescents. 

Much  marihuana  research  has  been  open  to 
criticism  because  of  methodological  flaws.  In  addition 
to  small  sample  sizes  and  short  periods  of  observa- 
tion, selection  of  subjects  and  characterization  of  use 
have  raised  serious  questions  regarding  the  signifi- 
cance of  some  findings.  Too  often  the  subjects 
involved — typically  young  healthy  males — seem  to  be 
selected  for  the  convenience  of  the  investigator  rather 
than  the  relevance  the  study  might  have  for  individual 
and  social  pathology.  Also,  there  is  considerable 
variation  in  the  definition  of  “light,”  “moderate,”  and 
“heavy”  use,  so  that  even  when  the  potency  of  the 
drug  is  uniform  across  studies  it  is  difficult  to 
compare  findings  and  determine  whether  results  are 
complementary  or  conflicting. 

More  aggressive  and  creative  leadership  by  grant- 
ing agencies  could  do  much  to  improve  research 
protocol  and  design,  an  improvement  that  is  neces- 
sary if  definitive  answers  to  the  many  unresolved 
issues  surrounding  the  use  of  marihuana  are  to  be 
forthcoming  in  the  years  ahead. 

The  Legal  Status  of  Marihuana 

The  sale  and  posession  of  marihuana  are  criminal 
offenses  under  federal  law.  Sale  is  a crime  under  all 
state  laws,  and  possession  is  a crime  under  most.  A 
few  states  have  eliminated  prison  sentences  as 
punishment  for  first  offense  possession  of  small 
amounts  for  personal  use,  substituting  a fine  that  does 
not  give  the  offender  a criminal  record.  Other  states 


appear  to  be  moving  in  that  direction,  and  the 
President  has  called  for  a similar  revision  in  federal 
penalties. 

Modification  of  state  laws  to  reduce  the  severity  of 
penalties  for  possession  has  been  too  recent  to  make 
an  accurate  assessment  of  its  impact  on  marihuana 
use.  Oregon  was  the  first  state  to  reduce  penalties  in 
late  1973.  There  was  no  apparent  increase  in  use  the 
following  two  years,  but  there  was  a rise  in  1976. 
What  effect,  if  any,  the  statutory  change  had  on  this 
increase  is  not  known. 

A criminal  record  is  a handicap  that  an  individual 
must  bear  for  the  rest  of  his  life;  stringent  laws  have 
stigmatized  a considerable  number  of  young  people 
for  their  use  of  marihuana,  many  of  them  on  the 
occasion  of  their  first  offense.  The  stress  that  can 
result  from  such  stigmatization,  as  well  as  the  anxiety 
that  can  develop  from  anticipation  of  punitive  action, 
are  of  genuine  medical  concern. 

The  trend  toward  modifications  of  marihuana 
possession  laws  to  reduce  the  severity  of  the  penalties, 
therefore,  should  be  encouraged  in  the  interests  of 
both  the  individual  and  society.  Penalties  in  the  form 
of  fines  should  be  applied  to  possession  of  small 
amounts,  with  criminal  sanctions  imposed  for  traf- 
ficking. 

This  more  realistic  and  humane  legal  approach, 
once  taken,  should  be  enforced  vigorously  and 
equitably  so  as  to  discourage  use  wherever  possible 
and  to  reflect  the  continuing  conviction  that  marihua- 
na is  not  a harmless  drug. 


We  can  readily  understand  how  a chronic  enlargement  of  the  tonsils,  by  interfering 
with  the  normal  respiration,  can  lead  to  consumption.  Only  a portion  of  the  requisite 
amount  of  air  can  be  respired,  and  the  development  of  the  chest  is  thus  interfered 
with.  Indeed,  we  may  even  say  that  the  capacity  of  the  chest  diminishes  as  the  tonsils 
enlarge.  Dupuytren  was  the  first  to  notice  that  children  whose  tonsils  were  enlarged 
ended  by  having  a deformed  chest.  In  them  the  thorax  was  rounded  behind,  retracted 
in  front,  and  flattened  at  the  sides.  Reduction  of  the  tonsils  relieves  the  aerial  tract 
from  the  barrier,  and  permits  the  lung,  and  consequently  the  chest,  to  regain  its 
regular  dimensions. — Transactions  of  New  York  State  Medical  Society,  1871. 
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Soviet  Psychiatry  on  Trial:  A Report  from  Honolulu* * 

(Second  of  Two  Parts) 


WALTER  REICH,  M.D. 


This  is  the  second  and  concluding  part  of  a report 
on  the  Sixth  World  Congress  of  Psychiatry,  held 
in  Honolulu  August  28  - September  2,  1977.  The 
central  event  of  that  congress  was  the  vote  on  the 
Western-backed  resolution  to  condemn  Soviet 
psychiatry  for  political  abuse.  In  the  first  part  of  this 
report,  which  was  published  in  the  previous  issue  of 
Connecticut  Medicine,  Dr.  Reich  outlined  the  history 
of  the  charges  of  Soviet  psychiatric  abuse,  the  voting 
structure  of  the  World  Psychiatric  Association,  the 
Western  position  in  support  of  condemnation,  and 
the  preliminary  skirmishes  preparatory  to  the  vote.  In 
this  part  Dr.  Reich,  who  has  studied  Soviet  psychiatry 
and  its  relationship  to  dissent  for  some  years, 
interviews  the  foremost  Soviet  psychiatrist,  examines 
his  ideas,  presents  the  Soviet  defense,  and  details  the 
climax  of  the  vote  itself. 


V 

The  congress  participants  were  mainly  from  the 
U.S.  and  Western  Europe,  where  feeling  against  the 
Soviets  ran  high.  The  voting  delegates,  on  the  other 
hand,  represented  societies  around  the  world,  and 
were  sensitive  to  the  political  meanings  of  their  votes. 
Many  had  come  to  Honolulu  with  instructions  on 
how  to  cast  them.  Those  who  had  not  were  not  about 
to  be  overwhelmed  by  the  passions  of  the  Western 
majority  that  happened  to  be  there.  If  on  Tuesday 
they  were  exposed  to  the  Western  prosecution,  on 
Wednesday  they  were  offered  the  Soviet  defense. 

It  was  a defense  built  on  denials,  expressions  of 
outrage,  and  intimations  that  the  push  for  condemna- 
tion was  nothing  but  a political  hatchet  job.  The  same 
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strategy  had  been  evident  six  years  before  in  Mexico 
City.  At  the  Fifth  World  Congress  in  1971,  Andrei 
Snezhnevsky,  the  foremost  Soviet  psychiatrist,  had 
told  Mexico  City’s  Excelsior  that  the  charges  were  “a 
maneuver  of  the  cold  war,  carried  out  at  the  hands  of 
experts.”  His  message  in  Hawaii  was  much  the  same. 
Those  charges,  he  told  the  Honolulu  Advertiser,  were 
just  “a  psychiatric  variant  of  anti-Soviet  propagan- 
da.” He  again  denied  that  abuses  were  occurring:  “In 
mental  hospitals,  nobody  is  being  detained  for 
political  or  religious  reasons.”  He  also  said  that  no 
more  than  about  ten  dissidents  had  ever  been 
psychiatrically  hospitalized,  and  insisted  that  all  of 
them  were  ill.  Some,  he  charged,  had  been  re- 
hospitalized after  emigrating  to  the  West.  And,  in  any 
case,  it  was  better  for  a dissident  to  be  hospitalized 
than  jailed,  since  the  period  of  confinement  is  almost 
always  shorter. 

Snezhnevsky  is  a remarkable  figure,  a real  Soviet 
man.  He  is  a survivor.  Born  in  1904,  he  persevered 
through  every  stage  of  Soviet  psychiatry.  When  it  was 
ideologically  necessary  to  reject  genetics,  he  rejected 
genetics.  When  it  became  possible  to  resurrect  it,  he 
resurrected  it.  When  Stalin  demanded  an  attack  on 
“anti-Pavlovians”  in  psychiatry,  Snezhnevsky  at- 
tacked them.  When,  after  Stalin’s  death,  Pavlovian- 
ism  was  forgotten,  he  forgot  it.  Through  all  that  time, 
he  methodically  accumulated  professional  power.  In 
1932,  at  the  age  of  twenty-eight,  he  became  head  of  a 
psychiatric  hospital  near  Moscow.  In  1938,  he  was 
appointed  deputy  director  of  the  important  Gannush- 
kin Institute.  During  the  war,  he  ran  a military 
hospital.  In  1950,  he  was  named  chief  of  the  Serbsky 
Institute  for  Forensic  Psychiatry.  In  1951,  possibly 
because  of  his  participation  in  the  official  campaign 
against  the  “anti-Pavlovians” — many  of  whom  also 
happened  to  be  “cosmopolitans,”  which  is  to  say, 
Jews — he  was  appointed  to  the  chair  in  psychiatry  at 
the  prestigious  Central  Postgraduate  Medical  Insti- 
tute. Finally,  in  1962,  he  became  a full  member  of  the 
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USSR  Academy  of  Medical  Sciences — still  the  only 
psychiatrist  to  be  so  honored — and  the  head  of  the 
Academy’s  Institute  of  Psychiatry.  On  the  way  he 
gained  some  of  his  country’s  highest  honors,  including 
the  Order  of  the  Red  Banner  of  Labor  and  the  Order 
of  Lenin.  And,  too,  he  gained  control  of  Soviet 
psychiatry — its  theory,  its  teaching,  its  research,  it’s 
publication,  and  its  professional  activities. 

Snezhnevsky’s  system  of  diagnosing  schizophrenia 
has  become  the  dominant  one  in  the  Soviet  Union. 
And  it  is  precisely  that  system  which  has  been  used  to 
hospitalize  dissidents,  both  by  Snezhnevsky  and  by 
his  colleagues.  As  it  happens,  1 had  studied  that 
system  for  some  years.  In  fact,  by  the  time  1 arrived  in 
Honolulu,  1 knew  Snezhnevsky  well,  having  spent 
days  learning  about  him  from  former  colleagues  and 
students  who  had  found  their  way  to  the  West. 

Snezhnevsky  had  always  insisted  that  only  psychia- 
trists could  understand  the  complex  nature  of  clinical 
diagnosis.  Well,  I was  a psychiatrist,  and  one  of  the 
few  in  the  West  acquainted  with  his  approach  to 
diagnosis.  Since  the  vote  would  be  taken  that  night, 
and  the  opportunity  would  never  come  again,  I called 
his  room  at  the  Holiday  Inn.  Yes,  he  would  see  me. 

The  translator,  a serious  young  Russian  on  his  first 
assignment  abroad,  apologized  for  not  being  ac- 
quainted with  psychiatric  terms.  Snezhnevsky,  still  in 
his  pajamas,  qheerfully  agreed  to  my  use  of  a tape 
recorder.  1 set  it  down  in  the  middle  of  the  table,  next 
to  his  Gideon  Bible.  He  would  be  happy,  he  said,  to 
talk  about  anything,  but  would  have  to  stop  in  an 
hour;  his  delegation  had  called  a press  conference  that 
he  was  obliged  to  attend. 

1 wanted  to  get  away  from  the  realm  of  simple 
accusations  and  simple  denials.  After  a long  immer- 
sion in  Snezhnevsky’s  system,  1 had  questions  1 
wanted  to  ask. 

Snezhnevsky  sees  schizophrenia  as  a life-long 
condition.  He  defines  three  forms.  The  first,  “continu- 
ous,” is  said  to  be  characterized  by  a progressive, 
usually  steady  development,  without  any  significant 
remissions.  The  second,  “periodic,”  can  be  recognized 
by  its  attacks;  but  each  attack  is  followed  by  a 
remission,  during  which  the  patient  returns  to  mental 
health.  The  third  form,  “shift-like”  or  “schub” 
schizophrenia,  is  described  as  a cross  between  the 
other  two.  The  shift-like  schizophrenic  has  attacks 
followed  by  remissions,  but  in  the  remission  after  each 
attack,  or  shift,  the  patient  is  not  quite  as  well  as  he 
had  been  before  the  shift.  This  third  form,  then,  is 
characterized  by  attacks,  like  periodic  schizophrenia; 
but  its  course,  like  that  of  continuous  schizophrenia, 
leaves  the  patient  progressively  worse,  even  in 
between  the  attacks. 

Over  the  years,  Snezhnevsky  and  his  students  have 
elaborated  on  these  three  themes,  describing  several 
subtypes  within  each  form  and  many  syndromes 


within  each  subtype.  Most  important  for  the  problem 
of  dissident  diagnoses  is  the  fact  that  each  of  the  three 
forms,  particularly  the  continuous  and  the  shift-like, 
is  seen  as  representing  a spectrum  of  clinical  states, 
ranging  from  very  mild  to  very  severe.  The  mildest  are 
typified  by  “symptoms”  that  merge  into  normality; 
social  withdrawal,  confrontations  with  parental  and 
other  authorities,  philosophical  concerns,  and  “re- 
formism,” which  is  to  say,  the  wish  to  change  society. 
These  mild  states  would  almost  never  be  considered 
schizophrenic  in  the  West;  they  would  be  called 
normal,  or  neurotic,  or,  if  persistent,  signs  of  a 
character  disorder.  Western  forensic  psychiatrists— 
those  psychiatrists  called  by  courts  or  lawyers  to 
examine  individuals  accused  of  crimes  in  order  to 
determine  whether  they  should  be  considered  respon- 
sible for  their  actions  or  not  responsible  on  account  of 
mental  illness — would  rarely  declare  such  persons  not 
responsible. 

What  the  Snezhnevsky  system  has  done  has  been  to 
corral  these  mild  states  into  the  realm  of  schizophre- 
nia. The  mild  states  are  simply  the  mild  ends  of  one  of 
the  three  schizophrenic  spectra,  with  each  spectrum, 
or  form,  considered  a separate  genetic  illness,  with 
variable  degrees  of  clinical  expression.  So  a person 
with  a mild  form  of  continuous  schizophrenia- 
known  as  “sluggish”  schizophrenia  is,  according  to 
the  canons  of  the  Snezhnevsky  system,  just  as 
schizophrenic  in  the  biological  sense  as  is  a person  at 
the  clinically  more  severe  end  of  the  same  form,  and  is 
considered  to  have  the  illness,  in  active  or  inactive 
form,  for  the  rest  of  his  life.  The  same  holds  for 
persons  at  the  mild  end  of  the  shift-like  form.  And  so 
when  Soviet  forensic  psychiatrists  evaluate  dissidents 
without  classical  schizophrenic  symptoms  (such  as 
hallucinations  and  delusions)  but  with  reformist 
tendencies  and  other  characteristics  that  are  some- 
times seen  in  genuine  schizophrenics,  they  can  render 
a diagnosis  of  schizophrenia;  and,  on  the  theory  that 
schizophrenics  should  not  be  held  accountable  for 
their  actions,  they  can  pronounce  them  legally  non- 
responsible. 

What  happens  when  they  do  this  is  that  the 
diagnosed  dissident  is  put  on  trial,  a trial  that  may  be 
held  without  him  because  he  is  considered  too  sick  to 
attend;  the  judges  almost  always  accept  the  psychia- 
trists’ diagnosis  and  finding  of  non-responsibility;  and 
the  dissident  is  sent  not  to  a prison  or  labor  camp  but 
to  a psychiatric  hospital,  usually  of  a “special,”  high- 
security  type,  one  designed  to  hold  the  criminally 
insane. 

According  to  Western  critics,  what  is  accomplished 
by  all  this  is  that  dissenting  views  are  pronounced  the 
sick  products  of  sick  minds;  dissidents  are  deprived  of 
the  opportunity  to  defend  themselves  at  open  trials; 
and,  without  being  given  definite  sentences  that  end 
after,  say,  three  to  seven  years,  they  are  sent  to 
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hospitals  until  they  are  pronounced  well,  a judgment 
that  may  not  be  made  until  the  KGB  decides  they  are 
well.  Finally,  should  they  ever  dissent  again,  that 
dissent  may  be  considered  a sign  of  the  recurrence  of 
their  lifelong  disease. 

Snezhnevsky’s  system  was  not  designed  for  dissi- 
dents alone.  It  has  been  used  in  hundreds  of 
psychiatric  hospitals  and  clinics  on  thousands  of 
ordinary  patients.  It  is  just  that  its  qualities  make  it 
possible  for  a dissident  with  mild  personality  quirks 
and  with  an  insistent  wish  to  reform  society  to  be 
diagnosed  as  belonging  within  the  schizophrenic  fold, 
with  all  the  legal  and  social  liabilities  that  flow  from 
that  diagnosis. 

Given  the  Snezhnevsky  system’s  variations  and 
permutations,  it  is  nearly  impossible  to  question  a 
diagnosis.  But  1 decided  to  try.  I asked  Snezhnevsky 
about  Plyushch.  I reminded  him  that,  according  to  his 
own  writings,  Plyushch  should  have  residual  signs  of 
the  illness,  even  in  remission.  But  neither  I nor  several 
other  Western  psychiatrists,  I said,  had  found  any. 
Snezhnevsky  generously  forgave  my  simplicity.  He 
pointed  out  that  while  it  was  usually  true  that  residual 
signs  of  illness  could  be  found,  Plyushch  had  a variant 
of  shift-like  schizophrenia,  in  which  the  first  few 
remissions  are  characterized  by  normal  functioning. 
Soviet  treatment  had  been  successful;  ultimately, 
however,  Plyushch  would  become  ill,  and  progressive- 
ly deteriorate.  “Being  a psychiatrist,”  he  told  me,  “you 
must  know  that  there  are  long  remissions  and  short 
ones.  1 don’t  exclude  the  possibility  that  Plyushch  will 
have  a very  long  remission.  And  then  an  attack  and 
another  attack.  Nor  do  I know  when  they  will  come. 
They  might  come  at  any  time.” 

I asked  Snezhnevsky  to  describe  Plyushch’s 
symptoms,  the  ones  that  had  made  him  render  a 
diagnosis  of  schizophrenia. 

Earlier,  Snezhnevsky  explained,  Plyushch  had  had 
an  attack,  a shift,  during  which  he  had  given  up 
mathematics  and  had  begun  studying  psychology  and 
entertaining  the  idea  that  he  had  a mission.  His 
second  attack  was  characterized  by  ideas  of  abstract 
political  philosophy  which  were  anti-Soviet  in  nature 
and  which  led  to  his  arrest  when  he  tried  to  distribute 
them  in  written  form  to  others  in  violation  of  the 
criminal  code. 

1 asked  if  Plyushch  had  any  symptoms  that  Western 
psychiatrists  would  have  required  for  a diagnosis  of 
schizophrenia,  such  as  hearing  voices  or  believing  in 
plots  that  did  not  exist. 

Snezhnevsky  laughed.  “Yes,  those  are  the  classical 
teaching  cases,”  he  said,  “the  ones  in  textbooks.” 
Plyushch  and  other  mentally-ill  dissidents  did  not 
have  that  kind  of  schizophrenia.  Their  symptoms 
were  more  subtle. 

I told  Snezhnevsky  about  Plyushch’s  own  version 
of  his  history.  He  had  explained  his  interest  in 


psychology  by  saying  that  he  had  just  been  dismissed 
from  his  job  as  a result  of  his  dissenting  activities, 
and,  out  of  work,  spent  his  time  trying  to  help  his  wife 
in  research  on  the  psychology  of  children’s  games. 
Both  he  and  his  wife  felt  that  games  could  be  devised 
that  would  help  pre-school  children  mature  in  specific 
directions. 

Snezhnevsky  remembered  the  explanation  and 
smiled  in  a way  that  suggested  that  I,  too,  could  see 
that  the  notion  was  not  a scientific  theory  but  the 
preposterous  obsession  of  a sick  mind.  I continued 
with  Plyushch’s  explanation.  Plyushch  had  pointed 
out  that  the  idea  was  not  his  alone — that  a famous 
Soviet  psychologist  by  the  name  of  Elkonin  had 
similar  notions.  “And  if  I’m  crazy,”  I quoted  Plyushch 
as  saying,  “then  so  is  Elkonin.” 

“Well,  then,  probably  Elkonin  is  crazy!”  Snezh- 
nevsky burst  into  laughter. 

I tried  to  generalize  from  the  Plyushch  case.  Even  if 
the  dissidents  were  ill,  they  were  obviously  only  mildly 
ill.  Why  were  they  pronounced  in  need  of  hospitaliza- 
tion? Why  were  they  treated  with  drugs? 

Snezhnevsky  dismissed  the  questions.  He  countered 
that,  really,  we  were  dealing  with  the  same  tired  list  of 
ten  or  so  cases;  and  that  even  those  ten  fared  much 
better  in  hospitals  than  they  would  have  fared  in 
prisons  or  in  labor  camps.  In  the  end,  he  said,  despite 
a theoretical  possibility  of  indefinite  hospitalization, 
in  practice  their  hospital  stays  were  almost  always 
shorter  than  their  sentences  would  have  been  had  they 
not  been  declared  legally  non-responsible.  To  my 
question  about  the  use  of  special  hospitals  rather  than 
ordinary  ones — special  hospitals  being  much  more 
restrictive  and  harsh  he  answered  that  under  Soviet 
law,  dissent  was  a serious,  dangerous  crime  and  that 
those  who  dissented  were  considered  dangerous 
criminals.  A sick  murderer  had  to  be  kept  in  strict 
confinement,  since  escape  would  endanger  society;  the 
same  obtained  in  the  cases  of  sick  political  dissidents. 

Much  of  the  interview  was  spent  jockeying  around 
subtle  psychiatric  distinctions.  Whenever  I thought  I 
had  laid  out  reasonable  grounds  within  his  own 
system  for  a precise  question,  Snezhnevsky  cited  an 
exception  ora  complication.  When  1 was  able  to  point 
to  a clear  conflict  between  his  assumptions  about  the 
validity  of  his  theories  and  the  results  of  more 
objective  measures  and  studies,  he  did  not  acknowl- 
edge that  a conflict  existed. 

Snezhnevsky  looked  at  his  watch.  The  press 
conference  would  start  in  half  an  hour.  He  had  to  get 
dressed.  He  seemed  sorry  that  we  could  not  go  on.  All 
my  thrusts,  however  pointed  and  learned,  had  been 
parried. 

Snezhnevsky  has  developed  his  diagnostic  system 
over  a period  of  many  years.  He  has,  in  addition, 
taught  it  to  generations  of  psychiatric  students, 
several  of  whom  have  told  me  that  he  believes  in  its 
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validity.  He  really  believes  that  there  are  persons  with 
mild  symptoms  and  personality  eccentricities  who 
can  and  should — be  considered  schizophrenic.  He 
has  fought  for  that  concept,  his  students  have 
accepted  it,  and  intelligent  Soviet  psychiatrists  accept 
it  too.  One,  who  emigrated  from  Leningrad  after 
working  there  as  a forensic  specialist,  told  me  that, 
despite  his  rejection  of  things  Soviet,  he  thinks  the 
Snezhnevsky  approach,  at  least  in  non-dissident 
cases,  makes  sense — that  it  is  better  than  the  approach 
that  prevailed  in  Leningrad  before  Snezhnevsky’s 
supplanted  it  in  the  mid-60’s,  and  that  it  is  even  better 
than  approaches  used  in  the  West.  The  World  Health 
Organization  has  given  enough  credence  to  the  system 
to  allow  its  use  in  the  recent  International  Pilot  Study 
of  Schizophrenia. 

After  talking  with  Snezhnevsky,  and  after  consider- 
ing what  1 know  about  him,  I too  tend  to  think  that  he 
does  indeed  believe  in  the  scientific  validity  of  his 
basic  approach  to  psychiatric  diagnosis.  While  he 
must  have  knowingly  misdiagnosed  some  of  the 
dissident  cases  he  has  seen--he  is  just  too  adept 
politically  not  to  know  what  to  do  when  asked  by  the 
KGB  to  examine  a prominent  case — he  may  also 
believe  that  others  have  actually  met  his  criteria  for 
schizophrenia  and  have  required  that  diagnosis.  And 
even  if  that  is  not  the  case  with  Snezhnevsky  himself, 
it  may  well  be  the  case  in  diagnoses  of  dissidents  done 
by  his  students  or  by  those  influenced  by  his 
teachings. 

If  the  Soviet  private  defense  was  played  out  in 
Snezhnevsky’s  hotel  room,  the  public  one  was 
presented  at  the  well-prepared  press  conference  a 
short  time  later.  The  tone  was  very  different.  The  big 
guns  were  all  there.  No  subtleties  were  discussed. 
Dmitri  Venediktov,  the  Deputy  Minister  of  Health, 
ran  it.  He  introduced  Babayan,  Snezhnevsky,  and  the 
rest  of  the  Soviet  psychiatrists,  including  Nadzharov 
and  Morozov,  the  two  who  were,  together  with 
Snezhnevsky,  most  closely  associated  with  the 
diagnosis  of  dissidents.  Venediktov  also  introduced  a 
Soviet  priest,  who  happened  to  be  touring  Honolulu. 
(In  1975,  during  a similar  press  conference  in 
Copenhagen,  the  Soviets  had  introduced  not  only  a 
Soviet  priest  who  “happened  to  be  touring”  Copenha- 
gen, but  also  a touring  Soviet  rabbi  equipped  with  a 
large  yarmulka.  Dissident  sources  later  identified  the 
“rabbi”  as  a Moscow  engineer.) 

Much  of  the  press  conference  was  devoted  to  an 
attack  on  Psychiatric  Terror,  the  book  by  Sidney 
Bloch  and  Peter  Reddaway,  which  contains  a list  of 
some  210  dissidents  said  to  have  been  wrongly 
diagnosed.  Babayan  cited  the  case  of  someone  he  said 
was  on  the  list  who  was  obviously  ill.  Grigorenko,  one 
of  the  famous  cases,  was,  he  said,  also  ill.  So  were  all 
the  others.  Bloch,  Venediktov  added,  was  a “doubt- 
ful” psychiatrist.  Reddaway,  Snezhnevsky  suggested. 


was  just  someone  who  was  bitter  about  having  been 
expelled  from  Moscow  ten  years  before. 

The  conference  was  boring.  As  with  all  press 
conferences,  the  fact  that  questions  could  not  be 
followed  up  in  a substantive  way  made  it  a forum  for 
the  organizers.  Besides,  the  press  had  no  idea  what  to 
ask.  The  only  significant  question  was  a plant.  The 
Izveslia  correspondent  stood  up.  Wasn’t  it  curious,  he 
asked,  that  the  voting  power  of  the  various  delega- 
tions was  based  on  the  payment  of  dues?  He  implied 
that  the  West,  which  had  most  of  the  votes,  had  in 
that  way  fixed  the  decision  on  the  condemnatory 
resolution.  That  gave  Venediktov  the  opportunity  to 
agree  and  to  criticize  the  organization  of  the  congress 
and  its  rules  on  voting.  The  issue  would  become  a 
lively  one  that  night. 

The  hours  between  the  press  conference  and  the 
vote  were  dotted  with  meetings  and  counter-meetings. 
A medical  student  of  Ukrainian  descent,  an  active 
pro-condemnation  lobbyist,  introduced  me  to  some- 
one he  thought  would  be  able  to  get  through  to  the 
Brazilian  delegate.  At  a cocktail  party,  I watched  as 
two  Soviet  psychiatrists,  Nadzharov  and  Zharikov, 
weaving  through  the  throng,  found  themselves  face  to 
face  with  a former  colleague,  one  who  had  been  fired 
from  their  institute  after  applying  to  emigrate. 
Wordlessly,  they  executed  a military  right  turn.  In  the 
Sheraton’s  lobby.  Venediktov,  who  had  just  told  the 
world  that  Sidney  Bloch  was  a “doubtful”  psychia- 
trist, brushed  by  him;  neither  knew  who  the  other 
was. 

VI 

The  General  Assembly  debate  began  with  an 
objection  from  Babayan.  The  official  Soviet  delegate 
was  bitter.  The  West  had  had  six  years  to  heap 
calumnies  on  Soviet  psychiatry.  Scurrilous  literature 
had  been  stacked  in  the  lobby  for  days.  How  could  the 
WPA  impose  a half-hour  time  limit  on  the  debate? 
How  could  the  delegates  vote  without  a sufficient 
chance  to  hear  the  Soviet  side? 

The  American  delegate  argued  against  Babayan’s 
motion  for  unlimited  debate.  So  did  the  WPA’s 
parliamentarian.  And  so  did  the  WPA’s  own 
executive  committee.  The  General  Assembly  voted 
23-21  to  limit  debate. 

Then,  Item  10,  the  Declaration  of  Hawaii,  came  up. 
Babayan,  anticipating  Item  II,  the  one  calling  for 
condemnation  of  his  society,  was  testy.  He  com- 
plained that  the  declaration  assumed  a confrontation 
between  the  doctor  and  the  patient,  with  society  on 
the  side  of  the  doctor.  Doctor  and  patient  were,  he 
insisted,  in  league  with  each  other.  There  was  no  need 
for  patient  advocacy.  There  was  no  need  to  question 
the  allegiance  of  the  doctor.  Tor  years  the  Soviets  had 
been  insisting  that  their  laws  did  not  call  for  judicial 
review  of  psychiatric  commitments  because  the  Soviet 


384 


CONNECTICUT  MEDICINE,  JUNE,  1978 


psychiatrist  could  not  possibly  have  any  reason  to 
misdiagnose  or  mistreat  a patient.  But  Babayan  did 
not  press  his  complaint.  He  would  save  his  words  for 
the  next  two  agenda  items.  He  agreed  to  the 
declaration,  and  it  was  passed  unanimously. 

The  Australian-New  Zealand  delegate,  John 
Grigor,  explained  his  society’s  amendment  to  the 
British  resolution,  which,  because  it  added  to  that 
resolution,  took  its  place  on  the  agenda.  It  called  for 
condemnation  of  psychiatric  abuse  “in  all  countries  in 
which  they  occur”  and  asked  psychiatrists  in  those 
countries  to  “renounce  and  expunge  those  practices.” 
It  further  asked  “that  the  WPA  implement  this 
resolution  in  the  first  instance  in  reference  to  the 
extensive  evidence  of  the  systematic  abuse  of 
psychiatry  for  political  purposes  in  the  USSR.” 

Grigor  had  begun  attending  the  regular  meeting  of 
the  pro-condemnation  caucus  the  day  before,  together 
with  Peter  Sainsbury,  the  British  delegate.  He  was 
now  sitting  next  to  Babayan,  who  had  scrawled 
JABBERWOCKY  across  his  copy  of  the  Declaration 
of  Hawaii.  Grigor  told  the  General  Assembly  that 
psychiatrists  had  to  look  at  themselves  without  fear.  If 
they  don’t  police  themselves,  he  warned,  others  will. 
He  urged  that  they  vote  for  his  society’s  resolution.  It 
was  strong  and  it  had  to  be. 

Babayan  was  sarcastic.  “You  speak  about  systemat- 
ic abuse.  I’d  like  you  to  present  official  materials  . . . 
do  you  have  any  official  data  in  addition  to  the 
materials  presented  in  the  lobby?” 

Grigor  explained  that  it  had  been  difficult  to  visit 
the  Soviet  Union.  Documentation  of  abuse  had  been 
collecting  for  years.  Jack  Weinberg,  the  American 
delegate,  backed  up  Grigor.  The  documentation  had 
come  from  Amnesty  International  and  from  psychia- 
trists who  had  left  the  Soviet  Union. 

Babayan  was  not  satisfied.  He  referred  to  the 
documentation  as  “allegations.”  “It’s  not  enough  to 
say,  ‘we  have  voluminous  materials.’  ” He  wanted  to 
see  certificates  by  Western  psychiatrists  who  had 
examined  formerly  hospitalized  dissidents.  In  fact,  the 
Western  societies  had  not  prepared  well  enough.  Such 
signed  certificates  could  have  been  assembled;  several 
Western  psychiatrists  had  examined  dissidents  who 
had  been  hospitalized  and  found  them  to  be  well.  But 
no  formal  certificates  had  been  prepared,  and 
Babayan  knew  it.  He  continued  to  press  the  point. 
How  could  the  General  Assembly  approve  false  and 
unsupported  allegations?  Did  it  know  that  several  of 
the  so-called  dissidents  had  been  hospitalized  once 
they  reached  the  West?  That  at  least  one  had 
committed  suicide?  (He  was  right,  in  a few  cases. 
Others  he  cited  were  not  dissidents.  The  famous  ones 
who  had  reached  the  West,  however,  had  remained 
out  of  hospitals.) 

Babayan  pressed  on.  The  charges  against  Soviet 
psychiatrists  were  slanderous.  They  do  not,  he 


insisted,  use  drugs  as  punishments.  They  use  the  same 
drugs  used  in  the  West.  In  fact,  unlike  the  West-  -this, 
in  an  apparent  allusion  to  emerging  revelations  about 
the  CIA-  the  USSR  had  outlawed  the  use  of  LSD. 
Read  our  case  histories,  he  urged.  Your  information  is 
based  on  the  testimony  of  sick  patients  and  ignorant 
people. 

Grigor  bounced  back  with  equal  sarcasm.  “If  Dr. 
Babayan  had  been  born  in  the  West,  he  would  have 
made  an  excellent  Jesuit.”  He  accused  Babayan  of 
shifting  the  issue  by  introducing  the  assumption  that 
the  dissidents  were  ill  and  concentrating  on  the 
irrelevant  question  of  drug  dosages.  Babayan  seemed 
hurt;  he  was,  he  complained,  “insulted  by  being  called 
a Jesuit.” 

The  East  German  delegate  warned  that  “serious 
consequences”  would  ensue  if  the  resolution  were 
carried.  The  Cuban  delegate  jumped  up  in  a white 
heat.  The  accusations,  he  said,  were  monstrous, 
cowardly,  and  disgusting.  Years  before,  he  too  had 
been  accused  of  similar  abuses.  Now  the  Soviets  were 
getting  the  same  treatment.  The  Bulgarian  delegate 
added  his  voice;  “We  consider  these  allegations  as 
totally  unfounded,  tendentious,  and  malicious.”  The 
Swedish  delegate  suggested  that  the  WPA  was  not  the 
right  place  to  air  the  issue. 

The  momentum  began  to  turn  against  the  resolu- 
tion, but  time  was  on  its  side.  The  president  of  the 
WPA  called  for  a vote.  Babayan  protested  but  the 
president  refused  to  recognize  him.  The  Soviet 
psychiatrist  Vartanyan,  present  at  the  meeting  in  his 
capacity  as  associate  secretary  of  the  WPA,  called  for 
“justice.”  The  president  insisted  on  a vote.  The 
Japanese  delegate  asked  if  he  could  abstain.  The 
secretary-general  said  he  could.  One  light-yellow 
ballot  was  passed  to  each  delegate  marked  with  the 
number  of  votes  his  society  was  empowered  to  cast. 
The  ballots  were  filled  in  secretly  and  returned  to  the 
tellers.  The  secretary-general  announced  the  results: 
total  votes  cast,  186;  invalid  (abstaining),  8;  yes,  90; 
no,  88.  The  resolution  was  passed  by  two  votes. 

The  narrowness  of  the  victory  was  startling.  Had 
the  Poles  shown  up  in  Honolulu  with  their  three 
votes,  the  decision  would  have  gone  the  other  way. 
Had  the  Soviet  Union  been  prescient  enough  to  pay 
its  dues — actually,  only  $280  more-  it  would  have 
had  three  more  votes  to  cast. 

In  fact,  the  delegates  were  overwhelmingly  against 
the  resolution.  Of  the  55  casting  ballots,  33  had  said 
“no”  and  only  19  “yes,”  with  three  abstaining.  Most  of 
the  delegates  voting  against,  however,  had  only  one  or 
two  votes.  Since  the  balloting  was  secret,  it  would 
never  be  possible  to  be  sure  which  countries  had  gone 
which  way.  The  U.S.,  Canada,  Britain,  Australia,  and 
New  Zealand  had  certainly  supported  the  resolution. 
They  accounted  for  57  votes.  Two  of  France’s  9 votes 
were  also  affirmative.  That  made  59.  Others  in  the  yes 
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column  probably  included  West  Germany  (9),  Israel 
(1)  and,  possibly,  the  Netherlands  (8),  Belgium  (2), 
and  Italy  (6).  On  the  negative  side  were  the  Eastern- 
bloc  societies,  almost  surely  the  Scandinavians,  and 
the  vast  bulk  of  Asians  and  Africans,  most  of  whom 
had  only  one  vote.  Japan  presumably  abstained. 

The  next  agenda  item  was  the  American  resolution 
calling  on  the  WPA  to  set  up  a committee  to  perform 
on-site  investigations  in  cases  of  alleged  abuse  on  the 
part  of  any  WPA  member  society.  Babayan  fought 
on.  Such  a committee  would  be  too  expensive.  It 
would  be  an  illegal  infringement  on  national  sover- 
eignty. It  was  obviously  aimed  at  the  Soviet  Union. 
He  again  protested  the  use  of  weighted  ballots.  He 
turned  to  Grigor  and  complained,  “This  is  all 
political.”  Grigor  responded:  “No,  it’s  an  issue  of 
human  rights.”  Apparently,  the  delegates  agreed  with 
Grigor.  This  time,  given  the  chance  to  vote  for  future 
purity  rather  than  present  blame,  they  passed  the 
American  resolution  by  a greater  margin,  121-66. 

Babayan  left  the  room,  the  press  after  him.  He 
would  not  say  whether  or  not  his  society  would  quit 
the  WPA. 

The  midnight  victory  party  overflowed  into  the 
hall.  Thirteen  caucus  members  were  there,  three 
delegates,  and,  passing  through,  a half-dozen  well- 
wishers. 

Predictions  abounded.  Snezhnevsky,  Nadzharov, 
and  Morozov  would  be  removed,  or  their  future 
activities  curtailed.  Those  Soviet  psychiatrists  who 
had  maintained  a low  profile  until  then  would  rise: 
Kabanov,  for  example,  a party  man  who  had  never 
diagnosed  a single  dissident.  A shift  away  from 
Snezhnevsky’s  theories  would  take  place.  The  Soviets 
would  have  to  stop  diagnosing  dissidents.  They  would 
be  unable  to  come  to  the  follow-up  conference  on  the 
Helsinki  agreements  in  Belgrade  claiming,  as  they  had 
before,  that  everyone  approves  of  their  behavior.  The 
WPA,  through  its  actions  in  Hawaii,  would  regain  the 
respect  it  lost  in  Mexico  City. 

A Ukrainian  present  announced  that  inmates  of 
Soviet  labor  camps  had  been  prepared  to  stage  mass 
hunger  strikes  if  the  resolutions  had  not  been  passed. 
He  circulated  postcards  addressed  to  one  of  those 
inmates,  Semyon  Gluzman,  a young  Kiev  psychiatrist 
who  had  been  arrested  for  writing  an  underground 
critique  of  a dissident’s  misdiagnosis.  The  celebrants 
stopped  for  a moment  to  pen  him  the  news. 
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Teething  is  easier 
when  you  prescribe 

DENTOCAIN  MILD 


Easier  on  the  Baby  . . . Dentocam  Mild  makes 
it  easier  to  go  through  the  troublesome  teething 
period.  A small  amount,  applied  with  gentle  mat- 
sage,  brings  quick,  soothing  relief  to  irritated  and 
inflamed  gum  tissue;  aids  in  getting  infant  back 
to  sleep. 

Easier  on  the  Mother  ...  by  providing 
more  comfort  and  extra  sleep  for  the  baby,  Dent- 
ocain  Mild  grants  the  mother  greater  peace  of  mind 
and  several  additional  hours  of  necessary  rest. 


DENTOCAIN  ADULT  is  also 
useful  in  providing  temporary  re- 
lief for  pain  of  adult  toothache. 
(Adult  Formula  contains  15% 
Benzocaine. ) 

FORMULA 


Alcohol 56.1% 

Benzocaine 10% 

Peppermint  Oi  1 0.7% 


DENTOCAIN  CO. 

P.O.  Box  133 
Bloomfield,  Conn.  06002 

Professional  samples  and  descrip- 
tive literature  sent  on  request. 
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Remedial  Malpractice: 

State  Legislation  and  Resulting  Court  Litigation 

DAVID  K.  WAUGH,  JR.,  ESQ. 


The  years  of  the  70s  are  known  as  the  crisis  years 
for  malpractice.  Last  year  was  the  year  of  the  medical 
malpractice  crisis.  This  year  is  the  year  of  the  product 
liability  crisis  and  next  year  may  be  the  year  of  the 
crisis  involving  suits  against  Board  of  Directors  or 
Board  of  Trustees  of  various  organizations  and 
institutions.  As  each  year  passes  additional  profes- 
sionals are  drawn  into  the  malpractice  liability  crisis. 
Accountants  and  architects  are  also  starting  to  feel  the 
grip  of  the  crisis  in  their  professions. 

In  response  to  the  medical  malpractice  crisis,  many 
medical  organizations,  led  by  the  American  Medical 
Association,  have  proposed  model  legislation  to  deal 
with  the  crisis.  In  the  years  1975  to  1976  we  saw  an 
abundance  of  medical  malpractice  legislation. 

I.  Legislative  Action 

At  present,  all  50  states  and  Puerto  Rico  have 
enacted  legislation  or  passed  resolutions  dealing  with 
medical  malpractice  problems.1  Has  the  remedial 
legislation  been  effective?  We  have  not  seen  physician 
slow-downs,  nor  have  we  seen  the  closing  or  curtailing 
of  hospital  services  and  medical  practices  because  of 
the  unavailability  of  insurers.  On  the  other  hand, 
maybe  the  legislation  has  not  been  effective.  Attitudes 
expressed  by  a recent  AMA  survey  indicate  physi- 
cians are  increasingly  practicing  defensive  medicine. 

II.  Response  to  Legislation 

What  we  can  perceive  is  that  these  new  laws  have 
not  gone  unnoticed.  States  are  experiencing  court 
challenges  to  these  enactments  regularly.  Not  only  are 
patient-plaintiffs  contesting  the  laws  but  physicians 
and  insurance  companies  are  joining  in  bringing  these 
suits  as  well. 

What  will  prove  to  be  good  legislation  and  what 
will  be  thrown  aside  as  unconstitutional  or  ineffec- 
tive? We  are  now  in  the  testing  period.  Only  time  will 
tell  what  will  eventually  be  effective  legislation. 

What  I would  like  to  do  today  is  briefly  report  on 
the  cases  challenging  this  remedial  legislation. 


DAVID  K.  WAUGH,  JR.,  ESQ.,  Health  Law  Department, 
American  Medical  Association,  535  North  Dearborn  Street, 
Chicago,  111. 

This  article  is  adapted  from  a paper  presented  by  David  K. 
Waugh,  Jr.,  Esq.,  at  the  National  Health  Lawyers  Association, 
April  29,  1977. 


III.  Pretrial  Screening  Panels 

One  of  the  most  frequently  challenged  provisions 
found  in  the  recent  legislation  have  been  pretrial 
screening  panels.*  Before  this  legislation  was  intro- 
duced many  physicians  and  hospitals  alleged  that 
there  were  too  many  nuisance  suits.  These  caused  an 
undue  amount  of  expense  and  time  to  defend. 
Attendant  to  these  suits  were  damaging  newspaper 
headlines  brandishing  allegations  of  malpractice. 
Screening  panel  legislation  was  introduced  to  deal 
with  these  allegations. 

A.  Challenges  to  Pretrial  Screening  Panels 

Generally  the  legal  challenges  to  screening  panels 
have  been  that  they  deprive  individuals  of  their  right 
to  jury  trials;  deny  the  free  and  unencumbered  access 
to  the  courts;  and  deny  equal  protection  and  due  proc- 
ess of  the  law.  Cases  in  Florida,  Nebraska  and  New 
York  have  upheld  the  screening  panels. 

I.  Where  Panels  have  been  Upheld 

In  a Florida  case  the  patient-plaintiff  alleged  that 
the  mediation  panel  statute  restrained  the  plaintiff 
from  timely  access  to  the  courts.  The  State  Supreme 
Court  in  upholding  the  panel  provisions  said: 

“Although  courts  are  generally  opposed  to  any 
burden  being  placed  on  the  rights  of  aggrieved 
persons  to  enter  the  courts  because  of  the  con- 
stitutional guarantee  of  access,  there  may  be 
reasonable  restrictions  prescribed  by  law  Typi- 
cal examples  are  the  fixing  of  the  time  within 
which  suit  may  be  brought,  payment  of  reason- 
able cost  deposits,  pursuit  of  certain  administra- 
tive reliefs  such  as  zoning  matters  or  workmen’s 
compensation  claims,  or  the  requirement  that 
newspapers  be  given  the  right  of  retraction  be- 
fore an  action  for  libel  may  be  filed.” 

A Nebraska  trial  court,  in  response  to  the  argument 
that  the  screening  panel  provision  denied  citizens  of 
their  constitutional  rights  to  free  and  unencumbered 

* Carter  v.  Sparkman,  335  So.  2d  802  (Fla.,  1976);  Jones  v.  State 
board  of  Medicine.  555  P.  2d  399  (Idaho,  1976);  Wright  v. 
Central  DttPage  Hospital  Association,  347  N.E.  2d  736  (111., 
1976);  Prendergast  et  al.  v.  Nelson  (District  Court,  Lancaster 
County,  Docket  No.  303,  Page  203,  Nebraska.  1976);  Halpern 
v.  Gozan,  381  N.Y.S.  2d  744  (Sup.  Ct.  Trial  Tenn.,  1976); 
Comiskey  v.  Arlen,  390  N.Y.S.  2d  122  (App.  Div.,  1976). 
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access  to  the  courts,  said  that  “there  is  nothing  in  the 
act  that  says  an  action  may  not  be  commenced  in  any 
court  after  the  opinion  has  been  rendered  by  the 
panel. 

The  state  insurance  commissioner,  the  defendant  in 
this  case,  argued  that  the  act  eliminated  existing 
constitutional  rights  and  remedies.  He  refused  to 
implement  the  act  until  the  constitutionality  of  the 
provisions  were  evaluated.  The  trial  court  said  the  act 
does  not  eliminate  any  existing  rights  or  remedies, 
constitutional  or  otherwise  since  both  the  physicians 
and  patient  may  elect  not  to  participate  in  the  patient 
compensation  funds  under  which  the  screening  panel 
operates. 

In  New  York  two  trial  courts  have  rendered 
decisions  involving  a provision  in  the  state  malprac- 
tice statute  which  allowed  a unanimous  decision  of 
the  medical  malpractice  pretrial  screening  panel  to  be 
admitted  in  a subsequent  trial.  One  case  upheld  the 
constitutionality  of  this  provision.  This  trial  court 
recognized  a presumption  in  favor  of  constitutionality 
stating  that  the  statute  should  only  be  overturned 
upon  a showing  of  unconstitutionality  beyond 
reasonable  doubt.  The  court  found  that  the  statute 
was  a reasonable  legislative  response  to  the  grave 
malpractice  crisis.  The  court  said  any  due  process 
violation  was  negated  by  the  provision  allowing  the 
physician  and  attorney  members  of  the  New  York 
panel  to  be  cross-examined  on  the  recommendations 
of  the  panel  if  the  case  went  to  court.  The  court 
indicated  that  proper  jury  instructions  coupled  with 
jurors’  traditional  independence,  would  minimize  any 
danger  that  a panel’s  recommendation  might  influ- 
ence the  jury. 

In  the  other  trial  court  case,  the  court  held  that  the 
admission  of  the  recommendations  of  the  panel  would 
have  an  undue  influence  on  the  jury’s  consideration. 
This  would  thereby  deprive  the  plaintiff  of  a 
meaningful  trial  by  jury  as  guaranteed  by  the  state 
constitution.  The  trial  court  stated  that  since 
malpractice  cases  involve  complex  medical  issues,  a 
jury  would  more  likely  be  passively  drawn  to  accept 
the  expert  panel’s  recommendation.  This  decision  was 
reversed  on  appeal.  The  appelate  court  held  that  the 
statute  providing  for  admissibility  at  any  subsequent 
trial  of  a medical  malpractice  panel’s  recommenda- 
tion did  not  violate  the  plaintiffs  constitutional  right 
to  a meaningful  jury  trial  nor  did  such  provision 
violate  due  process.  The  appellate  court  said  the 
medical  malpractice  panel’s  recommendation  merely 
furnished  the  jury  in  a malpractice  action  with  the 
opinion  of  an  expert  panel.  The  jury  still  remained  the 
ultimate  arbiter  of  actual  questions  raised.  Admission 
of  the  panel’s  recommendation  was  not  unconstitu- 
tional denial  of  the  fundamental  right  of  access  to 
courts  nor  of  equal  protection  of  the  law.  The  court 
held  that  the  statute  had  a rational  basis  for  dealing 
comprehensively  with  the  critical  threat  to  health  and 
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welfare  in  the  state  resulting  from  lack  of  adequate 
medical  malpractice  insurance  and  reasonable  rates. 

In  another  New  York  case,  a physician  appealed  the 
trial  court’s  denial  of  his  motion  to  vacate  a finding  of 
a medical  malpractice  mediation  panel  as  it  related  to 
him.  He  appealed  alleging  that  the  medical  malprac- 
tice panel  violated  his  constitutional  right  of  equal 
protection  because  the  physicians  on  the  panel  were 
not  in  the  same  specialty  as  he  practiced.  The 
appellate  court  said: 

“There  appears  no  beneficial  reason  in  logic  or 
law  to  require  a different  and  higher  test  for  a 
qualification  as  a medical  malpractice  analyst 
then  is  required  for  qualification  as  a medical 
witness  on  a trial  of  action.  Thus,  this  statutory 
scheme  is  granted  upon  a reasonable  basis  and 
cannot  be  set  aside  merely  because  it  is  not 
perfect,  or  upon  the  ground  that  a better  scheme 
may  theoretically  be  conceived.” 

2.  Panels  held  unconstitutional 

In  Illinois,  Ohio  and  Tennessee  the  pretrial 
screening  panels  have  been  held  unconstitutional.  In  a 
DuPage  Hospital  case,  the  Illinois  Supreme  Court 
dealt  with  a mandatory  pretrial  screening  panel  which 
was  composed  of  a physician,  attorney  and  judge. 
Under  the  law  any  one  of  the  panel  members  could 
receive  evidence  or  admit  evidence  at  the  panel 
hearing.  Since  the  attorney  and  physician  members  of 
the  panel  participated  in  such  decisions,  the  court  held 
that  the  statute  vested  judicial  powers  in  non-judicial 
personnel,  in  violation  of  the  Illinois  Constitution. 
The  court  stated  that  the  panel  procedure  impermissi- 
bly restricted  a plaintiffs  right  to  a trial  by  jury  as 
guaranteed  by  the  state  constitution.  The  court 
pointed  out  that  it  did  not  state  that  pretrial  screening 
panels  were  constitutionally  defective  per  se,  implying 
that  a valid  screening  procedure  could  be  devised. 

In  Tennessee  the  trial  court  ruled  that  the 
mandatory  submission  of  medical  malpractice  claims 
to  a review  board  prior  to  court  action  violated  the 
Tennessee  Constitution  which  guarantees  free  and 
open  access  to  its  courts  without  denial  or  delay. 
Defendants  in  this  case  argued  that  the  requirement 
by  statute  to  submit  the  case  to  the  panel  did  not  deny 
access  to  the  courts  but  postponed  such  access.  The 
trial  court  stated  that  whether  it  could  be  called  a 
delay  or  postponement  was  unimportant: 

“If  the  time  is  indefinite  or  indeterminable  then  it 
is  violative  of  the  constitutional  provision.” 

To  the  defendants  argument  that  the  act  only 
required  a patient-plaintiff  to  exhaust  his  administra- 
tive remedies,  the  court  stated  that  this  overlooked  the 
fact  that  the  legislature  failed  to  provide  any 
administrative  remedy.  It  only  provided  an  adminis- 
trative procedure. 

In  Ohio,  the  medical  malpractice  act  required 
compulsory  arbitration  of  medical  malpractice  claims 
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before  the  plaintiff  could  go  to  court.  The  opinion  of 
the  arbitration  panel  could  then  be  submitted  to  the 
jury  in  subsequent  court  action.  In  order  to  counter 
the  introduction  of  this  evidence  containing  the 
arbitrator’s  decision  and  the  testimony  of  the 
individual  arbitrators,  such  a burden  would  have  to 
be  overcome.  In  a challenge  to  this  provision  the  court 
said  that  the  findings  of  the  arbitrators  could  not  be 
considered  as  findings  as  such  in  a subsequent  jury 
trial  and  therefore  the  right  to  a jury  trial  guaranteed 
by  the  Ohio  Constitution  was  not  violated  in  that 
respect.  However,  the  court  also  said: 

“Compulsory  arbitration,  as  practiced  in  the 
medical  malpractice  act,  in  effect,  puts  strings 
upon  one’s  right  to  a trial  by  jury.  Thus,  in 
reality,  making  it  a far  less  effective  right  that 
would  otherwise  be  the  case.  The  right  to  trial  by 
jury  is  thus  substantially  reduced  in  terms  of  the 
value  the  right  to  a party  who  desires  to  challenge 
the  decision  in  the  arbitrators.  Article  1,  Section 
5 of  the  Ohio  Constitution  provides  that  the  right 
to  a jury  trial  shall  be  inviolate  and  certainly  the 
arbitration  provisions  of  R.C.  Section  2711.21 
significantly  infringe  upon  that  right  by  reducing 
the  strength  and  persuasiveness  of  a party’s  case 
to  a jury  which  will,  under  the  statute,  expose  to 
extremely  prejudicial  testimony  of  the  findings  of 
the  board  of  arbitrators.  . . . 

“Therefore,  the  arbitration  provisions  under 
R.C.  Section  2711.21,  which  permit  the  intro- 
duction into  evidence  and  exposure  to  the  jury 
of  the  arbitrators’  decision,  are  a violation  of  the 
right  to  a trial  by  jury.” 

The  court  also  gave  us  the  benefit  of  its  general 
observations  on  the  malpractice  crisis  in  the  decision 
by  stating: 

“However,  in  this  court’s  opinion,  there  is  no 
crisis  situation,  nor  is  there  civil  insurrection, 
sufficient  to  deprive,  water  down,  or  make  less 
valuable  the  right  to  seek  redress  of  grievances, 
to  a dollar  amount  fully  compensating  one  for 
his  loss,  through  the  medium  of  a free  and  un- 
fettered jury  trial.” 

It  appears  that  if  the  courts  construe  a pretrial 
screening  panel  as  an  administrative  remedy  to  be 
exhausted  before  going  to  court,  the  legislation  will 
probably  be  upheld.  Where  the  courts  do  not  con- 
strue the  legislation  this  way  and  there  is  a con- 
stitutional guarantee  of  speedy  access  to  the  courts 
without  delay,  then,  in  all  probability,  the  legislation 
will  be  stricken. 

In  addition  to  these  cases  similar  provisions  found 
in  Arizona,  Pennsylvania  and  Wisconsin  are  presently 
being  challenged. 

In  the  near  future  we  will  see  additional  opinions  on 
the  constitutionality  of  malpractice  panels  from  these 
three  states. 


IV.  Mandatory  Insurance 

The  next  major  area  of  challenge  has  been  where 
states  have  introduced  provisions  requiring  health 
care  providers  to  have  professional  liability  insurance 
in  order  to  practice  their  profession  in  that  state.  There 
are  court  decisions  on  this  issue  in  Idaho  and  Ken- 
tucky and  court  action  concerning  this  requirement 
pending  in  Alaska,  Hawaii  and  Kansas. 

Decisions  on  the  constitutionality  of  mandatory 
insurance  have  been  mixed.  The  decision  of  the  trial 
court  in  Idaho  concluded  that  as  to  the  physician- 
plaintiffs  who  brought  the  suit,  the  Hospital-Medical 
Liability  Act  did  not  apply  to  the  plaintiffs  because 
the  legislation  was  unconstitutional  and  therefore, 
null  and  void.  This  legislation  prohibited  health 
providers  from  practicing  medicine,  surgery  or 
operating  or  doing  business  as  an  acute  hospital, 
licensed  as  such  in  the  state  of  Idaho,  without  having 
purchased  the  required  medical  malpractice  insurance 
as  a condition  of  licensure.  The  trial  court’s 
declaratory  judgment  stated  that  this  legislation  was 
violative  of  the  state  constitution  in  that  it  denied  the 
right  of  an  individual  to  seek  redress  in  court  for  the 
breach  of  duty  owed  to  him.  This  case  was  appealed 
to  the  Idaho  Supreme  Court  which  stated  with  regard 
to  the  mandatory  insurance  provision,  that  the  prior 
cases  in  Idaho  merely  recognized  that  the  pursuit  of 
an  occupation  was  a liberty  and  a property  interest  to 
which  due  process  protections  of  the  state  and  federal 
constitutions  attached.  Such  a pursuit  could  not  be 
prohibited  by  the  legislature  unless  necessary  to 
protect  the  health,  safety  and  welfare  of  the  citizens  of 
the  state.  The  court  stated  that  this  recognition  did 
not  impede  the  power  of  the  legislature  to  regulate 
callings  that  were  related  to  the  public  health  as  long 
as  the  regulations  were  not  arbitrary  or  unreasonable. 
The  court  said: 

“The  power  to  require  doctors  and  hospitals  to 
obtain  licenses  for  practicing  medicine  or 
providing  health  care  is  clearly  within  the  state’s 
police  power.  Here  such  licenses  are  required  to 
be  conditioned  upon  obtaining  medical  malprac- 
tice insurance,  a requirement  not  unlike  that 
imposed  prior  to  the  issuance  of  motor  vehicle 
registrations  . . . , not  unlike  the  bonds  which  are 
required  as  a condition  of  pursuing  numerous 
trades  and  professions  such  as  barber  colleges, 
bank  tellers,  commodity  buyers,  pesticide  appli- 
cators, court  reporters,  weigh  masters,  well 
drillers,  outfitters  and  guides,  truck  scalers  and 
cemetery  maintenance  commissions.  . . . We  hold 
that  such  requirements  of  obtaining  medical 
practice  is  a condition  of  licensure  bear  a rational 
relationship  to  the  health  and  welfare  of  the 
citizens  of  the  state  by  providing  protection  to 
patients  who  may  be  injured  as  a result  of 
medical  malpractice  and  to  this  extent  does  not 
violate  the  guarantees  of  due  process  of  law.” 


VOLUME  42,  NO.  6 


389 


The  Supreme  Court  of  Idaho  at  the  end  of  this 
statement  cited  a Louisiana  case.  This  case,  not 
argued  on  the  merits,  upheld  a private  hospital’s 
requirement  that  physicians  have  medical  malpractice 
insurance  as  a condition  for  maintaining  hospital  staff 
privileges.  The  Idaho  Supreme  Court  then  remanded 
the  Jones  case  back  to  the  trial  court  to  determine 
whether  a malpractice  crisis  actually  existed  in  fact  in 
the  state  of  Idaho  which  would  justify  such  legisla- 
tion. 

In  Hawaii  the  medical  malpractice  legislation 
enacted  provided  for  the  establishment  of  a patients’ 
compensation  fund  and  required  proof  of  insurance 
of  financial  responsibility  as  a condition  for  obtaining 
a license  to  practice  medicine.  Under  this  legislation 
the  physician  was  required  to  obtain  liability 
insurance  coverage  up  to  $100,000  per  claim.  There 
was  no  aggregate  or  upper  limit  required.  In  addition 
to  requiring  insurance,  the  patient  compensation 
fund  was  funded  by  an  annual  assessment  against 
physicians  and  other  providers.  The  fund  was  to  pay 
claims  which  exceeded  the  individual’s  $100,000  limit. 
The  Hawaii  Medical  Association  argued  that  this 
imposed  a double  burden  upon  physicians  and  other 
providers  in  that  they  were  required  to  pay  premiums 
for  private  insurance  as  well  as  assessment  for  the 
state  compensation  fund. 

This  law  was  to  be  effective  on  September  1,  1976. 
The  state  medical  association  filed  a motion  for  a 
preliminary  injunction  on  December  29,  1976,  seeking 
a restraint  against  the  state  from  enforcing  this 
legislation.  In  the  early  part  of  February  of  this  year, 
Judge  Arthur  Fong  refused  to  issue  the  preliminary 
injunction.  The  state  could  revoke  any  physician’s 
license  who  failed  to  comply  with  the  requirements  of 
the  medical  malpractice  legislation.  In  denying  the 
injunction  Judge  Fong  indicated  that  he  believed  that 
the  right  to  practice  medicine  was  not  a fundamental 
right  protected  by  the  constitution  but  was  a privilege 
subject  to  state  regulation.  The  Judge  also  refused  to 
accept  a stipulated  fact  that  this  law  would  do 
irreparable  injury  to  licensed  physicians. 

In  Kentucky  in  the  McGuffey  case,  the  state 
medical  malpractice  legislation  requiring  insurance 
was  held  unconstitutional.  The  trial  judge  in  stiking 
down  this  legislation  said: 

“There  is  no  doubt  the  practice  of  medicine  and 
the  operation  of  hospitals  affect  the  health  and 
welfare  of  the  public,  are  subject  to  regulation 
and  within  the  public  power  of  the  sovereign. 
However,  that  power  should  not  extend  beyond 
the  public’s  interest  in  promoting  health,  safety, 
welfare,  or  morals.  The  requirement  of  mainte- 
nance of  insurance  upon  penalty  of  loss  of  license 
extends  beyond  the  pale  of  accepted  regulation. 
Absent  a showing  that  physicians  or  hospitals  are 


financially  irresponsible  or  unwilling  to  satisfy 
claims  made  against  them  the  insurance  require- 
ment is  unreasonable  and  violative  of  the  due 
process  clause  of  the  14th  Amendment.  (Of  the 
U.S.  Constitution). 

“ . . . . The  individual’s  right  to  earn  a livelihood 
and  the  public’s  right  to  be  administered  is  being 
stripped  away.  Such  deprivation  is  the  taking  and 
violation  of  the  5th  Amendment  of  the  United 
States  Constitution,  in  Section  13  Kentucky 
Constitution  there  is  a denial  of  due  process  in 
contrary  to  both  sections  2 and  3 of  the  Kentucky 
Constitution. 

“The  analogy  between  this  and  the  compulsory 
automobile  liability  insurance  act  does  not 
obtain.  Automobile  liability  insurance  which  was 
deemed  necessary  to  protect  the  public  against 
drivers  who  are  not  financially  able  and  willing  to 
meet  the  legitimate  demands  made  against  them. 
As  heretofore  stated  there  has  been  no  indication 
that  the  class  involved  here  is  irresponsible  in  any 
way.” 

In  Alaska  after  a medical  malpractice  insurance  bill 
was  passed  by  the  House  and  Senate  on  May  22,  1976, 
over  130  physicians  in  that  state  instituted  a suit 
challenging  the  new  legislation.  This  legislation  set  up 
a state  malpractice  insurance  company.  In  this  action, 
filed  in  November,  1976,  which  has  been  joined  by 
other  plaintiffs  such  as  the  Alaska  State  Hospital 
Association  and  additional  physicians,  the  plaintiffs 
alleged  that  the  new  malpractice  reform  legislation 
required  the  plaintiffs  to  buy  medical  malpractice 
liability  insurance  from  the  public  corporation 
created  by  the  legislation  as  a condition  for  licensure 
for  physicians  to  practice  medicine  or  for  hospitals  to 
operate  in  the  state.  The  suit  alleged  that  some  of  the 
plaintiffs  could  obtain  insurance  from  other  sources 
cheaper  than  they  could  obtain  it  from  the  state 
created  insurance  company.  Other  plaintiffs  alleged 
that  they  did  not  feel  they  needed  to  carry  malpractice 
insurance.  The  physicians  who  did  not  wish  to  carry 
insurance  alleged  that  the  malpractice  act  violated 
their  right  of  privacy  and  their  freedom  from 
government  intrusion  guaranteed  to  them  by  Article 
1,  Section  22  of  the  Alaska  Constitution.  The 
requirement  of  mandatory  insurance  for  physicians, 
which  was  not  imposed  on  any  other  professional 
group  similarly  situated,  violates  the  plaintiffs’  right 
of  equal  protection  of  the  law  guaranteed  by  Article  1, 
Section  1 of  the  Alaska  Constitution,  in  the  14th 
Amendment  of  the  United  States  Constitution  the 
physicians  argued.  One  interesting  aspect  of  this 
act  is  that  the  insurance  rates  that  would  be  estab- 
lished for  the  physician-plaintiffs,  would  be  set  as  a 
function  of  the  physician’s  medical  revenue  earned 
in  his  practice  in  the  state  and  not  strictly  on  the  type 
of  practice  he  is  engaged  in. 
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On  January  21,  1977,  Judge  J.  Justin  Ripley  issued 
a preliminary  injunction  which  allowed  the  physicians 
to  practice  without  purchasing  the  state  required 
malpractice  insurance.  The  injunction  was  to  remain 
in  effect  until  the  question  of  the  constitutionality  of 
the  mandatory  inclusive  state  operated  insurance 
company  was  decided.  The  trial  on  the  constitutional- 
ity of  the  question  was  scheduled  to  begin  on  March 
29.  It  has  since  been  delayed  because  of  physicians 
and  other  leaders  in  the  state  are  trying  to  find  a 
legislative  way  to  handle  the  question  of  mandatory 
insurance.  The  trial  is  now  scheduled  for  July  which 
should  be  after  the  legislature  adjourns.  The  case  may 
be  moot  at  that  time. 

The  Attorney  General  in  the  State  of  Kansas  in  July 
of  1976  filed  a suit  in  the  Barton  County  District 
Court  requesting  an  injunction  against  a physician 
from  practicing  medicine  until  he  purchases  the 
minimum  malpractice  insurance  required  under  the 
1976  Health  Care  Stabilization  Act  enacted  by  the 
Kansas  Legislature.  The  stabilization  act,  effective  on 
July  1,  1976,  required  physicians  who  practiced  in  the 
state  to  maintain  professional  liability  insurance  of 
not  less  than  $ 100,000  per  malpractice  occurrence  and 
up  to  an  aggregate  of  $300,000.  The  act  also 
established  a $10,000,000  fund  to  provide  for  excess 
malpractice  insurance  coverage  for  the  physicians  in 
hospitals  above  the  basic  $100,000/ $300,000  coverage 
required.  In  October  the  defendant  responded  stating 
as  his  defense  that  the  legislation  was  unconstitution- 
al. To  date  there  has  not  been  any  determination  on 
this  case. 

V.  Limitation  on  the  Amount  Recoverable 

The  third  provision  included  in  many  of  the  new 
remedial  legislation  laws  is  a provision  which  places  a 
limit  on  the  amount  that  could  be  recovered  by  an 
injured  patient  in  a medical  malpractice  case.  There 
are  four  states,  Idaho,  Illinois,  Nebraska  and  Ohio, 
that  have  addressed  this  problem  in  reported  cases. 

In  Illinois  the  1975  malpractice  act  contained  a 
$500,000  limitation.  This  law  was  ruled  unconstitu- 
tional in  Wright  v.  Central  DuPage  Hospital.  The 
plaintiff  in  this  case  argued  that  the  statute  constitut- 
ed an  arbitrary  classification  and  unreasonably 
discriminated  against  most  seriously  injured  victims 
in  a malpractice  case  without  providing  anything  to 
take  the  place  of  the  compensation  they  could 
otherwise  receive  before  the  act.  The  State  Supreme 
Court  of  Illinois  struck  down  this  provision. 

In  Nebraska,  the  Prendergast  case  upheld  the 
limitation  on  recovery.  The  court  stated  that  this  was 
not  special  legislation  denying  a patient-plaintiff 
equal  protection  of  the  law.  The  court  pointed  out 
that  the  limitation  was  “reasonable”  and  quoted  from 
the  United  States  Supreme  Court  decision  of  Silver  v. 
Silver.  Silver  said  “the  constitution  does  not  forbid  the 
creation  of  new  rights,  or  the  abolition  of  old  ones.  . . 


recognized  by  common  law  to  obtain  a permissible 
legislative  object.”  The  Nebraska  court  went  on  to 
discuss  the  medical  malpractice  crisis  pointing  out 
that  in  many  cases  the  injured  patient  would  probably 
be  financially  better  off  as  a result  of  the  medical 
malpractice  act  then  without  it.  This  case  is  presently 
under  appeal  to  a higher  court. 

In  Ohio  the  general  damage  limitation  was  stricken 
down  in  the  St.  Elizabeth’s  case.  The  plaintiff 
challenged,  as  one  ground,  the  constitutionality  of  the 
limitation  on  the  amount  of  general  damages 
recoverable  under  the  act  as  violative  of  equal 
protection  under  the  laws  pursuant  to  the  14th 
Amendment  of  the  Federal  Constitution  and  Article 
1,  Section  2,  the  Ohio  Constitution.  The  Plaintiff  had 
not  prayed  for  damages  that  would  be  in  excess  of  the 
$200,000  general  damage  limitation  provided  by  the 
act  so  the  court  therefore  concluded  that  the  plaintiff 
had  no  standing  or  cause  to  complain  reference  to  the 
constitutionality  of  the  act.  However,  the  court  went 
on  to  state: 

“ . . . purely  as  dicta  and  in  the  interest  of  fully 
exploring  the  constitutional  ramifications  of 
various  portions  of  the  Ohio  medical  malpractice 
act,  this  contention  and  the  plaintiff  will  be 
discussed  as  though  it  applied  to  the  facts  of  the 
present  case.” 

The  court  held  that  the  limitation  on  the  amount  of 
recovery  for  general  damages  violated  the  constitu- 
tional guarantees  of  due  process  and  equal  protection. 
The  court  referred  to  another  trial  court  case  which 
stated  that  the  legislation  was  unconstitutional  and 
that  it  conflicted  with  the  pleading  requirements  of 
the  Ohio  rules  of  civil  procedure. 

In  the  Jones  case  in  Idaho  the  State  Supreme  Court 
said  the  trial  court  erred  in  holding  that  the  limitation 
of  damages  recoverable  in  a medical  malpractice 
action  controvened  the  state  constitution. 

VI.  Requiring  Insurance  Companies  to  Provide 
Malpractice  Insurance. 

There  have  also  been  case  decisions  requiring 
insurance  companies  to  provide  malpractice  insur- 
ance. In  the  Illinois  DuPage  Hospital  case,  the  court 
ruled  that  the  provision  in  the  law  which  required 
insurance  carriers  to  renew  medical  malpractice 
insurance  policies  existing  as  of  June  10,  1975  at  rates 
existing  on  that  date,  while  initial  rates  for  new 
policies  written  after  that  date  were  not  regulated, 
constituted  special  legislation  and  created  an  arbitrary 
and  unreasonable  classification.  The  court  said  there 
was  no  reasonable  basis  for  not  extending  the  rate 
regulations  to  policies  written  after  that  date  as  well. 

In  North  Carolina  the  State  Supreme  Court 
declared  that  the  North  Carolina  reinsurance  ex- 
change was  unconstitutional  on  a variety  of  grounds. 
The  statute  in  North  Carolina  required  all  general 
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liability  carriers  doing  business  in  North  Carolina  to 
provide  medical  malpractice  insurance  up  to  a 
$1,000,000  limit  whether  or  not  the  company  had 
previously  written  medical  malpractice  policies. 

Each  general  liability  insurance  company  was 
required  to  belong  to  the  Reinsurance  Exchange  and 
to  share  pro  rata  in  the  profits  and  losses  of  this 
exchange.  Failure  to  comply  with  the  law  would  result 
in  revocation  of  the  company’s  license  to  write  any 
kind  of  insurance  in  North  Carolina.  Under  this  law 
non-liability  insurance  providers  and  the  automobile 
industry  insurance  companies  were  exempt  from 
provisions  of  the  Reinsurance  Exchange  Act. 

In  its  decision  the  court  recognized  the  existence  of 
specialization  in  the  medical  malpractice  insurance 
and  held  that  the  statute  constitutionally  deprived  the 
insurance  companies  of  due  process  of  law.  Due 
process  was  denied  by  requiring  them  to  participate  in 
a form  of  business  which  they  had  of  no  experience; 
which  they  were  not  prepared  to  handle;  and  which 
they  did  not  wish  to  participate.  The  court  held  that 
the  conditioning  of  the  license  of  a company  to  engage 
in  other  insurance  fields  upon  the  condition  that  they 
write  medical  malpractice  insurance  was  an  imper- 
missible and  arbitrary  interference  with  private 
enterprise. 

In  Oregon,  a trial  court  upheld  a state  statute  that 
established  a medical  excess  liability  fund  to  be  made 
available  for  payment  of  malpractice  awards  in  excess 
of  the  physicians  insurance  policy  limits.  The  court,  in 
its  decision,  invalidated  another  provision  of  the  law 
and  the  case  was  appealed. 

The  Oregon  Supreme  Court  reversed  and  re- 
manded the  case  to  the  trial  court  stating  that  there 
was  no  justifiable  controversy  between  the  plaintiff 
and  the  defendant.  The  court  said  the  other 
defendants  that  joined  in  the  suit  did  supply  the 
elements  of  adverseness  that  would  be  essential  to 
judiciability  but  that  the  record  was  insufficient  to 
establish  immediate  danger  of  injury  required  in  order 
to  obtain  a declaratory  judgment.  Therefore,  the  trial 
court  was  held  to  have  improperly  entered  a summary 
judgment.  The  court  said: 

“It  is  not  our  province  to  decide  these  constitu- 
tional issues  in  the  vacuum  or  to  strike  down  the 
legislative  scheme  without  concrete  facts  which 
demonstrate  arbitrary  classification.  In  the 
absence  of  such  guidance,  a resolution  of  the 
constitutionality  of  ORS,  Chapter  752  by 
summary  judgment  based  upon  the  affidavits  was 
improper.  Further  facts  as  to  the  appropriateness 
of  the  declaratory  relief  and  as  to  the  merits  are 
needed.” 

VII.  Risk  Management  Provisions. 

In  Florida  last  month  a Circuit  Court  declared  the 
recently  enacted  risk  management  professional 


liability  law  unconstitutional.  The  JUA  challenged 
the  legislation  that  created  internal  hospital  risk 
management  programs.  Under  this  legislation,  each 
hospital  licensed  in  the  state  designated  two  hospital 
administrators  and  two  staff  physicians  to  form  a 
committee  which  would  review  and  where  appro- 
priate, assess  damages  and  awards  in  liability  produc- 
ing situations  in  hospitals.  The  decision  of  the  risk 
management  committee  would  be  binding  on  the 
involved  physicians,  the  hospital  and  the  insurance 
companies  covering  the  physicians  and  hospital.  The 
program  allowed  for  a court  appeal  of  the  commit- 
tee’s decision. 

The  JUA  argued  that  this  program  delegated 
authority  to  a lay  body  to  make  the  decision-making 
process  of  the  allocation  of  funds  of  the  insurance 
company.  The  court  held  that  the  provisions  of  the 
legislation.  Sections  768.42  and  768.43,  unconstitu- 
tionally deprived  the  plaintiffs  of  access  to  the  court,  a 
violation  of  Article  1,  Section  21  of  the  Florida 
Constitution  and  the  14th  Amendment  of  the  United 
States  Constitution.  Section  21  says  that  the  courts 
are  open  to  everyone  without  denial  or  delay.  The 
court  said  that  the  legislation  deprived  the  plaintiff  of 
his  right  to  a jury  trial  in  violation  of  Article  1, 
Section  22  of  the  Florida  Constitution  and  the  14th 
Amendment  of  the  U.S.  Constitution.  The  court  also 
said  the  provisions  unconstitutionally  deprived  the 
plaintiff  of  equal  protection  of  the  law  in  violation  of 
the  14th  Amendment  of  the  U.S.  Constitution. 

The  primary  reason  that  the  circuit  court  invalidat- 
ed the  risk  management  legislation  was  that  the  court 
said  the  legislation  covered  two  subjects.  One  subject 
was  medical  malpractice  and  the  other  was  insurance. 
The  court  said  this  violated  Article  3,  Section  6 of  the 
Florida  Constitution.  This  section  limits  every  law 
enacted  by  the  Florida  Fegislature  to  only  one 
subject. 

Conclusion 

At  this  early  date,  is  is  premature  to  attempt  to 
predict  which  legislative  programs  will  ultimately  be 
upheld  and  which  will  be  declared  to  be  unconstitu- 
tional. However,  the  following  trends  have  developed. 
The  language  found  in  the  various  state  constitutions 
providing  for  unencumbered  access  to  the  courts  and 
to  jury  trials  appears  to  be  weighed  heavily  by  courts 
asked  to  review  these  legislative  provisions.  Further, 
provisions  permitting  but  not  mandating  methods  of 
resolving  professional  liability  actions  through  other 
than  traditional  court  systems,  appear  to  have  a better 
chance  of  being  upheld.  Finally,  the  courts  uphold  the 
legislatures’  freedom  to  alter  the  traditional  tort 
system  where  the  alterations  are  necessary  to  deal 
with  the  “malpractice  crisis.”  If  the  such  crisis  is  not 
substantiated,  it  is  unlikely  that  the  legislation  will 
survive  a court’s  scrutiny. 
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Summary  of  the  Final  Health  Planning  Guidelines 

Public  Law  93-641 


Guideline  I:  General  Hospitals— Bed  Supply 

There  should  be  fewer  than  four  nonfederal,  short- 
stay  hospital  beds  for  each  1 ,000  persons  in  the  Health 
Service  Area.  Conditions  that  may  justify  exceptions 
include  age  of  the  population,  seasonal  population 
fluctuations,  whether  the  area  is  rural  or  urban,  and 
the  presence  of  referral  hospitals. 

Guideline  II:  General  Hospitals— Occupancy  Rate 

There  should  be  an  annual  occupancy  rate  of  at 
least  80  percent  for  all  nonfederal,  short-stay  hospital 
beds,  considered  as  a group  within  a Health  Service 
Area.  Conditions  that  may  justify  exceptions  include 
seasonal  population  fluctuations  and  whether  an  area 
is  rural  or  urban. 

Guideline  III:  Obstetrical  Services 

1.  Obstetrical  services  should  be  planned  on  a 
regional  basis. 

2.  There  should  be  at  least  1,500  births  annually  in 
hospitals  providing  specialty  obstetrical  care. 

3.  There  should  be  an  average  annual  occupancy 
rate  of  at  least  75  percent  in  each  obstetrical  unit 
where  there  are  more  than  1,500  births  per  year. 

Guideline  IV:  Neonatal  Special  Care  Units 

1.  Neonatal  services  should  be  planned  on  a 
regional  basis. 

2.  The  total  number  of  neonatal  intensive  and 
intermediate  care  beds  should  not  exceed  4 per  1,000 
births  per  year  in  a defined  neonatal  service  area. 

3.  A single  neonatal  special  care  unit  should 
contain  a minimum  of  15  beds. 

Guideline  V:  Pediatric  Inpatient  Services — 

Number  of  Beds 

There  should  be  a minimum  of  20  beds  in  a 
pediatric  unit  in  an  urban  area.  An  adjustment 
downward  may  be  justified  when  travel  time  to  an 
alternate  unit  exceeds  30  minutes  for  10  percent  of  the 
population  or  more. 

Guideline  VI:  Pediatric  Inpatient  Services — 
Occupancy  Rate 

Minimum  average  annual  occupancy  rates  (exclud- 
ing neonatal  special  care  units)  should  be:  65  percent 
for  a facility  with  20-39  pediatric  beds,  70  percent  for 
a facility  with  40-79  pediatric  beds,  and  75  percent  for 
a facility  with  80  or  more  pediatric  beds. 

Guideline  VII:  Open-Heart  Surgery 

1.  A minimum  of  200  adult  open-heart  procedures 
should  be  performed  annually  within  three  years  after 
initiation  of  such  a program. 

2.  A minimum  of  100  pediatric  heart  operations 
should  be  performed  annually  within  three  years  after 
initiation  of  a cardiac  surgery  program  in  any 
institution  in  which  pediatric  open-heart  surgery  is 
performed.  At  least  75  of  these  procedures  should  be 
open-heart  surgery. 

3.  No  additional  open-heart  units  should  be 
initiated  unless  each  existing  unit  in  the  Health 
Service  Area  is  performing  a minimum  of  350  adult 
open-heart  surgery  procedures  of  130  pediatric  open- 
heart  procedures  annually. 


Guideline  VIII:  Cardiac  Catheterization 

1.  A minimum  of  300  adult  cardiac  catheteriza- 
tions should  be  performed  annually  within  three  years 
after  initiation  of  such  a program. 

2.  A minimum  of  150  pediatric  cardiac  catheteriza- 
tions should  be  performed  annually  within  three  years 
after  initiation  of  such  a program. 

3.  No  new  cardiac  catheterization  units  should  be 
opened  in  any  facility  not  performing  open-heart 
surgery. 

4.  No  additional  cardiac  catheterization  units 
should  be  opened  unless  each  existing  unit  in  the 
Health  Service  Area  is  performing  more  than  500 
adult  or  250  pediatric  catheterizations. 

Guideline  IX:  Radiation  Therapy 

1.  A megavoltage  radiation  therapy  unit  should 
serve  a population  of  at  least  150,000  persons  and 
treat  at  least  300  cancer  patients  annually  within  three 
years  after  initiation  of  the  unit. 

2.  No  additional  megavoltage  units  should  be 
opened  unless  each  existing  megavoltage  unit  in  the 
Health  Service  Area  is  performing  at  least  6,000 
treatments  per  year. 

3.  Excessive  patient  travel  time  resulting  from 
geographic  remoteness  may  justify  an  exception. 

Guideline  X:  Computed  Tomographic  Scanners 

1 . A CT  scanner  (head  and  body)  should  perform  a 
minimum  of  2,500  medically  necessary  patient 
procedures  per  year  by  the  second  year  of  its 
operation. 

2.  No  additional  scanners  should  be  approved 
unless  each  existing  scanner  in  the  Health  Service 
Area  is  performing  more  than  2,500  medically 
necessary  patient  procedures  per  year. 

3.  No  additional  scanners  should  be  approved 
unless  the  owners  of  the  scanners  agree  to  provide 
certain  data  and  utilization  review  information  to  the 
Health  Systems  Agency  (HSA). 

Guideline  XI:  End-Stage  Renal  Disease  Services 

The  Health  Systems  Plans  established  by  HSAs 
should  be  consistent  with  HEW  standards  and 
procedures  governing  suppliers  of  end-stage  renal 
disease  services. 

Provisions  for  Exceptions 

Subpart  A,  “General  Provisions,”  in  the  guidelines 
contains  provisions  for  exceptions.  These  include: 

1.  HSAs  must  take  into  account  the  special  needs 
of  HMOs,  services  available  to  local  residents  from 
federal  health  care  facilities,  and  higher  minimum 
target  levels  and  lower  maximum  levels  that  are 
already  established  for  state  certificate-of-need  and 
related  programs. 

2.  If  a Health  Systems  Plan,  in  order  to  be 
consistent  with  these  guidelines,  results  in  denial  of 
access  to  care,  unreasonable  cost  to  patients,  or  “the 
denial  of  care  to  persons  with  special  needs  resulting 
from  moral  and  ethical  values,”  the  HSA  may  include 
exceptions  in  that  plan. 


THE  IRONY  OF  HAVING 

THE  BEST 


It  might  be  said  that  medical  advances  are  now 
coming  back  to  haunt  us  — and  in  a rather  strange 
way. 

Health  care  professionals  have  devoted  years  to 
improving  their  knowledge  and  skills  to  the  point 
where,  collectively,  America’s  doctors,  hospitals 
and  medical  technology  rank  with  the  world's  best. 

Often  overlooked,  however,  is  the  fact  that  ad- 
vancements cost  money. 

And  we  must  also  add  the 
practical  knowledge  that 
this  medical  success  may 
have  brought  about  a cer- 
tain public  complacency, 
a feeling  that  "if  I get 
sick,  they'll  fix  me  up  in 
no  time  and  my  health 
insurance  will  cover  it." 

That  attitude  also  adds 
to  costs. 

Then  we  must  consider 
the  fact  that  there  are  non- 
medical costs  attached  to 
health  care  — labor,  food, 
administration  — and  the 
biggest  economic  factor 
of  them  all,  inflation. 

Each  of  these  items  has 
a dollar  sign  attached  to  it,  and  have  combined  to 
produce  the  admittedly  higher  costs  associated 
with  human  healing,  maintenance  and  longevity. 

Physicians,  hospitals,  patients  or  Blue  Cross  & 
Blue  Shield  alone  have  not  been  able  to  alter  this 
rise,  so  the  message  becomes  quite  clear:  we  must 
begin  immediately  to  work  together.  For  it  appears 


quite  obvious  that  only  a collective  effort  can 
have  any  chance  for  success. 

Blue  Cross  & Blue  Shield  has  been  telling  its 
subscribers  (as  well  as  the  public  in  general)  how 
they  can  take  better  care  of  themselves.  We  have 
been  asking  them  to  question  costs,  to  speak  with 
their  doctors  about  alternatives  like  ambulatory 
care,  and  to  look  upon  us  as  a source  of  health 
care  financing,  backing  up 
and  supporting  their  ef- 
forts and  those  of  their 
physicians. 

But  we  need  your  help, 
too.  We  ask  you  to  take  a 
hard  look  at  costs.  Not 
just  your  professional  fees, 
but  total  costs.  (We  think 
you  might  be  astonished  at 
how  fast  surgery,  with 
attendant  inpatient  costs, 
can  pyramid  into  an  astro- 
nomical "bottom  line.") 

Please  remember  there 
are  alternatives  to  inpa- 
tient care.  Blue  Cross  & 
Blue  Shield  provides  bene- 
fits for  outpatient  surgery 
and  diagnostic  services, 
Pre-Admission  Testing,  and  Coordinated  Home 
Care  to  cut  down  on  inpatient  days.  These  are 
just  a few  of  the  available  alternatives. 

Trying  to  stop  this  upward  price  spiral  is  a 
tremendous  task,  but  if  everyone  works  together, 
perhaps  we  can  begin  to  at  least  slow  down  in- 
creasing costs. 


ALL  OF  US  HELPING  EACH  OF  US 


Blue  Cross 
Blue  Shield 

of  Connecticut 
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EDITORIAL 

The  DES  Enigma:  Present  Precis 

The  administration  of  DES*  to  pregnant  women 
during  the  forties,  fifties  and  sixties  has  led  to  a 
medical  calamity  of  great  proportion.  In  addition  to 
the  teratogenic  and  oncogenic  conditions  produced, 
significant  psychologic  sequelae  have  accrued  to 
mothers  and  afflicted  daughters  as  a result  of  real  and 
imagined  fears.  The  emotional  response  to  this 
iatrogenic  problem  is  mirrored  by  the  large  number  of 
class  action  lawsuits  instituted  against  pharmaceutical 
companies  who  produced  stilbestrol.  The  paradox  of 
this  entire  perplexing  problem  is  the  fact  that  serious 
doubt  exists  as  to  any  benefit  produced  by  DES  to 
sustain  a pregnancy. 

Certain  facts  are  known  about  the  morphologic 
effects  produced  by  prenatal  DES  on  offspring.  Sub- 
stantial unsupported  statements  and  non  substan- 
tive utterings,  some  widely  disseminated  to  the  lay 
public,  have  added  to  the  misery  of  both  patients  and 
physicians.  Since  the  prescription  of  DES  as  a 
hormonal  supplement  for  threatened  abortion  and 
diabetic  pregnancy  was  most  popularized  by  NEW 
ENGL. AND  proponents,  our  geographic  region  has 
witnessed  a plethora  of  afflicted  females.  The  content 
of  this  correspondence  will  attempt  to  catalog  the 
pertinent  facts  and  dispel  surmised  beliefs. 

DES  is  a recognized  teratogen  which  produces 
abnormalities  in  the  development  of  the  vagina  and 
cervix.1  Recent  data  also  suggests  the  production  of 
structural  abnormalities  in  the  formation  of  the  uterus 
and  oviducts.2  Specifically  the  embryologic  differenti- 
ation of  the  lower  mullerian  ducts  and  urogenital 
sinus  are  altered.  Formative  DES  blockade  results  in 
a condition  of  vaginal  adenosis  where  mucous  glands 
are  present  in  the  vagina.  Ordinarily  the  vagina  is 
completely  lined  by  stratified  squamous  epithelium 
and  is  devoid  of  such  glands. 


Additionally  the  cervix  sustains  several  structural 
abnormalities.  The  most  common  cervical  lesions  are 
the  hooded  or  cocks  comb  pattern  in  which  the 
squamous  epithelium  of  the  portio  is  replaced  more  or 
less  totally  by  glandular  epithelium.  The  latter 
imparts  a bright  red  and  polypoid  appearance  to  the 
cervix.  The  presence  of  a rim  or  ridge  at  the  cervical- 
vaginal  junction  completes  the  overall  picture  which 
has  been  likened  to  a penis  with  a foreskin  retracted. 

DES  may  act  as  an  incomplete  carcinogen  or  a 
carcinogenic  cofactor.  The  association  of  DES  (and 
other  non-steroidal  estrogenic  drugs)  and  clear  cell 
adenocarcinoma  produced  in  the  vagina  and  cervix  of 
young  women  incited  the  large  number  of  investiga- 
tions and  reports  which  have  deluged  the  literature 
since  1971.  Clear  cell  adenocarcinoma  is  an  invasive 
cancer  which  has  caused  the  death  of  young  women, 
most  often  under  25  years  of  age.  Others  have  been 
subjected  to  therapy  in  the  form  of  radical  hysterec- 
tomy, lymphadenectomy,  and  vaginectomy.  The 
tumor  appears  to  be  associated  somehow  with 
adenosis  since  areas  of  the  benign  (adenosis)  and  the 
malignant  (adenocarcinoma)  coexist  on  pathologic 
section.3  4 Fortunately,  clear  cell  adenocarcinoma  is 
a rather  rare  tumor  even  in  DES  offspring  harboring 
adenosis.  Recent  data  suggests  that  the  chance  of 
adenocarcinoma  developing  in  DES  afflicted  girls  is  1 
in  5000.  Similarly  the  peak  age  at  risk  for  this  cancer 
approximates  19  years  with  minimal  occurrence 
below  age  14  and  above  age  22. 5 Unfortunately 
accurate  incidence  rates  are  impossible  to  obtain 
because  the  number  of  women  who  received  DES 
treatments  and  the  number  of  subsequent  offspring  of 
such  pregnancies  are  unknown.  L.ikewise  the  length 
and  consistency  of  followup  has  been  insufficient  to 
accurately  know  the  natural  history  of  cervical  and 
vaginal  lesions. 
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To  date  there  is  no  good  data  concerning  the 
fertility  capabilities  of  either  male  or  female  DES 
offspring.  Prediction  of  future  childbearing  difficulty 
is  therefore  untenable.  Several  studies  have  reported 
that  some  patients  have  been  able  to  get  pregnant  and 
maintain  their  pregnancies  to  term. 

The  action  of  DES  on  male  offspring  has  only 
partially  been  explored.  The  drug  does  seem  to  exert 
less  blatant  abnormalities  than  on  female  progeny. 
The  long-term  effects  on  male  fertility  and  potential 
carcinogenicity  are  unknown. 

The  effects  of  hormonal  contraception  and  preg- 
nancy on  vaginal  adenosis  and  on  hooded  cervix  are 
unknown.  There  is  no  data  to  suggest  that  either  may 
be  detrimental  or  beneficial.  Similarly  the  interaction 
of  mechanical  contraceptives  on  the  lesions  are 
unknown.  Sexual  habits  and  response  appear  to  be 
uninfluenced  (unaffected)  by  DES  induced  lesions. 
Vaginal  discharge  is  heavy  and  of  a mucous  variety  in 
the  majority  of  girls  as  would  be  expected  on  face  of 
the  increased  numbers  of  mucous  glands  on  the 
exocervix  and  in  the  vagina. 

Perhaps  the  greatest  dilemma  relates  to  the  possible 
risk  of  DES  daughters  developing  epidermoid  and 
squamous  cancers  of  the  vagina  and  cervix.  These 
tumors  do  seem  to  occur  with  increased  frequency  in 
DES  girls  because  of  the  multiple  transition  zones 
present  in  the  vagina,  i.e.  areas  where  squamous  and 
columnar-mucous  epithelia  meet  and  where  active 
squamous  metaplasia  occurs.  The  risk  of  DES  girls 
developing  epidermoid  carcinoma  may  increase  as 
time  progresses  and  may  be  substantially  greater  than 
the  general  female  population.6 

The  proper  management  of  such  cases  is  imperative 
in  order  to  detect  and  eradicate  early  neoplastic 
changes  so  as  to  avoid  the  necessity  of  radical  therapy. 
A detailed  history  should  be  carried  out  with  special 
attention  to  documenting  the  reason  for,  the  period  of 
gestation,  the  dosage,  and  the  length  of  time  DES  was 
administered.  All  DES  exposed  women  should  have 
the  benefit  of  an  experienced  examiner  and  should  be 
examined  not  only  by  general  pelvic  but  additionally 
by  sophisticated  techniques  employing  colposcopy. 
More  than  70%  of  adenosis  cases  will  not  be  recog- 
nized by  simple  pelvic  examination.  Pap  smear  tech- 
niques have  been  unreliable  for  detection  of  adenosis 
other  than  in  the  hands  of  a relatively  small  number 
of  centers  with  particularly  expert  cytologists.7  All 
cases  must  be  substantiated  by  biopsies  directed  to 
the  most  suspicious  areas.  Because  the  natural  his- 
tory of  the  disease  is  not  known,  patients  must  be 
compulsively  examined  at  regular  six  month  inter- 
vals although  some  cases  may  require  more  frequent 
examination. 

Treatment  of  the  benign  cervical  and  vaginal 
disorders  has  varied  greatly — certainly  radical  exci- 
sion of  benign  adenosis  in  the  vagina  is  apt  to  do  more 
harm  than  good  leading  to  scarring,  birth  difficulties 


and  painful  intercourse.  Elormonal  therapy  to  date 
has  been  disappointing  and  the  results  dubious  at 
best.  Cryosurgical  and  cauterization  unselectively 
destroy  normal  as  well  as  abnormal  vaginal  tissue. 
The  results  are  inconsistent  and  have  the  same 
contraindications  as  excision.  The  newest  therapeutic 
techniques  employ  the  CO2  laser  beam  to  evaporate 
selectively  areas  of  adenosis  while  leaving  normal 
tissues  free  of  damage.  A major  effort  of  any 
therapeutic  program  should  be  devoted  to  teaching 
the  patient  and  her  mother  about  DES  sequelae  and 
to  emphasize  the  known  facts  in  order  to  relieve  the 
guilt  which  mothers  universally  feel.  Similarly 
physicians’  time  and  effort  spent  to  keep  patients 
knowledgeable  tend  to  diminish  pre-conceived  hostili- 
ty directed  to  the  medical  profession.  Finally  a major 
service  which  all  physicians  can  render  is  to 
disseminate  accurate  information,  to  question  all 
female  patients  regarding  whether  hormones  were 
administered  during  gestation,  to  determine  whether 
the  stigmata  of  DES  are  present  in  patients  with 
suggestive  history. 

* Diethy  lstilbestrol 

Michael  S.  Baggish,  M.D. 

Director,  Obstetrics  and  Gynecology 
Mount  Sinai  Hospital,  Hartford 
Associate  Professor  of  Obstetrics, 

Gynecology  and  Pathology 
University  of  Connecticut  Health  Center,  Farmington 
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The  Many  Images  of  Disease 

There  is  but  one  thing  without  honor,  smitten  with 
eternal  barrenness,  inability  to  do  or  to  be,  and  that  is 
unbelief.  He  who  believes  nothing,  who  believes  only 
the  show  of  things,  is  not  in  relation  with  nature  and 
fact  at  all.  —Carlyle 

We  radiologists  are  in  danger  of  becoming 
diagnostic  technocrats  rather  than  physicians  caring 
for  patients.  Computerized  axial  tomography  (CAT) 
has  most  recently  been  added  to  our  armamentarium 
and  has  rapidly  become  a valuable,  if  expensive,  tool. 
There  are,  in  addition,  conventional  x-ray,  nuclear 
and  sonic  imaging.  Understandably,  the  responsibility 
for  imaging  techniques  has  migrated  or  should 
migrate  into  that  department  oriented  to  normal  and 
abnormal  anatomic  shadows.  Many  of  us  have 
welcomed  non-radiologic,  imaging  oriented  col- 
leagues, into  our  fold,  regardless  of  their  specialty. 

If  the  department  of  Diagnostic  Imaging  is  large 
enough,  there  is  potential  danger  that  the  individuals 
responsible  for  each  subsection  will  sequester  them- 
selves and  their  results.  The  inevitable  outcome  of 
such  compartmentalization  is  a championing  of 
individual  interests,  a magnification  of  the  impor- 
tance of  a given  technique.  This,  in  turn,  begets  a 
competition  for  patients  with  elaboration  of  a great 
deal  of  information  at  a great  deal  of  expense.  We  and 
the  public  ought  not  be  concerned  about  the  expense 
so  long  as  we  can  show  that  the  information  has  not 
been  elaborated  for  its  own  sake  but  rather  for  the 
good  of  the  patient.  I have  the  temerity  to  suggest  that 
the  ultimate  in  therapy  is  not  contingent  on  the 
ultimate  in  diagnosis,  quite  contrary  to  what  most  of 
us  teach  and  have  been  taught. 

We  validate  the  importance  of  what  we  do  by 
impressive  but  really  meaningless  statistics.  Mammog- 
raphy is  of  value  because  of  prolonged  survival  in 
cases  detectable  only  by  this  technique.  Yet  prolonged 
survival  might  be  explained  by  earlier  diagnostic 
intersection  of  a patient’s  life  time.  We  quibble  about 
accuracy  of  detection  of  abnormal  anatomy  by  a 
variety  of  imaging  techniques  without  having  devel- 
oped rigidly  controlled  evaluation  of  method.  If  ever 
we  are  to  learn  the  diagnostic  value  of  a given 
technique  or  the  proper  sequence  of  techniques,  the 
imagists  must  devise  an  interpretational  scheme 
unbiased  by  a colleague’s  findings,  seeking  maximum 
(therapeutically  important)  information  with  min- 
imum biologic  impact.  While  the  different  imagists 
should  sit  and  confer  at  a communal  table,  each 
should  be  required  to  evaluate  his  or  her  method  on  a 
masked  basis  either  retrospectively,  prospectively  or 
both. 

The  referring  physician  has  a more  important  role 
to  play.  He  or  she  must  be  the  one  to  decide  how  each 


image  elaborated  modified  patient  management 
whether  for  better  or  worse,  medically  and  financially. 
Appropriate  clerical  and  computer  assistance  is 
obviously  necessary  and  should  be  forthcoming  from 
concerned  agencies. 

How  are  we  to  behave  until  such  information  is 
available?  It  is  imperative  that  patients  be  sent  for 
imaging  of  a given  problem,  that  referring  physicians 
and  imagists  consult  and  agree  on  what  at  least  for 
now  appears  to  be  the  logical  sequence  of  events. 

Solomon  S.  Schwartz,  M.D. 

Department  of  Radiology 
The  Hospital  of  St.  Raphael 


Health  Aspects  of  Marihuana  Use 

The  American  Medical  Association's  Council  on 
Scientific  Affairs,  chaired  by  C.  John  Tupper,  M.D., 
has  issued  a report:  “Health  Aspects  of  Marihuana 
Use.”  It  updates  the  statement  on  marihuana  adopted 
by  the  A.M.A.  House  of  Delegates  in  1972.  In 
summary,  the  report  recommends  that: 

( 1 ) Marihuana  use  should  be  discouraged,  especial- 
ly to  high  risk  persons  such  as  children,  adolescents, 
persons  immature  or  having  emotional  instability; 
also  with  certain  physical  illnesses  such  as  cardiac 
disorders  (one  study  has  shown  marihuana  may 
reduce  exercise  tolerance  in  patients  with  angina),  and 
with  pulmonary  disease  (another  study  indicated 
chronic  usage  is  associated  with  interstitial  fibrosis); 

(2)  Research  should  be  encouraged  to  determine 
the  long-term  effects  of  marihuana;  and, 

(3)  The  laws  for  possession  of  marihuana  should 
be  liberalized. 

Even  though  1 fully  support  the  Committee 
statement  as  to  marihuana — discourage  it,  study  it, 
liberalize  it,  I believe  the  report  is  myopic  and  misses 
or  deliberately  skirts  the  more  important  issue  that 
the  decriminalization  of  marihuana  is  NOT  basically 
a medical  one.  By  addressing  the  marihuana  contro- 
versy in  its  narrowest  form,  the  busy  physician  can 
very  seductively  be  led  into  the  position  of  “status 
quo”  or  avoidance  of  more  important  controversy  on 
the  basis  of  “we  don’t  have  all  the  information,  more 
research  is  needed.”  Let  us  neither  denigrate  nor 
exalt  the  medical  issues,  but  rather  keep  them  in 
perspective. 
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Why  not  consider  marihuana  use  in  context  with 
other  “dangerous”  abuses  such  as  alcoholism,  obesity, 
hypertension,  and  cigarette  smoking.  What  if  we  were 
to  impose  jail  terms  or  even  levy  a “fine”  (a  non- 
criminal penalty)  each  year  on  every  person  who 
exceeds  his/her  ideal  body  weight  by  10%  or 
“maintains”  an  elevated  blood  pressure  as  determined 
by  a periodic  examination,  or  smokes  tobacco  while 
knowing  she/he  is  a “high  risk”  individual  or 
indiscriminately  exposes  their  “high  risk”  associates 
to  the  smoke  WITHOUT  EVEN  MAKING  A 
REASONABEE  EFFORT  to  take  precautionary  or 
health-promoting  steps.  Why  should  the  family 
disruption  from  alcoholism  or  the  increased  insurance 
costs  ($20,000-525,000  for  a coronary  bypass)  we  all 
bear  for  the  resultant  medical  attention  due  the 
hypertensive  and  obese  individual  not  be  considered  a 
part  of  the  “What  do  we  do  with  marihuana?”  issue? 

The  point  is  that,  out  of  context,  our  rationale  for 
marihuana  is  sound,  booking  more  holistically, 
putting  our  cultural  approach  to  marihuana  in 
context  reveals  our  inconsistencies. 

The  marihuana  issue  has  become  the  flagship  of  our 
youth,  perhaps  more  than  any  other,  to  capture  our 
attention  and  push  us  to  look  at  our  envied 
dictatorship — our  laws,  the  injustices  in  their  applica- 
tion, the  use  of  o-ur  chemicals,  and  the  manner  we 
conduct  our  lives. 

To  the  degree  that  we  have  concern  for  the 
adolescent,  we  need  to  do  more  than  say  “Pot  is 
illegal,  it  will^make  you  go  blind  . . . oops,  1 mean,  it 
may  hurt  your  genes.”  “You  promised  if  you  could 
have  pot,  you’d  not  bother  with  alcohol,  and  since 
you’re  mixing  them  you  have  to  cut  out  pot.”  We  may 
need  to  study  ourselves  to  really  consider  the 
marihuana  issue  in  perspective. 

Suppose  we  introduced  a new  drug  for  recreational 
or  social  purposes  and  called  it  “phefim,”  and  we  were 
aware  that  (1)  if  readily  available,  2-3  deaths  from 
acute  accidental  overdose  would  occur  every  day; 

(2)  about  5%  of  the  population  would  be  addicted; 

(3)  it  should  be  toxic  to  virtually  every  organ  in  the 
body;  (4)  it  would  lead  many  to  aggression  and 
irresponsible  acts  when  otherwise  they  would  be  rigid 
or  terribly  anxious  but  responsible  people;  (5)  it 
could  impair  newborns  if  the  mother  uses  it;  and, 
(6)  “we’re  just  beginning;  all  the  research  findings 
aren’t  in.”  What  would  you  advocate  for  phefim?  Is  it 
consistent  with  what  you  now  say  about  alcohol,  with 
what  you  now  actually  do  about  alcohol  in  your 
practice?  Or  in  your  own  life? 

I hope  we  don’t  resolve  the  matter  soon.  The 
obvious  inconsistencies  not  addressed  in  the  A.M.A. 
report,  and  even  less  frequently  addressed  by  most 
physicians,  if  left  to  fester  may  draw  attention  to  the 
similar  pattern  of  inconsistencies  and  irrationalities 
we  ignore  in  other  more  important  areas: 


Why  so  many  of  us  get  caught  flat-footed  in  a 
major  snow  blitz  in  Connecticut  when  we  had  24- 
48  hours  warning. 

Why  we  maintain  the  New  York  City  “spend 
today,  pay  tomorrow”  attitude. 

—Why  we  pollute  and  utilize  our  natural  resources 
as  we  do. 

More  pertinent  to  the  physician;  why  we  are  so 
anemic  in  our  efforts  at  promoting  health  and 
well-being  while  spending  most  of  our  time 
treating  illness,  and  as  a profession,  are  probably 
chief  offenders  in  neglecting  our  own  health — the 
quantity  and,  yes,  even  the  quality  of  our  lives. 

We  have  become  so  used  to  looking  at  the  cross- 
section  of  tissue  in  which  we  happen  to  have  a special 
interest  that  we  lose  the  will  to  develop  a more  holistic 
approach.  Perhaps  the  protest  of  youth  is  more  than 
simply  a blind  rebellion,  and  through  their  wisdom  we 
may  be  stimulated  to  look  more  closely  at  our  use  of 
alcohol  and  other  drugs,  the  inconsistency  in  our  laws 
and  its  enforcement,  and  other  hypocrisies.  1 think 
this  is  far  more  the  issue  than  “marihuana — is  it  good 
or  bad?” 

What  do  you  think? 

Donald  Pet,  M.D. 

Assistant  Clinical  Professor 

Department  of  Psychiatry 

UConn  Health  Center,  Farmington,  CT 


Women  MDs  Now  Choose 
Different  Specialties 

A study  published  in  the  Journal  of  the  American 
Medical  Women’s  Association  indicates  that  women 
physicians’  specialty  preferences  have  changed 
markedly  in  the  last  10  years.  While  women  MDs  in 
1968  overwhelmingly  opted  for  pediatrics  as  a 
specialty,  family  practice  is  now  the  choice  of  44%, 
with  only  25%  choosing  to  become  pediatricians. 
Psychiatry,  once  a popular  specialty,  is  now  pursued 
by  only  7%  of  women,  a figure  below  the  national 
average  for  medical  students.  The  study  also  showed  a 
small  rise  in  the  number  of  women  choosing  surgery. 
Women  in  this  survey  also  revealed  income  expecta- 
tions far  below  national  levels.  Those  polled  said  that 
in  1 0 years  they  expected  to  earn  between  $2 1 ,000  and 
$25,000  annually,  about  half  the  average  salary  today 
for  physicians  with  10  years’  experience. 
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The  Medical  Society  and  Politics:  II 


Fhe  politics  of  medical  societies  reflects  their  structures.  County  medical 
associations  are  highly  representative  bodies  and  their  membership  meetings 
are  close  to  town  meetings  in  flavor.  The  county  governors  or  trustees, 
officers  and  committees  carry  on  the  county’s  functions  between  the  full 
meetings.  While  county  executive  committees  do  exist,  their  function  is  weak 
as  their  decisions  are  under  constant  close  review  with  little  temporal  delay. 
Some  county  committees  have  diminished  in  importance  as  the  creeping 
centralization  of  government  has  oriented  our  responses  and  inputs 
increasingly  at  state  or  national  levels.  But  in  disciplinary,  third  party  payor 
and  professional  liability  affairs,  extremely  important  activity  goes  on  at 
county  level.  The  most  important  thing  for  members  at  the  county  level  is,  or  should  be,  the 
opportunity  to  observe,  evaluate  and  select  their  representatives  from  persons  they  know  are  capable, 
honorable  and  respectful  of  democratic  processes.  Nowhere  else  in  organizational  medicine  are  the 
members  so  close  to  the  people  who  serve  them. 

The  state  society  is  administered  by  the  House  of  Delegates.  The  delegates  are  chosen  by  their 
counties,  as  are  the  councillors.  The  officers  and  AM  A Delegates  are  elected  by  the  House  of 
Delegates  and  therefore  only  indirectly  by  the  members.  Because  the  House  meets  semi-annually,  the 
practical  responsibility  for  administration  falls  on  the  Council,  staff  and  officers.  While  the  House  is 
told  of  the  stewardship  of  the  society  at  each  meeting  and  can  make  things  uncomfortable,  reverse 
decisions  and  refuse  to  support  the  leadership,  the  lapse  of  time  between  the  action  and  the  reaction  is 
so  lengthy  as  to  weaken  the  practical  authority  of  the  House.  The  House  serves  as  the  vehicle  for 
counties  to  communicate,  certainly,  but  more  important  it  exposes  the  delegates  to  each  other.  It  is  the 
place  where  talent  is  watched  for,  behavior,  ideas  and  creativity  evaluated,  and  where  leadership 
qualities  are  recognized.  And  these  same  processes  occur  monthly  at  the  Council’s  meetings  where  the 
members  grow  to  know  each  other  personally. 

The  Council  and  the  state  society  committees  have  great  power  for  they  are  more  autonomous  than 
their  county  equivalents  and  operate  for  months  on  end  independently.  The  amount  of  independence 
that  exists  relates  to  the  collective  personality  of  the  Council  and  committees  and  the  will  of  the  county 
associations  to  demand  accountability  from  their  councillors  and  of  the  Council,  and  officers  to 
require  the  same  of  the  committee  chairmen. 

So  1 would  like  to  pose  some  questions  to  you,  the  reader.  Do  you  participate,  speak,  and  make 
your  concerns  known?  Do  you  know  your  county  officers,  delegates  and  councillors?  Are  they  open, 
responsive,  communicative  and  informative?  Are  they  capable?  Do  you  elect  the  most  capable?  Are 
you  encouraging  the  talented  young  enough,  too  little  or  even  too  much?  The  same  questions  should 
be  asked  about  the  more  senior  and  experienced.  It  is  possible  to  allow  cliques  to  self-perpetuate  and 
also  possible  to  discard  experience  merely  for  the  sake  of  youth.  What  does  your  county  do?  These 
questions  will  set  the  stage  for  my  next  essay  on  medical  politics. 


Jerome  K.  Freedman,  M.D. 

President 
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Working  together 
is  the 

best  medicine. 


Avoiding  malpractice  is  often  a matter  of 
knowing  ahead  of  time  where  the  pitfalls  are. 
/Etna  Life  & Casualty  wants  to  help  alert 
physicians  and  their  employees  to  malpractice 
traps.  So  we  offer  a variety  of  services  and 
materials  at  no  charge. 

For  instance,  we  offer  a free  videotape 
service  demonstrating  some  of  the  frequent 
causes  of  malpractice.  Our  constantly  updated 
selection  of  brochures  offers  common  sense 
tips.  We  also  conduct  seminars  for  doctors  to 
benefit  from  their  collective  experience. 

/Etna  employs  the  know-how  of  physi- 
cians, medical  malpractice  lawyers  and  health 
and  safety  experts  to  prepare  these  services. 


The  /Etna  Casualty  and  Surety  Company 


This  Loss  Control  and  Education  Program  has 
been  instrumental  in  allowing  y£tna  to  provide 
professional  liability  coverage  to  physicians 
on  a continuing  basis. 

We  believe  covering  you  against  malprac- 
tice is  not  enough.  We  want 
to  work  with  you  to  help 
you  prevent  it.  Your  y£tna 
Account  Supervisor  is  there 
to  help.  Contact: 

Frank  Ginty 
/Etna  Life  & Casualty 
Commerce  Building 
4675  Main  Street 
Bridgeport,  Conn.  06606 

Standard  Fire  Insurance  Company 
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Reflections  from  the  Dean’s  Office 

Limits  to  Inquiry  or  Thought  Control 

ROBERT  U.  MASSEY,  M.D. 


“Thus  there  are  two  bookes  from  whence  I collect 
my  Divinity;  besides  that  written  one  of  God,  another 
of  his  servant  Nature,  that  universall  and  publik 
Manuscript,  that  lies  expans’d  unto  the  eyes  of  all; 
those  that  never  saw  him  in  the  one,  have  discovered 
him  in  the  other.”  Sir  Thomas  Browne  was  concerned 
to  defend  the  study  of  nature  from  those  seventeenth 
century  critics  who  believed  that  it  led  to  atheism.1 

Thomas  Willis,  in  the  dedication  of  The  Anatomy 
of  the  Brain,  argued  that  the  difficulty  lay  not  in  the 
study  of  nature,  but  rather  that  man  might  mis- 
construe: 

“In  the  mean  time,  there  is  no  right  Weigher  of 
things  that  can  lay  to  our  charge  as  a fault,  that  we 
have  studied  these  Rolls  of  Nature,  because  some 
Atheists  may  be  made  thereby;  which  may  be  objected 
to  the  studies  of  Divines  in  Sacred  Letters,  that  from 
their  provision  Hereticks  have  taken  their  arguments 
and  opinions,  and  turned  them  against  them  and 
Godliness.”2 

Science  has  often  been  suspect,  and  in  its  begin- 
nings when  it  seemed  not  far  from  magic,  it  was 
frequently  suppressed  in  the  belief  that  it  endangered 
the  social  order.  We  are  again  in  one  of  those  times 
when,  to  reasonable  and  powerful  people,  it  seems 
wise  to  regulate  knowledge  for  the  sake  of  the  public 
good.  Since  Hiroshima,  the  fear  of  what  may  be  going 
on  behind  laboratory  doors  has  grown,  until,  abetted 
by  the  neo-romantic  movements  of  the  sixties,  and 
encouraged  by  anxiety  over  prospects  of  genetic 
engineering  and  human  cloning,  serious  political 
leaders  and  even  scientists  are  talking  about  setting 
limits.  In  the  same  way,  the  limits  set  by  the 
Inquisition  were  set  by  serious  men  with  a view  to  the 
public  good.  There  are  things,  they  say,  that  it  would 
be  better  for  us  not  to  know. 

In  a recent  issue  of  Daedalus  entitled  “Limits  to 
Scientific  Inquiry,”  Robert  L.  Sinsheimer  suggests 
three  examples  of  research  which  he  believes  are  “on 
balance,  of  dubious  merit.”  One  is  the  fractionation  of 
isotopes  by  lasers;  the  second  is  the  search  for 
extraterrestrial  intelligence;  and  the  third  is  research 
on  aging.3  In  the  same  issue,  David  Baltimore  argues 
for  the  continued,  uncontrolled  growth  of  basic 
science,  but  suggests  that  applied  science,  or  technol- 
ogy, should  be  directed  to  serve  the  social  welfare.  He 
suggests  that  society  can  always  determine  the  rate  of 
growth  of  knowledge  by  raising  money  for  research.4 

Sissela  Bok  proposed  that  this  matter  was  at  root  a 
moral  problem,  involving  the  concepts  of  freedom, 
risk,  and  benefit.5  The  difficulty  came  when  risks  were 

ROBERT  U.  MASSEY,  M.D.,  Dean  and  Professor  of  Medicine, 
University  of  Connecticut  School  of  Medicine,  Farmington. 


unknown,  benefits  uncertain,  and  the  distinction 
between  freedom  and  self-interest  .undefined. 

New  knowledge  tends  toward  change,  and  change  is 
a risk.  A man  falling  asleep  in  twelfth  century  Britain 
would  have  found  his  world  a little  changed  even  if  he 
should  have  slept  for  two  hundred  years.  But  our 
world  in  one  century  has  changed  more  rapidly  than 
we  or  our  institutions  can  easily  bear.  Continued 
change  at  this  pace  may  be  intolerable,  but  though  the 
rate  of  change  can  not  be  planned,  it  may  be 
controlled  by  opinion  and  money. 

The  selective  regulation  of  new  knowledge  is 
another  matter.  Political  leaders  might  decide  to  stop 
funding  certain  kinds  of  research.  It  is  easy  to  imagine 
legislators  demanding  to  review  research  projects  by 
title  and  withdrawing  support  from  those  which 
appear  threatening.  However,  new  knowledge  comes 
in  unanticipated  ways,  especially  in  the  basic  sciences, 
where  directed  research  has  rarely  borne  fruit.  New 
knowledge  is  a surprise,  and  surprises  are  difficult  to 
regulate. 

If  our  leaders  wished  to  stop  all  research  on  aging, 
they  would  have  to  devise  more  regulations  and  hire 
more  regulators  than  we  have  yet  seen  in  our 
overmanaged  society.  The  means  of  regulation  would 
threaten  society  more  than  new  knowledge.  If 
research  were  to  be  selectively  limited,  then  teaching 
and  writing  would  fall  to  the  censor.  The  power  to 
control  seeks  always  to  extend  beyond  its  initial 
object. 

Behind  all  this  is  the  fear  that  at  the  core  of  things 
there  is  some  diabolic  spirit,  or  that  man  is,  as  Loren 
Eiseley  said,  the  lethal  factor.  With  each  addition  of 
new  knowledge  he  is  seen  as  coming  closer  in  power  to 
committing  some  final  destructive  act.  Or  sometimes 
man  is  seen  as  violating  nature’s  secrets. 

These  are  old  myths,  but  the  history  of  civilizations 
suggests  that  when  truth  is  suppressed  and  learning  is 
censored,  those  qualities  which  set  man  apart  from 
other  creatures  are  diminished.  Although  setting 
limits  to  scientific  inquiry  may  sound  less  threatening 
than  thought  control,  that  is  because  we  have  lost 
some  of  the  precision  which  our  language  once  had. 
They  mean  the  same  thing. 
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Welcome  New  Members 

FAIRFIELD  C OUNTY 

John  W.  Axline,  Bridgeport 
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Richard  C.  Connors,  Stamford 
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Librax* 

Each  capsule  contains  5 mg 
chlordiazepoxide  HCI  and  2.5  mg  clidinium  Br 

Please  consult  complete  prescribing  information,  a 
summary  of  which  follows: 

Indications:  Based  on  a review  of  this  drug  by  the 
National  Academy  of  Sciences — National  Research 
Council  and/or  other  information,  FDA  has  classified 
the  indications  as  follows: 

“Possibly"  effective:  as  adjunctive  therapy  in  the 
treatment  of  peptic  ulcer  and  in  the  treatment  of  the 
irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indica- 
tions requires  further  investigation. 

Contraindications:  Glaucoma;  prostatic  hypertrophy,  be- 
nign bladder  neck  obstruction;  hypersensitivity  to  chlor- 
diazepoxide HCI  and/or  clidinium  Br. 

Warnings:  Caution  patients  about  possible  combined  ef- 
fects with  alcohol  and  other  CNS  depressants,  and 
against  hazardous  occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery,  driving).  Physical  and 
psychological  dependence  rarely  reported  on  recom- 
mended doses,  but  use  caution  in  administering  Librium® 
(chlordiazepoxide  HCI)  to  known  addiction-prone  individu- 
als or  those  who  might  increase  dosage;  withdrawal  symp- 
toms (including  convulsions)  reported  following  discon- 
tinuation of  the  drug. 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers 
during  first  trimester  should  almost  always  be 
avoided  because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several  studies. 
Consider  possibility  of  pregnancy  when  institut- 
ing therapy.  Advise  patients  to  discuss  therapy  if 
they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  ataxia,  oversedation, 
confusion  (no  more  than  2 capsules/day  initially;  increase 
gradually  as  needed  and  tolerated).  Though  generally  not 
recommended,  if  combination  therapy  with  other  psycho- 
tropics seems  indicated,  carefully  consider  pharmacology 
of  agents,  particularly  potentiating  drugs  such  as  MAO  in- 
hibitors, phenothiazines.  Observe  usual  precautions  in 
presence  of  impaired  renal  or  hepatic  function.  Paradoxi- 
cal reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence 
of  impending  depression;  suicidal  tendencies  may  be 
present  and  protective  measures  necessary.  Variable  ef- 
fects on  blood  coagulation  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship not  established. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  reported  with  Librax. 

When  chlordiazepoxide  HCI  is  used  alone,  drowsiness, 
ataxia,  confusion  may  occur,  especially  in  elderly  and  de- 
bilitated; avoidable  in  most  cases  by  proper  dosage  ad- 
justment, but  also  occasionally  observed  at  lower  dosage 
ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema, 
minor  menstrual  irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and  decreased 
libido — all  infrequent,  generally  controlled  with  dosage  re- 
duction; changes  in  EEG  patterns  may  appear  during  and 
after  treatment;  blood  dyscrasias  (including  agranulo- 
cytosis), jaundice,  hepatic  dysfunction  reported  occasion- 
ally with  chlordiazepoxide  HCI,  making  periodic  blood 
counts  and  liver  function  tests  advisable  during  protracted 
therapy.  Adverse  effects  reported  with  Librax  typical  of 
anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of 
vision,  urinary  hesitancy,  constipation.  Constipation  has 
occurred  most  often  when  Librax  therapy  is  combined 
with  other  spasmolytics  and/or  low  residue  diets. 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 


Letters  to  the  Editor 


Letters  to  the  Editor  are  welcomed  and  will  be  published,  if 
found  suitable,  as  space  permits.  Like  other  material  submitted  for 
publication,  they  must  be  typewritten  double  spaced  (including 
references),  must  not  exceed  \ /j  pages  in  length  and  will  be  subject 
to  editing  and  possible  abridgment. 


“SHOUL  D SHE”  OR  SHOULDN’T  SHE”  RECEIVE  THE 
RUBELLA  IMMUNIZATION  BEFORE  AGE  12 

To  the  Editor:  Recent  controversy  over  the  implementation  of  a 
law  passed  by  the  legislature  in  1977  making  rubella  immunization 
for  children  12  years  and  under  compulsory  for  school  admission, 
and  a new  immunization  law  presently  before  the  legislature 
broadening  the  previous  one  stimulated  the  following  review  of  the 
present  status  of  rubella  and  vaccination  programs  in  the  United 
States.  Since  1 conducted  one  of  the  early  rubella  vaccine  trials' 
and  had  the  privilege  of  writing  an  article  for  Connecticut  Medi- 
cine on  this  subject  8 years  ago,2  1 feel  that  an  update  would  be 
of  interest  and  importance  to  the  readership. 

When  trying  to  assess  efficacy  of  an  immunizing  agent  against  an 
infectious  disease,  the  first  step  is  to  compare  the  incidence  of  the 
disease  in  the  United  States  prior  and  subsequent  to  the 
implementation  of  the  vaccination  program.  The  latest  data  are 
those  of  the  Center  for  Disease  Control,3  which  include  the  50 
states. 

During  a 48-year  period  (1928-1976),  there  have  been  rubella 
epidemics  in  the  United  States  in  1935.  1943.  and  1964  and  periods 
of  high  incidence  in  1952  and  1958.  Thus  it  was  predicted  that 
another  significant  epidemic  of  rubella  would  occur  in  the  early 
1970s.  Fifteen  years  have  elapsed  and  that  epidemic  has  not  yet 
occurred,  while  in  Canada  and  Europe  where  widespread  im- 
munization programs  are  not  in  effect,  prevalence  has  not  de- 
creased. In  1969.  the  year  the  vaccine  was  licensed,  there  were 
57,000  cases  of  rubella  reported  in  the  country  of  which  1,695  were 
from  Connecticut.  In  1976.  there  were  12,491  reported  cases  in  the 
United  States  with  132  in  Connecticut.  The  groups  with  high 
incidence  in  recent  years  have  been  unimmunized  teen-agers  and 
college  students.  The  states  with  the  highest  incidence  were  those 
without  immunization  programs.  L.ittle  reported  rubella  has 
occurred  in  children  less  than  12  years,  the  group  which  has 
received  immunization  during  the  past  8 years. 

In  1964,  there  were  25,000  infants  born  with  the  congenital 
rubella  syndrome  in  the  country  and  134  reported  in  Connecticut. 
In  1976,  there  were  only  20  identified  cases  in  the  entire  country. 
There  have  been  none  reported  in  Connecticut  for  5 years.  In 
dollars  alone,  it  is  estimated  that  the  cost  of  maintaining  a multiply- 
handicapped  child  for  a lifetime  is  at  least  $250,000.  Thus,  we  have 
saved  billions  nationally  since  1969  due  to  decreased  incidence. 
These  figures  do  not  take  into  account  an  unknown  number  of 
abortions  which  have  been  prevented. 

The  vaccine  which  has  been  in  use  since'  1969  is  a live  attenuated 
virus  which  is  administered  as  a single  injection.  It  is  produced  in 
duck  embryo  or  rabbit  kidney  tissue  culture  cells.  It  contains 
nucleic  acid  (RNA)  and  viral  proteins.  It  has  been  attenuated 
sufficiently  so  there  is  minimal  nasal  excretion  of  vaccine  virus. 
Antibody  titers  are  2-4  fold  lower  than  with  natural  disease. 

Because  of  the  risks  of  vaccination  to  the  fetus  during  pregnancy, 
the  thrust  of  the  national  immunization  program  has  been  to 
immunize  prepubertal  children  and  thus  protect  their  potentially 
pregnant  mothers  by  decreasing  circulation  of  natural  virus.  Our 
programs  have  not  included  persons  over  12  so  that  the  disease 
would  be  expected  to  continue  to  occur  in  teen-agers  should  the 
virus  be  introduced,  until  those  who  have  been  immunized  reach 
the  teen  years  in  large  numbers.  During  the  next  5 years,  most  ot 
the  children  who  were  6-1 1 years  old  5-8  years  ago  and  immunized 


in  school  programs  (20  million)  will  be  in  high  school  or  college  and 
will  soon  be  young  parents.  Eradication  of  rubella  could  be  possible 
if  we  continue  to  immunize  younger  children  as  well. 

Critics  of  the  present  program  argue  that  the  vaccine  is  not 
durable  and  that  children  immunized  in  early  childhood  will  be 
susceptible  as  adults.  There  are,  however,  several  lines  of  evidence 
to  support  the  concept  that  the  presently  available  rubella  vaccines 
should  result  in  durable  immunity:  1)  Where  outbreaks  of  rubella 
have  occurred  in  communities  there  has  not  been  significant  spread 
to  immunized  groups.  2)  Antibody  persistence  is  being  followed  by 
at  least  4 separate  groups:  Horstmann6  has  shown  that  8%  of 
vaccinees  had  lost  detectable  antihemagglutinating  titers  3-5  years 
post-immunization.  Weibel7  has  demonstrated  similar  data  after 
71/2  years,  but  there  is  no  evidence  of  subclinical  booster  infections 
in  that  group  of  children.  3)  Parkman  and  Meyer3  also  have  a 7- 
year  follow-up  in  an  institutionalized  group  and  the  antibody 
decline  was  similar  to  that  seen  after  natural  infection.  The  Center 
for  Disease  Control*  has  studied  4,000  children  in  Hawaii  who 
received  vaccine  4 years  earlier;  measurable  antibody  persisted  in 
99%  of  vaccinees.  Although  it  might  theoretically  be  optimal  to 
immunize  at  10  years  of  age,  mobility  of  population  and  difficulties 
in  reaching  the  majority  of  children  of  school  age  for  preventive 
care  make  this  alternative  impractical. 

Another  worry  of  some  professionals  has  been  subclinical  and 
clinical  reinfection  after  vaccination.  Subclinical  reinfection  has 
been  more  frequent  among  vaccinees  that  after  natural  disease  as 
determined  by  4-fold  or  greater  antibody  rise.  Most  of  the  groups 
studied  were  in  institutions  or  military  populations.10,  5,  9 Al- 
though rubella  has  been  recovered  from  the  pharynx  of  reinfected 
immunized  children,  the  viral  titers  were  low,  the  period  of  ex- 
cretion short,  and  no  viremia  found.  Thus,  extrapolating  to 
pregnant  women  previously  immunized,  the  risk  of  reinfection 
with  viremia  would  be  low. 

As  for  reactions,  a small  proportion  of  vaccines  have  arthralgias 
which  are  mild  and  limited  with  rare  recurrences.  Less  commonly 
a transient  peripheral  neuropathy"  or  thrombocytopenia  has  been 
noted.  The  complications  of  vaccination  are  far  fewer  than  would 
be  expected  with  the  natural  disease. 

In  summary,  a live  attenuated  rubella  vaccine  administered 
subcutaneously  has  been  in  widespread  use  since  1969.  It  has  been 
shown  to  be  safe  and  effective  among  vaccinees.  Soon  the  majority 
of  women  in  the  childbearing  period  will  be  immune  as  a result  of 
earlier  immunization.  Although  there  is  a greater  antibody 
response  from  natural  infection  than  after  vaccination,  significant 
titers  have  been  demonstrated  over  90%  for  5-8  years  post- 
immunization. Should  a recrudescence  of  rubella  occur,  reimmuni- 
zation could  be  carried  out  again  in  the  prepubertal  period,  and  it 
is  unlikely  that  an  epidemic  would  occur  rapidly  under  those  cir- 
cumstances. Eventual  eradication  is  possible. 

Martha  E.  L.epow.  M.D. 

Professor 

Department  of  Pediatrics 
University  of  Connecticut  Health  Center 
Pediatric  Infectious  Disease  Specialist 
Farmington,  CT. 
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The  above  letter  was  referred  to  Dr.  QuintiUani  who  offers  the 
following  reply. 


To  the  Editor:  From  the  discussions  about  rubella  (German 
measles)  immunization,  one  thing  seems  obvious:  there  is  no 
objective  way  at  the  present  moment  to  say  with  certainty  who  is 
right  regarding  whether  it  is  preferable  to  immunize  children  early 
(i.e.  before  age  12)  or  late  (i.e.  after  or  at  age  11).  There  is  con- 
troversy on  this  subject  not  only  among  physicians  well-trained 
in  the  fields  of  immunology  and  infectious  diseases,  but  even 
between  countries.  In  England,  the  recommendation  is  to 
administer  the  rubella  vaccine  only  to  girls  after  they  have  reached 
age  11;  in  the  U.S.A.,  the  Communicable  Disease  Center  (CDC) 
view  is  to  have  all  children  receive  the  vaccine  before  age  12  or  else 
be  forced  out  of  school. 

With  this  type  of  wide  difference  in  opinion,  it  should  be 
apparent  even  to  a non-physician  that  there  is  no  evidence  that  is 
clear-cut,  and  the  answer  to  the  “should  she”  or  “shouldn’t  she” 
receive  the  rubella  immunization  before  age  1 1 or  12  ot  “should  he” 
or  “shouldn’t  he”  receive  the  shot  at  all  is  that  nobody  knows  for 
sure. 

Given  the  present  state  of  affairs,  the  most  eminently  sensible 
position  would  be  to  allow  each  private  physician  to  decide  which 
approach  is  most  appropriate  and  in  the  best  interest  of  society.  In 
fact,  it  seems  unreasonable  and  dangerous  for  any  government  to 
insist  that  only  one  side  of  a highly  controversial  issue  be  followed 
by  all  doctors.  If  there  ever  is  a time  to  rely  on  the  democratic 
wisdom  of  the  private  physician,  it  is  in  those  issues  of  appreciable 
medical  controversy. 

In  Rocky  Hill,  Connecticut,  we  observed  a distressing  situation 
of  State  and  Federal  power  abuse  in  which  the  wisdom  of  excellent 
private  physicians  was  overlooked  and  the  patient-physician 
relationship  was  seriously  interfered  with.  In  this  town,  the  health 
officials  chose  to  expel  a number  of  children  from  school  for  not 
having  received  the  rubella  vaccine  by  age  12,  even  though  they 
were  merely  following  the  medical  advice  of  their  private 
physicians,  who  in  this  case  were  three  of  the  most  highly  respected 
pediatricians  in  the  Greater  Hartford  area.  Being  aware  that  the 
type  of  immunity  conferred  from  natural  rubella  infection  is  life- 
long while  that  from  the  vaccine  may  be  partial,  and  being  aware 
that  rubella  is  a mild  illness  which  will  occur  in  about  85%  of 
children  before  the  age  of  12,  these  pediatricians  felt,  like  in 
England,  that  it  would  be  in  the  best  interest  of  their  patients  to  see 
if  they  could  acquire  the  disease  naturally  and  then  only  immunize 
those  girls  who  had  not  acquired  rubella  by  age  11  or  12. 

Interestingly,  these  pediatricians  requested  the  opinions  of  some 
eminent  infectious  disease  physicians  in  the  immunization  field, 
including  Dr.  Louis  Weinstein,  Professor  of  Medicine,  Harvard 
Medical  School,  and  Stanley  Plotkin,  Professor  of  Pediatrics, 
University  of  Pennsylvania  and  developer  of  the  rubella  vaccine 


strain  (RA  27/3)  in  Europe,  which  may  shortly  be  licensed  in  the 
United  States.  Some  of  the  reasons  mentioned  by  Drs.  Weinstein 
and  Plotkin  for  their  opposition  to  the  forced  immunication  of 
children  included  these: 

• Vaccination  of  infants  has  not  been  shown  to  provide  herd 
immunity  that  will  prevent  infection  from  spreading  to 
pregnant  women.  One  fact  which  bears  out  this  point  is  that 
approximately  40%  of  rubella  syndrome  children  are  first- 
borns, which  indicates  that  their  mothers  were  infected  by 
other  adults  and  not  by  children. 

• Vaccination  of  male  children  is  of  little  benefit  to  them.  In 
addition,  a significant  number  of  children  of  both  sexes 
developed  arthritic  symptoms  after  vaccination,  sometimes 
continuing  for  significant  periods  of  time.  In  the  case  of  a 
female  child,  this  perhaps  can  be  justified  by  eventual 
protection  against  rubella,  but  in  the  case  of  a male  child,  it 
seems  a heavy  price  to  pay  for  the  possible  benefit  of  his 
vaccination  to  pregnant  women  at  large. 

• Vaccination  of  infants  requires  that  the  immunity  of  female 
children  last  for  ten  years  longer  than  vaccination  of 
preadolescent  girls.  Since  we  do  not  know  how  long 
immunity  will  last  after  vaccination,  it  seems  unwise  to 
require  a longer  period  of  immunity. 

• Immunization  with  some  of  the  presently  available  prepara- 
tions does  not  prevent  reinfection  by  wild  strains  of  the  virus. 

In  this  instance,  there  are  no  clinical  manifestations  of 
rubella,  but  there  is  very  good  evidence  of  reinfection  on  the 
basis  of  an  increase  in  titer  of  specific  antibody.  There  is 
evidence  that  these  clinically  suppressed  and/or  inapparent 
cases  may  well  shed  virus  from  the  upper  respiratory  tract. 

The  dangers  of  forcing  a controversial  immunization  on  the 
public  becomes  apparent  if  one  merely  recalls  one  year  ago  when 
the  government  stampeded  swine  flu  shots  on  Americans,  despite 
the  lack  of  support  of  this  approach  from  any  other  country  in  the 
world.  Physicians  were  made  to  feel  unpatriotic  or  totally  evil  if 
they  preferred  to  withhold  the  immunization,  placing  them  again  in 
conflict  with  their  patients.  By  using  state  health  officials  who 
unfortunately  are  often  too  anxious  to  follow  unwittingly  and 
unquestioningly  the  commands  of  their  Federal  masters,  the  CDC 
got  many  Americans  to  line  up  for  mass  immunization,  which  not 
only  ended  in  no  benefit  but  now  will  probably  cost  the  citizens 
over  a billion  dollars  in  compensatory  payments  to  those 
individuals  who  developed  serious  side  effects  from  the  swine  flu 
immunization. 

Like  the  swine  flu  immunization,  we  still  do  not  know  enough 
about  the  risks  and  benefits  of  early  versus  late  rubella  immun- 
ization to  recommend  either  one  broadly  as  a public  health 
measure,  as  though  it  were  poliomyelitis  or  regular  measles  vaccine. 
In  brief,  it  is  much  too  premature  for  the  establishment  of  a tough 
uniform  policy  or  law  regarding  the  administration  of  rubella 
immunization. 

Richard  QuintiUani,  M.D. 

Director 

Division  of  Infectious  Diseases 
Hartford  Hospital,  Hartford,  CT 


Connecticut  State  Medical  Society  members  are  invited 
to  write  to  the  Editor  expressing  their  opinions  or  giving 
information  on  matters  of  mutual  interest.  The  Editorial 
Committee  reserves  the  right  to  select  or  reject  communica- 
tions. As  with  other  material,  all  correspondence  will  be 
subject  to  the  usual  editing  and  possible  abridgment.  Letters 
to  the  Editor  should  be  typed  double-spaced  (including 
references)  with  conventional  margins.  The  length  of  the 
text  is  limited  to  If:  manuscript  pages.  Address:  J.  Alfred 
Fabro,  Editor,  CONNECTICUT  MEDICINE,  160  St. 
Ronan  Street.  New  Haven,  CT  06511. 
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Month  in  Washington 


In  a major  national  address  President  Carter  urged 
voluntary  restraint  of  labor  and  management  to  curb 
wage  and  price  increases.  Though  rejecting  mandato- 
ry controls  for  all  other  segments  of  the  economy  he 
urged  passage  of  his  hospital  cost  containment  bill 
that  would  place  a lid  on  hospital  revenue  increases. 

The  President  said  that  daily  hospital  costs  have 
jumped  from  $15  in  1950  to  more  than  $288  today. 
“And  physician  fees  have  gone  up  75  percent  faster 
than  other  consumer  prices.” 

In-  the  immediate  wake  of  the  President’s  speech. 
Health,  Education  and  Welfare  Secretary  Joseph 
Califano  announced  a number  of  belt-tightening 
measures,  primarily  the  importance  to  the  Adminis- 
tration of  passing  hospital  revenue  cap  legislation. 

The  HEW  Secretary  said  that  he  expects  Congress 
will  approve  his  plan  to  “cap”  hospital  revenues  nine 
percent  a year.  He  also  said  that  Sens.  Edward 
Kennedy  (D-Mass.)  and  Herman  Talmadge  (D-Ga.), 
chairmen  of  the  two  Senate  health  subcommittees, 
have  apparently  reached  agreement  after  a long 
impasse  to  bring  the  proposal  to  the  Senate  floor  this 
year. 

Subsequently,  the  President  met  with  the  chairman 
of  a House  health  subcommittee.  Representative  Dan 
Rostenkowski  (D-Ill.),  to  stress  the  importance  of 
limiting  hospital  fees. 

Afterward,  Mr.  Rostenkowski  told  reporters  that 
Congress  has  a better  chance  of  approving  the 
hospital  cost  containment  proposal  than  anything  else 
in  President  Carter’s  legislative  package. 

Congressional  leaders,  including  Robert  C.  Byrd 
(D-W.Va.),  the  Senate  majority  leader,  indicated  they 
would  push  hospital  cost  containment  as  a major  bill 
this  session. 

The  most  important  regulatory  measure  in  Secre- 
tary Califano’s  belt-tightening  list  will  limit  Medicare 
payment  for  laboratory  tests  and  medical  equipment 
“to  the  lowest  price  that  is  widely  available  for  the 
same  quality  in  a particular  community,  instead  of 
paying  on  the  basis  of  average  charges  or  even  higher 
ones.” 

The  initial  limit  will  apply  to  the  12  most  common 
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lab  tests  and  to  hospital  beds  and  wheelchairs 
purchased  for  Medicare  patients.  The  limits  are  to  be 
extended  to  other  tests  and  equipment  later. 

Other  initiatives  announced  by  Califano  included: 
**New  Medicare  computer  screening  techniques  to 
flag  medically  unnecessary  health  care  services. 
**Specific  goals  for  length  of  Medicare  stays  and  use 
of  tests  to  be  determined  by  Professional  Standards 
Review  Organizations. 

**Acceleration  of  the  program  to  secure  second 
opinions  in  Medicare  surgery  cases. 

**Revised  regulations  to  encourage  hospitals  to  pool 
resources  and  share  services. 

**An  increase  in  the  number  of  Medicare  contracts 
put  up  for  competitive  bidding. 

**A  regulation  to  require  states  to  give  60  days  notice 
of  any  proposed  increase  in  Medicaid  fees. 

Califano  also  said  he  is  writing  the  nation’s 
governors  to  ask  them  to  promote  the  substitution  of 
generic  drugs  and  to  encourage  enrollment  in  health 
maintenance  organizations  by  state  employees  and 
Medicaid  beneficiaries. 

The  HEW  Secretary  told  reporters  that  “the 
medical  profession  itself  has  begun  to  recognize  the 
need  to  control  the  increases  in  health  care  costs.”  He 
said  physicians  “are  pilots  in  this  airplane  of 
medicine,”  and  are  increasingly  ready  to  respond  to 
cost-cutting  efforts  because  of  the  realization  that  the 
alternative  might  be  federal  controls. 

The  national  Commission  on  the  Cost  of  Medical 
Care  established  by  the  American  Medical  Associa- 
tion issued  recommendations  on  effective  delivery  of 
medical  services  that  “deserve  prompt  action,” 
Califano  said. 

The  Voluntary  Effort  by  the  AMA,  American 
Hospital  Association,  and  Federation  of  American 
Hospitals,  was  criticized  by  Califano,  who  said  it 
“doesn’t  look  to  me  as  if  there  is  much  voluntary 
restraint  ...”  However,  he  indicated  that,  if 
necessary,  the  Administration  would  support  a bill  in 
Congress  by  Rep.  Rostenkowski  that  would  afford 
the  Voluntary  Effort  an  opportunity  to  prove  itself. 

***  * 

(continued  on  page  407) 
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Labor  leaders  and  Senator  Kennedy  are  again 
calling  upon  the  White  House  with  redrafted  versions 
of  their  brand  of  national  health  insurance  (NH1)  in 
search  of  some  sort  of  face-saving  compromise.  And 
the  President,  though  his  welcome  mat  is  out,  is 
reportedly  doing  his  best  to  convince  Labor  to  draw 
back  a bit  from  its  original  insistence  on  a wide- 
sweeping  plan  and  go  along  with  an  affordable 
approach  that  the  Congress  might  buy. 

Labor  has  told  the  President  it  is  willing  to 
abandon  provisions  of  its  Health  Security  Act  under 
which  the  federal  government  would  handle  all  the 
financing  for  NH1,  eliminating  private  health  insu- 
rance. The  current  discussions  center  on  how  far 
Labor  is  willing  to  retreat. 

President  Carter  needs  Labor’s  support  if  the 
Administration’s  NHI  program  stands  any  chance  at 
all  of  clearing  Congress. 

HEW  is  the  so-called  “lead-agency”  in  developing 
the  Administration’s  NHI  measure.  HEW  Secretary 
Califano  and  his  health  planning  staffers  are  cool 
toward  the  Kennedy-Labor  approach  to  NHI,  and  are 
viewed  with  some  suspicion  and  hostility  by  the  Labor 
chiefs. 

However,  the  White  House  talks  on  the  issue  have 
gone  smoothly.  A big  hitch  has  been  HEW’s 
opposition  to  “prospective  budgeting,”  the  financing 
of  health  care  funds  in  advance,  a cornerstone  of 
Labor’s  Health  Security  Act  aimed  at  controlling 
costs. 

So  far,  the  participants  appear  to  be  leaning  toward 
an  “opt  out”  plan  under  which  the  federal  government 
would  establish  a NHI  program,  including  Medicare 
and  Medicaid,  with  the  private  sector  allowed  to 
construct  private  health  insurance  packages  that  meet 
federal  standards. 

Among  those  attending  a recent  White  House 
session  on  NHI  with  President  Carter  were  Kennedy; 
AFL-CIO  President  George  Meany;  United  Auto 
Workers  President  Douglas  Fraser;  Secretary  Califa- 
no; White  House  health  aide  Peter  Bourne,  M.D.;  and 
Stuart  Eizenstat,  White  House  domestic  programs 
aide. 

Agreement  was  reported  on  the  questions  of 
universality,  timing  and  the  need  for  NHL 

Areas  of  disagreement  focused  on  administration, 
overall  cost  and  how  to  finance  the  plan. 

Although  the  President  and  White  House  staff  were 
pleased  with  the  general  tone  of  the  discussion,  they 
apparently  felt  Labor  must  shift  its  position  even 
more  since  the  Administration  is  vitally  interested  in 
submitting  a legislative  proposal  that  “represents  a 
consensus  and  is  saleable  and  affordable,”  said  one 
participant. 


The  meeting  concluded  with  an  understanding  that 
Kennedy  and  the  Labor  leaders  would  go  back  and 
rethink  their  positions  and  submit  a revised  proposal 
at  a future  meeting  with  the  President  before  the 
administration  announces  its  NHI  principles. 

Areas  for  future  discussion  include: 

**Administration  — participation  of  private  insurance 
companies.  Labor  has  shifted  slightly  from  its 
previous  position  of  “no  role“  for  the  private 
insurance  sector  to  a limited  underwriting  role  with 
rigid  federal  regulation.  The  Administration  feels 
this  shift  is  not  enough  and  has  suggested  that 
Labor  present  some  alternatives  for  further  discus- 
sion. 

**  Benefit  Package — there  appears  to  be  some 
progress  in  this  area  but  the  White  House  still 
believes  Labor’s  package  is  too  costly.  Labor  insists 
on  “first  dollar  coverage,”  but  the  White  House 
staff  would  like  an  alternative  incorporating 
some  consumer  cost-sharing  through  insur- 
ance and/or  deductibles. 

**Cost  containment--Labor  continues  to  favor  a 
NHI  budget  with  fixed  “caps”  administered  at  the 
federal  level.  The  White  House  noted  the  political 
and  administrative  difficulties  of  such  an  approach 
and  wants  to  discuss  alternatives  such  as  prospec- 
tive reimbursement. 

**Financing — apparent  agreement  was  reached  that 
Social  Security  financing  cannot  be  used  for  NHL 
But  no  agreement  has  been  reached  on  how  best  to 
finance  a NHI  plan. 

The  President  will  announce  his  NHI  principles 
shortly.  A “package  of  NHI  specifications”  (not  in  bill 
form)  will  be  forwarded  to  the  Congress  by  August  so 
legislative  hearings  can  be  scheduled.  Kennedy  told 
reporters  he  plans  hearings  by  his  health  subcommit- 
tee this  summer. 

***  * 

Vital  decision-making  authority  on  drug  treatment 
of  patients  would  be  transferred  from  the  practicing 
physician  to  bureaucrats  in  Washington,  under 
legislation  before  Congress,  the  AMA  has  warned. 

Testifying  on  sweeping  bills  to  change  the  nation’s 
drug  laws,  the  AMA  told  Sen.  Kennedy’s  health 
subcommittee  that  the  Administration  bill  “improper- 
ly crosses  the  line  which  should  separate  the 
regulation  of  drugs  to  assure  their  safety  and  efficacy 
and  the  regulation  of  the  practice  of  medicine  through 
the  regulation  of  drugs.” 
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1978  CSMS 

ANNUAL  MEETING  HIGHLIGHTS 


The  141st  President  of  the  Connecticut  State  Medical  Society  assumed  his 
new  office  as  Jerome  K.  Freedman,  M.D.,  of  New  Haven,  right,  receives 
the  gavel  from  retiring  President  Isadore  H.  Friedberg,  M.D.,  of 
Newington. 

The  ceremony  took  place  during  the  Society’s  two  day  annual  meeting  at 
the  Hilton  Hotel  in  Hartford,  May  3rd  and  4th. 


Newly  inaugurated  President  Jerome  K.  Freedman,  M.D., 
center,  greets  Hubert  A.  Ritter,  M.D.,  a member  of  the  AMA 
Board  of  Trustees  of  St.  Louis,  Missouri.  Dr.  Ritter  was  here  to 
address  the  CSMS  House  of  Delegates.  Looking  on  is  the 
Medical  Society’s  Past  President  Isadore  H.  Friedberg,  M.D. 


Isadore  H.  Friedberg,  M.D.,  left,  displays  the  Silver 
Revere  Bowl  presented  to  him  as  Past  President  of 
the  Connecticut  State  Medical  Society.  Looking  on 
is  David  A.  Grendon,  M.D.,  of  Sharon,  Speaker  of 
the  CSMS  House  of  Delegates  who  presented  the 
award. 


AMA-ERF  funds  were  awarded  to  Con- 
necticut’s two  medical  schools.  Mr.  Louis 
Kaplan,  left.  Associate  Dean  of  Yale 
University  Medical  School  holds  up  a 
check  for  $3,780.49.  Looking  on  is  Dr. 
Friedberg  and  Mrs.  Harold  Knight, 
Chairman  AMA-ERF  Auxiliary  to 
CSMS.  Dr.  Robert  U.  Massey,  Dean  of 
the  University  of  Connecticut  School  of 
Medicine  displays  a check  for  $895.00. 
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SUMMARY  OF  PROCEEDINGS 
HOUSE  OF  DELEGATES— ANNUAL  MEETING 
Hartford,  Connecticut — May  3,  1978 


Reports  and  Addresses 

The  House  received  reports,  addresses  and/or 
remarks  from  the  President,  the  Secretary,  the 
Treasurer,  the  Council,  Delegates  to  AM  A,  the 
Standing  Committees,  Representatives  and  Advisors, 
the  President  of  the  Auxiliary  to  CSMS,  and  the 
delegates  from  the  medical  societies  in  Maine, 
Vermont,  New  Jersey  and  Rhode  Island.  In  conjunc- 
tion with  the  report  of  the  Council,  Dr.  Hilliard  Spitz, 
Chairman  of  the  Committee  on  Statewide  Medical 
Planning,  presented  a special  report  on  the  National 
Commission  on  the  Cost  of  Medical  Care. 

The  invited  guest  speaker,  Dr.  Hubert  A.  Ritter,  of 
the  AMA  Board  of  Trustees,  addressed  the  House 
during  the  afternoon  session  on  the  current  activities 
of  the  AMA  and  issues  confronting  the  medical 
profession. 

At  the  Annual  Dinner  of  the  Society,  the  incoming 
President,  Jerome  K.  Freedman,  New  Haven,  made 
his  inaugural  address.  The  addresses  of  Dr.  Isadore 
H.  Friedberg,  the  retiring  President,  and  Dr. 
Freedman  are  published  at  the  conclusion  of  this 
summary. 

Election  of  Officers  and  Others 

With  minor  amendments,  the  House  voted  to 
approve  the  published  report  of  the  Nominating 
Committee  (the  Council).  Officers  elected  were: 

President:  Jerome  K.  Freedman,  New  Haven 
President-Elect:  Edward  A.  Kamens,  Fairfield 
Secretary:  Louis  C.  Backhus,  Waterbury 
Treasurer:  Hilliard  Spitz,  New  London 
Speaker  of  the  House  of  Delegates: 

David  A.  Grendon,  Sharon 
Vice-Speaker  of  the  House  of  Delegates: 

Stuart  Ragland,  Jr.,  Colebrook 
AMA  Delegates: 

J.  Alfred  Fabro,  Torrington 
Guy  W.  Van  Syckle,  Danbury 
Alternate  AMA  Delegates: 

Sidney  L.  Cramer,  Hartford 
William  A.  Whalen,  Jr.,  Willimantic 
Councilor-at-Large: 

Isadore  H.  Friedberg,  Newington 

Presentations  and  Awards 
Presentation  to  Retiring  President:  In  recognition 
of  his  high  standard  of  performance  as  President  of 
the  Society  during  1977-78,  Isadore  H.  Friedberg, 
Newington,  received  an  engraved  silver  bowl  and  past 
President’s  pin..  The  presentations  were  made  by 
David  A.  Grendon,  Sharon,  Chairman  of  the  Coun- 
cil. 


Presentation  to  Incoming  President:  An  engraved 
gavel,  symbolic  of  the  office  of  President  of  the 
Society,  was  presented  to  Jerome  K.  Freedman,  New 
Haven,  by  the  retiring  President,  Isadore  H.  Fried- 
berg, Newington. 

AMA-ERF  Grants  to  Medical  Schools:  Provided 
by  the  AMA  Education  and  Research  Foundation, 
unrestricted  grants  were  awarded  as  follows:  To  the 
Yale  University  School  of  Medicine — $3,780.  Accept- 
ing for  Yale  was  Mr.  Louis  Kaplan,  Assistant  Dean; 
to  the  UConn  School  of  Medicine — $895.  Accepting 
for  UConn  was  Robert  U.  Massey,  M.D.,  Dean. 

Summary  of  Actions  Taken 

All  items  of  business  not  calling  for  specific  action 
by  the  House  were  accepted  directly  for  filing.  Items 
calling  for  action  to  be  taken  by  the  House  were  heard 
by  Reference  Committees  and  based  on  the  reports  of 
the  Reference  Committee,  were  acted  on  as  follows: 

(1)  Lifetime  (Non-voting)  Membership  in  the  House 
of  Delegates  for  William  R.  Richards,  M.D., 
former  Executive  Director  of  CSMS:  Voted  to 
adopt  a resolution  introduced  by  the  New  Haven 
County  Medical  Association,  which  commended 
Dr.  Richards  for  his  exemplary  performance 
during  his  tenure  as  Executive  Director;  the 
resolved  portions  of  the  resolution  follow: 

RESOLVED:  That  the  House  of  Delegates,  Connec- 
ticut State  Medical  Society,  herewith  confers  on 
Doctor  Richards  the  privilege  of  lifetime  non- 
voting membership  in  said  House,  with  the  hope 
that  he  will  be  with  us  as  a member  and  friend  for 
many  years  to  come,  and 

RESOLVED:  That  this  Resolution  be  entered  in  the 
minutes  of  the  House  and  annals  of  our  Society 
and  that  a suitably  inscribed  copy  be  presented  to 
Doctor  Richards  by  the  President  of  the  Society 
at  the  next  session  of  the  House. 

(2)  Statewide  School  Screening  for  Scoliosis:  Voted 
to  adopt  a subject  resolution  introduced  by  the 
CSMS  Section  on  Orthopedics;  the  resolved 
portion  of  the  resolution  follows: 

RESOLVED: 

1.  That  the  need  for  operative  treatment  of 
scoliosis  be  obviated  by  early  detection  of  the 
problem  through  a statewide  school  screening 
program; 

2.  That  the  cosmetic  deformity  of  idiopathic 
scoliosis  be  minimized  via  early  detection  and 
early  orthotic  treatment; 

3.  That  our  medical  knowledge  of  idiopathic 
scoliosis  be  furthered  through  early  detection 
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which  will  allow  the  physician  to  determine  which 
curves  or  which  types  of  curves  are  progressive 
and  which  tend  to  remain  stationary  or  regress; 
4.  That  individual  Society  members  aid  and 
cooperate  with  local  school  systems  in  their 
efforts  to  initiate  school  screening  programs. 

(3)  Reform  of  Tort  Law:  Voted  to  adopt  a substitute 
resolution  on  the  subject  of  the  need  for'seeking 
reform  in  the  tort  law.  The  original  resolution  was 
introduced  by  the  Fairfield  County  Medical 
Association.  The  resolved  portion  of  the  substi- 
tute resolution  follows: 

RESOLVED:  That  the  Connecticut  State  Medical 
Society  seek  out  reform  in  the  field  of  tort  law. 

(4)  Relative  Value  Guide:  Voted  to  approve  the 
Council’s  recommendation  that  the  Connecticut 
State  Medical  Society  rescind  its  endorsement  of 
the  1971  Relative  Value  Guide. 

(5)  Committee  Structure  of  CSMS:  Voted  to  adopt  a 
resolution,  introduced  from  the  floor  pertaining 
to  CSMS  committees,  as  follows: 

RESOLVED:  That  the  House  of  Delegates  supports 
the  current  committee  review  procedures  of  the 
Council  and  recommends  that  they  be  continued 
and  intensified,  where  needed,  including  recom- 
mendation to  the  JJouse  of  Delegates  for  addition 
or  elimination  of  committees. 

(6)  Commendation  of  M.  David  Deren,  M.D., 
Bridgeport:  Voted,  by  unanimous  vote  to  adopt  a 
resolution,  introduced  by  the  Fairfield  County 
Medical  Association,  commending  Dr.  Deren  for 
his  service  during  his  tenure  as  Chairman  of  the 
CSMS  Committee  on  Professional  Liability.  The 
resolved  portion  of  the  resolution  follows: 

RESOLVED:  That  the  House  of  Delegates  authorize 
that  an  appropriate  citation  be  presented  to  Dr. 
Deren  - in  recognition  for  his  service  to  the 
Connecticut  State  Medical  Society  as  an  innova- 
tor, spokesman  and  leader  in  the  field  of 
professional  liability. 

(7)  Committee  on  Accident  Prevention  and  Emergen- 
cy Medical  Services:  Voted  to  approve  the 
Council  recommendation  that  the  name  of  the 
subject  committee  be  changed  to  the  Committee 
on  Emergency  Medical  Services. 

(8)  Miscellaneous  Actions  Taken: 

(a)  Voted  to  commend  Carl  W.  Johnson,  M.D., 
Thompsonville,  for  his  assiduous  efforts  during 
his  term  as  Treasurer  of  the  Connecticut  State 
Medical  Society. 

(b)  Voted  to  extend  appreciation  to  Kenneth  F. 
Brandon,  M.D.,  Hartford,  for  his  diligent  work 
during  his  tenure  as  Chairman  of  the  CSMS 
Committee  on  Legislation. 
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ADDRESS  OF  THE  PRESIDENT 

Isadore  H.  Friedberg,  Newington 

It  is  apparently  traditional  for  your  president  at  this 
time  to  deliver  an  address  on  the  state  of  the  Society 
and  of  medicine  in  general.  It  is  also  traditional  for 
your  president  to  look  to  the  past  and  future  with 
appropriate  comments  and  sage  advice.  Since 
prophesy  is  not  my  strength  and  sage  advice  is  a rare 
commodity  indeed,  I shall  limit  my  remarks  to  a 
report  to  the  House  of  Delegates  of  matters 
attempted,  completed,  and  as  yet  incomplete.  I 
furthermore  realize  that  my  remarks  at  the  semi- 
annual meeting  were  in  my  view  ample  and  discursive 
and  I shall  attempt  to  be  minimally  repetitive. 

That  this  has  been  a year  of  great  change  is  now 
obvious.  Our  now  not  new  Executive  Director  has 
justified  the  wise  decision  of  Guy  Van  Syckle’s  search 
committee.  Mr.  Norbeck  has  shown  his  excellence  in 
his  position,  no  mean  feat  following  Bill  Richards.  We 
have  developed  new  patterns  of  performance  for  the 
presidency  for  now  at  least,  a four-man,  four-year 
team.  We  have  developed  overall  guidance  in 
management  through  Guy’s  committee  and  have 
drawn  more  people  into  leadership  roles  and 
decisions.  Our  committees  have  been  scrutinized,  new 
faces  have  been  brought  into  committees  and  we  are 
trying  to  secure  chairmen  with  leadership  and 
devotion. 

We  have  expanded  our  intercommunication  with 
other  health  professionals.  For  the  first  time  ever  we 
have  presented  a coalition,  a legislative  united  front, 
initiated  by  us  but  spearheaded  by  the  pharmacists. 
We  have  had  working  since  September,  a high  level 
colloquy  with  the  CHA.  Our  relationships  with  the 
nurses  have  been  developing. 

For  the  first  time  perhaps  ever,  we  have  worked  in 
concert  with  national  and  state  leaders,  representa- 
tives of  groups  of  senior  citizens,  HEW,  Blue  Cross, 
Blue  Shield,  Connecticut  General,  and  the  Insurance 
Commissioner  in  a successful  positive  progressive 
development,  the  “piggy-back”  reimbursement  plan 
which  should  help  Medicare  recipients  and  physicians 
both.  Our  more  junior  leadership  has  had  exposure  in 
the  AM  A.  We  have  been  active  and  probably 
successful  in  initiating  in  addition  to  our  usual 
format,  innovative  approaches  to  cost-effective 
analyses,  a greater  role  for  state  societies  in  CME,  and 
a higher  awareness  by  the  Board  of  Trustees  of  the 
weakness  of  the  Joint  Conference  Committee  with  the 
nurses. 

We  have,  through  the  efforts  of  my  successor,  Jerry 
Freedman,  initiated  dialogue  with  representatives  of 
HEW  so  that  we  can  provide  input  into  their 
evaluations  and  judgments. 

In  state  legislative  matters,  there  have  been  three 
major  areas  of  interest  requiring  our  attention.  First  is 
the  bill  to  include  physicians  under  the  control  of  the 
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Cost  Commission.  We  have  attempted  through  the 
coalition  to  correct  the  errors  of  the  Filer  Commission 
in  its  changes  in  the  “sick  physician  law.”  The  CHA, 
AEtna,  and  we  have  cooperatively  promoted  changes 
in  the  laws  governing  malpractice,  again  an  innova- 
tive effort.  Lastly  in  legislative  matters  we  are  attempt- 
ing more  effectively  to  utilize  not  only  the  talents  of 
the  State  Society,  but  those  of  the  counties  as  well. 

The  never  ending  FTC  suit  seems  to  be  grinding  to 
a temporary  halt.  Our  societies,  state  and  county, 
have  seemingly  well  thwarted  the  FTC.  But  the  FTC 
is  such  a kangaroo  court  with  such  little  apparent 
concern  for  due  process  and  right  of  the  accused  that 
it  makes  any  judgment  of  the  outcome  impossible. 

Our  seminar  program  of  containment  of  hospital 
costs  has  been  more  successful  than  expected,  has  had 
national  notoriety,  and  has  done  what  it  attempted  to 
do: — point  out  areas  of  potential  savings.  We  also 
hoped  to  stimulate  staff  activity  in  the  local  hospitals 
in  similar  fashion.  To  date  implementation  has  been 
sluggish  and  inactive — but  with  some  agitation,  the 
catalytic  process  may  be  more  successful. 

Our  committees  continue  to  be  active  in  some 
areas,  sluggish  in  others.  The  Journal  continues  to 
excel  through  the  timeless,  innovative,  endlessly 
enthusiastic  direction  of  its  editor,  Fred  Fabro. 

What  are  some  of  our  incompleted  tasks?  Legisla- 
tive problems  never  end;  they  merely  are  variations  on 
old  themes  or  new  issues  to  plague  us.  Our  deplorable 
AMA  membership  percentage  needs  attention.  We 
constantly  need  new  members  in  committees,  the 
House  and  the  Council.  We  must  increase  our 
relationships  with  students,  interns  and  residents. 

On  two  occasions,  1 have  been  embarrassed  when 
the  Connecticut  Medical  Licensing  Board  has  needed 
to  enlist  my  efforts  to  prod  local  counties  to 
adequately  report  on  investigations  of  their  members 
as  requested  by  the  Licensing  Board.  Thus,  the 
counties  have,  by  their  failure  to  institute  effective 
ethics  or  review  committee  function,  jeopardized  the 
civil  rights  of  their  own  members.  1 cannot  emphasize 
enough,  1 repeat,  1 cannot  emphasize  enough,  the 
need  of  all  counties  to  have  in  place  working 
committees  of  this  nature  to  provide  the  minimum  of 
fair  treatment  to  their  own  members. 

People  who  accept  responsibility  and  places  of 
honor  are  honor  bound  to  discharge  their  responsibil- 
ities. Even  though  we  recognize  that  perfection  is 
unattainable,  it  is  however  true  that  not  all,  at  any 
time,  nor  none  at  all  times,  have  seen  fit  to  so  dedicate 
themselves.  It  is,  therefore,  easy  to  understand  why 
the  role  of  the  physician  both  in  the  society  of  health 
professionals  and  in  society  at  large  has  been  eroding 
steadily  during  our  professional  lifetimes.  For  the 
answer,  we  need  go  only  to  Cassius  who  said  “The 
fault,  dear  Brutus,  lies  not  with  Caesar  but  with 
ourselves  that  we  are  underlings.” 


As  1 leave  the  podium,  I thank  all  of  you  for 
permitting  me  to  represent  you.  1 have  worked  hard 
and  long  in  your  behalf.  S sincerely  feel  that  if  you 
have  gained  by  my  endeavors,  my  rewards  have  been 
immeasurably  greater.  Our  Society  is  in  excellent 
hands  and  our  future  should  be  a credit  to  all  if  all  do 
their  part. 


INAUGURAL  ADDRESS  OF  THE 
INCOMING  PRESIDENT 

Jerome  K.  Freedman,  New  Haven 

I welcome  you  to  the  annual  dinner  of  the  Con- 
necticut State  Medical  Society.  1 believe  I approach 
the  tasks  of  this  year  better  prepared  than  most  in- 
coming presidents,  thanks  in  good  part  to  my  friend 
and  predecessor.  Dr.  Isadore  Friedberg.  It  takes  a 
good  deal  of  mental  and  emotional  flexibility  to  be 
willing  to  share  leadership  responsibilities.  Dr. 
Friedberg  has  done  so,  generously,  and  has  allowed 
me  more  responsibility  and  authority  than  most 
previous  presidents-elect.  1 thank  him  for  his  toler- 
ance and  his  help,  and  pledge  my  best  to  continue 
this  team  leadership  program  that  he  suggested  and 
that  we  initiated  together. 

1 believe  I am  different  from  most  physicians  in  that 
my  education  centered  on  the  humanities,  with 
sciences  mainly  as  electives  until  I entered  medical 
school.  Therefore,  I think  I approach  the  problems  we 
in  medicine  face  a bit  more  historically  than  most.  As  I 
see  it,  physicians  have  one  great  weakness,  a lack  of 
historical  perspective.  Many  of  us  complain  at  the 
rapidity  with  which  change  takes  place  in  the 
governmental  and  political  structure  of  this  country. 
We  wish  for  stability  and  do  not  understand  why  things 
are  constantly  in  flux.  Familiarity  with  Edmund 
Burke’s  writings  on  the  balance  between  the  British 
Crown  and  Parliament  might  have  put  our  concerns 
into  perspective.  Burke  believed,  and  1 agree,  that 
hereditary  succession  provides  a firmer  base  for  the 
rights  and  powers  of  government,  and  of  the  people, 
than  other  more  theoretic  bases  of  government.  He 
pointed  out  that  because  the  British  monarchy’s 
powers  were  hereditary,  the  rights  and  powers  granted 
by  that  monarchy  to  the  Parliament  and  populace  were 
also  inherited,  and  therefore,  on  just  as  firm  and 
unchangeable  basis  as  the  monarchy  itself.  Rash  and 
too  lightly  considered  changes  were,  he  believed,  more 
difficult  to  achieve  under  this  governmental  philos- 
ophy, compared  to  those  systems  based  on  more  ab- 
stract theories. 

On  the  other  hand,  we  should  know  that  we  in  the 
United  States  owe  our  individual  rights  only  indirectly 
to  hereditary  succession,  since  our  Revolution  forever 
denied  the  power  of  the  British  monarchy  over  us.  Our 
founding  fathers  substituted  for  the  hereditary 
monarchy  our  Declaration  of  Independence,  Bill  of 
Rights,  and  Constitution.  They  did  base  the  new 
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government  on  several  theoretical  assumptions  which 
were  cited  in  the  Declaration  of  Independence.  First,  it 
was  postulated  that  all  men  were  created  equal,  second, 
that  their  creator  endowed  them  with  certain  inaliena- 
ble rights,  and  third,  that  the  government’s  task  was  to 
secure  these  rights  deriving  its  powers  from  the  consent 
of  the  governed.  Finally,  the  people  had  the  right  to 
alter  or  abolish  their  government.  So  you  see,  we  began 
with  a more  changeable  system,  both  potentially  better 
and  potentially  worse  than  the  British  system.  Our 
founding  fathers  did  worry  about  rapid  change,  and 
urged  that  government  never  be  changed  lightly  or 
easily.  But  the  American  system  nonetheless  permits  a 
more  easy  change  and  this  certainly  is  proven  by  the 
continuing  peaceful  revolution  of  the  past  200  years. 
Just  think  of  the  changes  in  government  and  our 
relationships  with  it  and  each  other  in  our  lifetimes. 

We  should  also  understand  that  the  socio-economic 
changes  in  this  century  in  the  United  States  are 
intimately  related  to  the  problems  we  physicians  face. 
During  the  second  and  third  decades  of  this  century, 
small  towns  disappeared  in  great  numbers  and  with 
this  decrease  there  was  weakening  of  the  social  and 
moral  values  that  were  those  of  the  small  town.  There 
were  large  population  shifts  from  small  town  to  city, 
and  from  farm  to  factory.  The  yardstick  of  American 
success  became  a monetary  one.  Materialism  grew  and 
the  country  focused  on  production  as  the  remedy  of  all 
societal  ills.  The  Great  Depression  was  so  devastating 
in  this  country  precisely  because  there  were  more 
people  who  had  more  to  lose,  and  also  because 
independent  lives  such  as  those  of  the  small  farmers 
were  now  less  common.  The  insecurity  bred  by  greater 
dependence  on  general  economic  well-being  also  bred 
desires  and  demands  for  guarantees  of  economic 
security.  In  his  book.  The  Affluent  Society,  John 
Kenneth  Galbraith  rightly  pointed  out  that  free 
competition  was  not  only  not  desired  by  business, 
labor  and  individuals,  but  that  it  was,  at  best,  a most 
insecure  and  dangerous  existence.  Therefore,  he  felt 
that  each  group  has  attempted,  and  will  attempt,  to 
secure  its  stability  and  minimize  the  chance  of  violent 
change  and  danger  to  its  economic  well-being. 
Monopolies  and  the  control  of  capital  and  of 
production  by  business  were  matched  by  the  formation 
of  labor  aggregates  and  their  monopolies  of  labor.  At 
the  same  time  government  guaranteed  minimum 
income  through  unemployment  compensation,  creat- 
ed social  security,  and  employed  tariffs  and  arcane 
monetary  manipulations  to  minimize  economic 
insecurity.  And  not  the  least  important.  World  War  II 
accustomed  millions  of  us  to  military  discipline  and 
thought,  and  to  acceptance  of  rule  by  authoritarian 
regulation.  In  short,  the  government  assumed  a larger 
and  larger  role  in  our  lives  and  we  allowed  it  to  assume 
greater  and  greater  responsibilities  for  providing  basic 
securities  for  all  of  us. 


Analogous  changes  occurred  in  medicine.  By  the 
1 920’s  the  universities  were  the  admitted  leaders  of 
medical  education  and  of  practice.  The  specialist  was 
rising  and  the  generalist  and  country  doctors  were 
being  regarded  as  pass£  and  inadequate.  Medicine 
became  more  technologic,  more  scientific,  more 
objective  and  more  effective,  but  the  often  intimate  and 
warm  personal  relations  previously  common  between 
patient  and  physician  weakened.  We  now  find 
ourselves  able  to  do  more  and  better  for  our  healthier 
and  longer-lived  patients,  but  also  find  they  are 
increasingly  unhappy,  not  with  the  quality  as  much  as 
with  the  costs  of  medical  care.  We  have  seen 
tremendous  advances  in  the  understanding  and 
treatment  of  disease  in  our  lifetime  and  can  think  of 
numerous  examples  of  which  we  physicians  should  be 
proud.  Yet  we  are  not  proud,  but  worried,  harried  and 
unhappy.  Where  business  executives  and  labor  may 
have  income  targets  and  use  economic  weapons  to  gain 
their  objectives,  physicians  are  criticized  as  crass  and 
venal  for  daring  to  have  economic  objectives  them- 
selves or  for  their  families.  Thd  physicians  who  treat 
the  poor  should  be  honored.  Instead,  they  are 
rewarded  by  being  publicized  as  though  they  were 
engaged  in  criminal  actions  when  they  are  not.  We  are 
unhappy  that  the  public  and  government  seem  not  to 
know  that  the  high  quality  of  care  they  accept  as  their 
due  was  won  in  large  part  by  the  creation  of  organized 
medicine,  and  specifically  the  American  Medical 
Association,  to  clean  up  the  horrible  second  and  third 
rate  medical  schools  and  to  eradicate  the  charlatanism 
and  fakery  that  were  pandemic  in  the  1 st  decade  of  this 
century.  Now  we  are  told  we  must  not  restrain 
advertising,  no  matter  how  self-laudatory,  misleading 
and  deceptive.  Some  of  us  fear  a return  to  the 
criminality  of  the  early  twentieth  century  will  result. 

Is  there  anything  our  profession  can  do  to  solve  the 
problems  we  face?  I think  so.  First,  we  must  convince 
all  our  colleagues  that  the  profession  must  be  willing 
and  able  to  participate  in  the  debates  and  discussions 
by  which  the  United  States  makes  its  policies  and  laws. 
They  must  understand  that  the  situation  is  not 
hopeless,  that  our  input  is  desired,  and  expected,  and 
essential,  and  that  the  future  of  health  care  is  not 
inscribed  in  stone.  They  must  understand  that  it  is 
necessary  that  medicine  never  project  an  image  of 
superiority  to,  or  a distaste  for,  the  processes  of  public 
debate  and  of  government.  Medicine’s  representatives 
must  have  respect  for  their  opponents’  motivations  and 
give  them  the  same  consideration  we  demand  for 
ourselves.  The  profession  must  talk  with  and  not  down 
to  the  public  and  its  lawful  representatives  and 
servants.  Our  society  has  for  some  years  been 
attempting  to  project  this  image  and  to  educate  our 
members  to  the  more  hopefulattitude  of  participation, 
rather  than  the  hopeless  attitude  so  often  heard  among 
them.  We  must  continue  this  effort  and  improve  it. 


412 


CONNECTICUT  MEDICINE,  JUNE,  1978 


It  is  also  time  that  we  address  the  divisions  in 
medicine  again.  The  House  of  Delegates  of  the 
American  Medical  Association  has  been  opened  to 
direct  specialty  representation  beginning  at  this 
coming  meeting  in  June.  If  the  American  Medical 
Association  admits  the  importance  of  the  specialties 
and  the  urgency  of  unity,  it  seems  to  me  that  on  the 
other  hand  the  often  academically-oriented  specialties 
equally  admit  their  inadequacies  in  political,  legislative 
and  socio-economic  matters.  The  AM  A,  the  practicing 
community  physician,  the  universities  and  the  special- 
ty societies  seem  now  to  finally  agree  that  the  voice  of 
the  profession  will  be  the  voice  of  organized  medicine. 
Recent  Gallup  and  Roper  polls  have  shown  that  the 
public  still  regards  local  and  national  medical  societies 
as  the  voice  of  medicine.  The  image  therefore  projected 
by  these  societies  is  the  public  image  of  the  profession, 
like  it  or  not.  So,  our  colleagues  who  refuse  to  join  with 
us  are  taking  a very  illogical  stand  which  is  going  to  do 
them  no  good.  If  they  do  not  approve  the  image  we 
project,  it  is  their  responsibility  to  join  with  us  and  to 
change  that  image,  rather  than  carp  from  the  sidelines. 

The  debate  in  government  and  planning  today 
seems  to  be  between  large  blocks  of  power.  Medicine, 
the  hospitals,  the  other  health  providers  and  the  gov- 
ernment all  address  themselves  to  the  matter  of  better 
quality  and  less  expensive  care  for  our  public.  The 
public  representatives  on  the  other  hand  are  few  and 
not  very  effective.  Medicine  should  speak  more  in  the 
patient’s  name.  Medicine  too  often  seems  to  speak  for 
its  own  interests,  but,  more  often  than  not,  the  aims  of 
the  profession  and  the  aims  of  patients  are  parallel,  if 
not  identical.  If  we  would  speak  less  of  our  interests 
and  more  of  our  concerns  for  the  good  of  the  people  for 
whom  we  care,  I think  that  we  could  have  a more 
effective  voice  in  government  and  in  planning.  I think 
our  success  in  combating  the  extension  of  certificate 
and  of  legislation  to  private  practice  may  have  well 
resulted  from  this  approach.  We  pointed  out  that  the 
legislation  supposedly  designed  to  control  costs  could 
be  used  to  limit  the  growth  of  practices,  the  formation 
of  partnerships,  and  worse,  to  control  the  distribution 
of  physicians  by  forbidding  the  opening  of  practices, 
and  indeed  was  a form  of  rationing  through  the 
limitation  of  the  sources  of  service,  rather  than  by 
denial  of  service.  It  was  further  suggested  to  the 
legislators  that  if  rationing  was  desired,  there  should  be 
public  debate  and  public  voting  on  this  matter  before  it 
was  implemented. 

The  Connecticut  State  Medical  Society  needs  to 
improve  its  capabilities  for  research  and  for  data 
gathering  and  analysis,  as  so  many  of  the  problems  we 
face  are  econometric,  complex,  and  beyond  the 
competence  of  most  of  us  physicians.  Such  is  the 
problem  of  cost  benefit  analysis.  It  sounds  simple.  All 
costs  and  all  benefits  of  medical  practice  are  reduced  to 
units  of  dollars.  The  techniques  which  have  the  most 


benefits  for  the  money  spent  should  be  preferred  over 
those  that  are  less  efficient.  But  a moment — it  is  not  so 
simple.  How  do  you  value  in  dollars  the  functions  of 
motherhood,  of  fatherhood,  of  a wife,  of  a husband? 
Value  for  me,  pain,  suffering,  emotional  distress,  and 
tell  me  how  much  a life  is  worth,  or  a year,  a month,  a 
day  or  a second  of  it.  What  is  the  relative  value  of  a year 
at  age  2 versus  a year  at  age  80 ? There  has  been  honest 
talk  of  finite  resources  and  of  the  necessity  for  tradeoffs 
in  lives  versus  dollars.  I wonder,  my  friends,  whose 
lives  and  how  many  dollars?  Some  say  coronary  artery 
bypass  surgery  is  cost  inefficient.  That’s  fine  and  dandy 
until  the  coronaries  under  discussion  are  mine.  Some 
say  that  something  must  be  done  about  the  expense  of 
caring  for  the  elderly.  They  omit,  however,  to  say  what 
should  be  done,  but  let  your  imagination  roam  a little 
and  1 am  sure  you  will  be  as  concerned  and  worried  as  I 
am. 

The  Society  should  communicate  better  with  other 
health  providers.  A start  has  been  made  under  the  wise 
guidance  of  my  friend,  Isadore  Friedberg.  A consorti- 
um exists  to  remedy  legislative  inequities.  It  could 
grow  to  a wider  cooperation.  Relationships  with  the 
Connecticut  Hospital  Association  have  improved  in 
this  past  year,  and  I think  I can  use  the  word 
“dramatically”  to  describe  that  improvement. There  is 
much  more  to  do.  The  report  of  the  National  Com- 
mission on  the  Cost  of  Medical  Care  provides  much 
work  for  all  of  us  in  the  hospital  association  and  the 
medical  society.  There  are  problems  with  hospital 
medical  staffs  and  their  relationships  to  the  institu- 
tions. There  has  not  been  enough  cooperative  effort  on 
the  part  of  the  medical  staffs  and  the  hospitals  to  make 
the  hospitals  more  cost  efficient.  Medical  staffs  still  are 
under-represented  or  not  represented  on  too  many 
hospital  boards  of  trustees.  During  this  past  year  I 
began  a process  of  communication  with  the  regional 
office  of  HEW.  As  a result,  the  Connecticut  State 
Medical  Society  was  asked  if  it  would  serve  as  an 
informal  informational  and  advisory  resource.  We 
have  agreed  to  do  so,  believing  it  is  a step  toward  better 
input  into  the  federal  decision-making  process.  It  is  the 
kind  of  function  that  we  have  wished  for  and  have  not 
had  much  opportunity  to  do. 

' I cannot  say  I plan  any  single.new  program,  but  if  the 
Connecticut  State  Medical  Society  can  improve  its 
performance  in  the  legislature,  with  the  public,  and  in 
the  media,  that  would  be  something  in  which  we  could 
take  great  pride.  The  devout  respect  we  have  for 
democratic  processes  and  individual  rights  and 
privileges  within  our  medical  societies  should  be 
transferred  to  the  public  arenas  of  debate,  of  legislation 
and  of  government.  Team  leadership,  advoidance  of 
one  man  rule,  more  reliance  on  the  council  and  the 
committees,  all  will  help  us  to  make  our  profession  the 
force  in  Connecticut  that  it  so  often  has  not  been,  but 
really  is  obligated  to  be. 
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Welcome  New  Members 

(continued  from  page  402) 


MIDDLESEX  COUNTY 

Arthur  F.  Blake,  East  Hampton 
Martin  J.  Frank,  Old  Saybrook 
Donald  Timmerman,  Middletown 
Mark  Tuttle,  Marlborough 
W.  Gordon  Van  Nes,  Chester 
William  H.  Ziedler,  Jr.,  Higganum 


NEW  HAVEN  COUNTY 

Vicente  V.  Batiancila,  Milford 

Joseph  L.  Bearman,  New  Haven 

Paul  L.  Berenbaum,  Bridgeport 

David  Bueno,  Waterbury 

Richard  S.  Casden,  New  Haven 

James  Charney,  New  Haven 

Kumudhini  Fernando,  Hamden 

Fred  V.  Gager,  Hamden 

Brett  J.  Gerstenhaber,  New  Haven 

Barry  Goldberg,  Milford 

David  A.  Gross,  Hamden 

Samuel  Grubin,  Southbury 

Paul  Harris,  New  Haven 

June  D.  Howard-Flanders,  Branford 

John  S.  Hughes,  New  Haven 

Richard  E.  Kaufman,  Branford 

Gerard  T.  Kennealey,  Waterbury 

Khalil  M.  Kharma,  Waterbury 

Saroja  Koneswaran,  Shelton 

Jacob  S.  O.  Loke,  New  H aven 

Alan  J.  Malitz,  Derby 

Alexander  Mirzayantz,  Branford 

Peter  A.  Monoson,  Waterbury 

Ferdinand  J.  Montegut,  Jr.,  Ansonia 

Elliott  M.  Perlman,  Waterbury 

David  D.  Roberts,  New  Haven 

Carl  R.  Shonk,  New  Haven 

Subramaniam  Sivaloganathan,  Waterbury 

Andrew  E.  Slaby,  New  Haven 

Richard  H.  Timpson,  New  Haven 

Misbah  M.  Vahidy,  Meriden 

Franklin  C.  Wagner,  Jr.,  New  Haven 


NEW  LONDON  COUNTY 

Jan  J.  Akus,  Jewett  City 
Richard  L.  Brent,  East  Lyme 
Robert  E.  C'rootof,  Norwich 
Yil  Sun  C.  Lee,  Norwich 
Mahmoud  S.  Okasha,  Norwich 
Bernard  J.  Podurgiel,  Norwich 
Colin  R.  Taylor,  Waterford 


TOLLAND  COUNTY 

Fernando  G.  Garcia,  Vernon 
Robert  S.  Goodwin,  South  Windsor 
Dinesh  S.  Shah,  Tolland 
William  J.  Waldman,  Stafford  Springs 
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Brief  Summary  of  Prescribing  Information 
Combined  TEGOPEN®  (cloxacillin  sodium) 

Capsules  and  Oral  Solution 

For  complete  information,  consult  Official  Package 
Circular.  (12)  TEGOPEN  9/11/75 

Indications:  Although  the  principal  indication  for  cloxa- 
cillin sodium  is  in  the  treatment  of  infections  due  to 
penicillinase-producing  staphylococci,  it  may  be  used  to 
initiate  therapy  in  such  patients  in  whom  a staphylococcal 
infection  is  suspected.  (See  Important  Note  below.) 

Bacteriologic  studies  to  determine  the  causative  organ- 
isms and  their  sensitivity  to  cloxacillin  sodium  should  be 
performed. 

Important  Note:  When  it  is  judged  necessary  that  treat- 
ment be  initiated  before  definitive  culture  and  sensitivity 
results  are  known,  the  choice  of  cloxacillin  sodium  should 
take  into  consideration  the  fact  that  it  has  been  shown  to 
be  effective  only  in  the  treatment  of  infections  caused  by 
pneumococci.  Group  A beta-hemolytic  streptococci,  and 
penicillin  G-resistant  and  penicillin  G-sensitive  staphy- 
lococci. If  the  bacteriology  report  later  indicates  the 
infection  is  due  to  an  organism  other  than  a penicillin 
G-resistant  staphylococcus  sensitive  tocloxacillin  sodium, 
the  physician  is  advised  to  continue  therapy  with  a drug 
other  than  cloxacillin  sodium  or  any  other  penicillinase- 
resistant  semi-synthetic  penicillin. 

Recent  studies  have  reported  that  the  percentage  of 
staphylococcal  isolates  resistant  to  penicillin  G outside 
the  hospital  is  increasing,  approximating  the  high  per- 
centage of  resistant  staphylococcal  isolates  found  in  the 
hospital.  For  this  reason,  it  is  recommended  that  a peni- 
cillinase-resistant penicillin  be  used  as  initial  therapy  for 
any  suspected  staphylococcal  infection  until  culture  and 
sensitivity  results  are  known. 

Cloxacillin  sodium  is  a compound  that  acts  through  a 
mechanism  similar  to  that  of  methicillin  against  penicillin 
G-resistant  staphylococci.  Strains  of  staphylococci  resis- 
tant to  methicillin  have  existed  in  nature  and  it  is  known 
that  the  number  of  these  strains  reported  has  been  increas- 
ing. Such  strains  of  staphylococci  have  been  capable  of 
producing  serious  disease,  in  some  instances  resulting  in 
fatality.  Because  of  this,  there  is  concern  that  widespread 
use  of  the  penicillinase-resistant  penicillins  may  result  in 
the  appearance  of  an  increasing  number  of  staphylococcal 
strains  which  are  resistant  to  these  penicillins. 

Methicillin-resistant  strains  are  almost  always  resistant 
to  all  other  penicillinase-resistant  penicillins  (cross- 
resistance with  cephalosporin  derivatives  also  occurs 
frequently).  Resistance  to  any  penicillinase-resistant  peni- 
cillin should  be  interpreted  as  evidence  of  clinical  resis- 
tance to  all,  in  spite  of  the  fact  that  minor  variations  in 
in  vitro  sensitivity  may  be  encountered  when  more  than 
one  penicillinase-resistant  penicillin  is  tested  against  the 
same  strain  of  staphylococcus. 

Contraindications:  A history  of  a previous  hypersensi- 
tivity reaction  toany  of  the  penicillins  is  a contraindication. 
Warning:  Serious  and  occasionally  fatal  hypersensitivity 
(anaphylactoid)  reactions  have  been  reported  in  patients 
on  penicillin  therapy.  Although  anaphylaxis  is  more  fre- 
quent following  parenteral  therapy  it  has  occurred  in 
patients  on  oral  penicillins.  These  reactions  are  more  apt 
to  occur  in  individuals  with  a history  of  sensitivity  to 
multiple  allergens. 

There  have  been  well  documented  reports  of  individuals 
with  a history  of  penicillin  hypersensitivity  reactions  who 
have  experienced  severe  hypersensitivity  reactions  when 
treated  with  a cephalosporin.  Before  therapy  with  a peni- 
cillin, careful  inquiry  should  be  made  concerning  previous 
hypersensitivity  reactions  to  penicillins,  cephalosporins, 
and  other  allergens.  If  an  allergic  reaction  occurs,  the  drug 
should  be  discontinued  and  the  patient  treated  with  the 
usual  agents,  e.g.,  pressor  amines,  antihistamines,  and 
corticosteroids. 

Safety  for  use  in  pregnancy  has  not  been  established. 
Precautions:  The  possibility  of  the  occurrence  of  super- 
infections with  mycotic  organisms  or  other  pathogens 
should  be  kept  in  mind  when  using  this  compound,  as  with 
other  antibiotics.  If  superinfection  occurs  during  therapy, 
appropriate  measures  should  be  taken. 

As  with  any  potent  drug,  periodic  assessment  of  organ 
system  function,  including  renal,  hepatic,  and  hemato- 
poietic, should  be  made  during  long-term  therapy. 
Adverse  Reactions:  Gastrointestinal  disturbances,  such 
as  nausea,  epigastric  discomfort,  flatulence,  and  loose 
stools,  have  been  noted  by  some  patients.  Mildly  elevated 
SGOT  levels  (less  than  100  units)  have  been  reported  in  a 
few  patients  for  whom  pretherapeutic  determinations  were 
not  made.  Skin  rashes  and  allergic  symptoms,  including 
wheezing  and  sneezing,  have  occasionally  been  encoun- 
tered. Eosinophilia,  with  or  without  overt  allergic  mani- 
festations, has  been  noted  in  some  patients  during  therapy. 
Usual  Dosage:  Adults:  250  mg.  q.6h. 

Children:  50  mg. /Kg. /day  in  equally  divided  doses  q.6h. 
Children  weighing  more  than  20  Kg.  should  be  given  the 
adult  dose.  Administer  on  empty  stomach  for  maximum 
absorption. 

N.B.:  INFECTIONS  CAUSED  BY  GROUP  A BETA- 
HEMOLYTIC  STREPTOCOCCI  SHOULD  BE 
TREATED  FOR  AT  LEAST  10  DAYS  TO  HELP  PRE- 
VENT THE  OCCURRENCE  OF  ACUTE  RHEUMATIC 
FEVER  OR  ACUTE  GLOMERULONEPHRITIS. 
Supplied:  Capsules— 250  mg.  in  bottles  of  100,  500  mg.  in 
bottles  of  100.  Oral  Solution  — 125  mg. /5  ml.  in  100  ml.  and 
200  ml.  bottles. 


BRISTOL® 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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WHEN  YOU  CAN’T  RULE  OUT  STAPH,  CONSIDER 


TEGOPEN 

(doxacillin  sodium) 

“THE  PENICILLIN  OF  TODAY” 


■ Effective  against  nonpenicillinase-producing  staphylococci, 
beta-hemolytic  streptococci,  and  pneumococci,! 

fNOTE:  The  choice  of  Tegopen  should  take  into  consideration  the  fact  that  it  has  been  shown  to  be  effective  only  in  the  treatment 
of  infections  caused  by  pneumococci.  Group  A beta-hemolytic  streptococci,  and  penicillin  G-resistant  and  penicillin  G-sensitive 
staphylococci.  If  the  bacteriology  report  later  indicates  that  the  infection  is  due  to  an  organism  other  than  a penicillin  G-resistant 
staphylococcus  sensitive  to  doxacillin  sodium,  the  physidan  is  advised  to  continue  therapy  with  a drug  other  than  doxacillin  sodium 
or  any  other  penicillinase-resistant  semisynthetic  penidllin.  The  clinical  significance  of  in  vitro  data  is  unknown. 

■ 10  times  more  active  against  strep  than  staph. 

■ Well  absorbed  from  the  G.I.  tract.J 

^Maximum  absorption  occurs  when  Tegopen  is  taken  on  an  empty  stomach,  preferably  1-2  hrs.  before  meals. 


Please  see  brief  summary 
for  prescribing  information. 


PHYSICIAN  PLACEMENT  SERVICE 

The  Society  maintains  the  Physician  Placement  Service  as  a 
service  to  the  medical  profession  in  the  State  of  Connecticut. 
Opportunities  for  physicians  to  locate  in  Connecticut  will  be 
published  as  space  permits  and  will  be  distributed  to  physicians 
making  inquiry  of  such  opportunities.  Information  should  be  sent 
to  160  St.  Ronan  Street,  New  Haven,  Connecticut  0651 1 (203-865- 
6822). 

Physicians  wishing  to  establish  practice  in  Connecticut  are 
invited  to  submit  a resume  to  be  kept  on  file  with  the  Society.  An 
announcement  of  a physician’s  availability  will  be  published  in 
two  consecutive  issues  of  Connecticut  Medicine  as  space  permits. 

OPPORTUNITIES  FOR  PRACTICE 

(If  no  name  is  listed,  contact  the  Physician  Placement  Service  for 
more  details.) 

Anesthesiologist:  Wanted  to  join  group  in  private  practice  in  175 
bed  hospital  in  eastern  Ct.  Send  CV  to  CSMS. 

Emergency  Room:  Looking  for  an  experienced  primary  care 
physician  with  ER  skills,  preferably  a graduate  of  an  ER  residency 
program,  to  join  an  established  6-MD  group  in  a 350-bed 
University  affiliated  full  service  community  hospital  with  an  active 
emergency  room  of  45,000  annual  visits.  Position  requires  no  night 
duty,  has  a 45-hour  week,  offers  an  attractive  salary  and  liberal 
employee  benefits.  Contact:  Charles  W.  Parton,  M.D.,  Director  of 
Ambulatory  and  Community  Medicine,  Mt.  Sinai  Hospital,  500 
Blue  Hills  Avenue,  Hartford,  CT  06112.  203-242-4431. 

Emergency  Room:  Position  available  immediately.  Fairfield 
County.  Full  time  ER  physician  to  join  established  full  time 
department  in  ultra-modern,  university-affiliated  teaching  hospital 
experiencing  32,000  visits  per  annum.  Salary  negotiable.  Profes- 
sional liability  provided.  Excellent  benefits  plan.  Send  C.V.  to 
Romona  M.  R.  Byard,  M.D.,  Chairman,  Department  of  Emergen- 
cy Medicine,  St.  Vincent’s  Medical  Center,  2800  Main  Street, 
Bridgeport,  CT  06606. 

Doctor  wanted  to  take  over  well-established  FP  in  Northwestern 
Ct.  Retiring  MD  will  stay  on  for  introducing  and  consulting. 
Immediate  income.  Office  fully  equipped.  Send  C.V.  to  CSMS-1G. 

Internal  Medicine:  Office  available  June  1978,  in  new  small  medical 
building.  Possible  association  with  established  internist.  In 
Wethersfield,  with  easy  access  to  Hartford  Hospital.  Contact  Carl 
H.  Braren,  M.D.,  Wethersfield  Office  Park,  465  Silas  Deane 
Highway,  Wethersfield,  CT  06109.  203-563-2866. 

Internal  Medicine/Family  Practice:  Fully  equipped  1 100  sq.  ft. 
office  with  x-ray  (Minus  patient  records)  for  sale  or  lease.  Excellent 
site-good  parking.  Oliver  B.  Bond,  M.D.,  Hayes  House,  44 
Strawberry  Hill  Avenue,  Stamford,  CT  06902. 

Internal  Medicine:  Medical  Director,  Community  Health  Service. 
Board  eligible  in  IM  with  training  in  Ped.  or  FP.  Primary  Care  in 
community  health  clinic  in  an  urban  setting.  Pop.  10,000, 
southwestern  Hartford  area.  Salary  and  benefits  competitive 
according  to  qualifications  and  experience.  Suitable  academic 
position  at  UConn  School  of  Medicine  will  be  pursued  as  well  as 
affiliation  with  the  four  area  hospitals.  Mr.  Armand  B.  Cognetta, 
Jr.,  170  Hillside  Avenue,  Hartford,  CT  06106.  203-522-3819. 

Pathology:  Board  eligible  or  certified.  Estimated  service  population 
25,000  plus.  Contact  H.L.  Green,  Jr.,  Administrator,  Winsted 
Memorial  Hospital,  Winsted,  CT  06098.  203-379-3351. 

Pediatrics:  Board  eligible/certified,  wanted  to  join  Internist  in  fast 
growing  Northern  Fairfield  County  town.  Call  203-746-3300. 

Psychiatrist:  Southeast  CT.  Now  working  less  than  half  time  and 
contemplating  retirement.  Practice  readily  transferable.  Unique 
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OPPORTUNITIES  FOR  PRACTICE 

opportunity  for  secure  income  with  minimal  expense  while  building 
own  practice  in  an  area  requiring  additional  psychiatric  service. 
Contact  CSMS-Psy. 

Radiology:  Board  certified  diagnostic  radiologist  to  work  4-6 
months  yearly  to  augment  a group  in  the  greater  Hartford  area. 
Compensation  arrangements  very  reasonable.  Contact  CSMS- 
Rad. 

PHYSICIANS  WISHING  TO  LOCATE  IN  CONNECTICUT 
ANESTHESIOLOGY 

July  ’78.  Age  29.  Elig.  MD  from  India,  lnt.  and  res.  at  Westchester 
County  Med.  Ctr.  Presently  in  practice.  Grp.,  assoc,  or  institutional 
type  practice  in  med.  community.  Husband  is  pediatrician. 
Vibhavary  M.  Shah,  M.D.,  Westchester  County  Med.  Ctr., 
Valhalla,  NY  10595. 

July  ’78.  Age  29.  Nat’l.  bds.,  elig.  MD  from  Albert  Einstein,  lnt., 
res.  and  fellowship  at  Brookdale  Hosp.  Med.  Ctr.,  Brooklyn,  NY. 
Will  consider  all  types  of  practice  in  large  or  med.  community.  Alan 
D.  Weinstock,  M.D.,  320  Ocean  Pkwy.,  Apt.  E7,  Brooklyn,  NY 
1 1218. 

FAMILY  PRACTICE 

ER  or  FP:  July  ’78.  Age  46.  MD  from  Univ.  of  Lousanne.  Int.  at 
Mt.  Sinai  Hosp.,  res.  at  St.  Francis  Hosp.,  Hartford,  Ct.  Grp., 
assoc,  or  institutional  practice  desired.  Presently  doing  res. 
program  in  Canada.  Simon  L.  Migale,  M.D.,  1722  Av.  Jeanne 
Mance,  Quebec,  Canada  GIL  3Z4. 

INTERNAL  MEDICINE 

July  ’78.  Age  29.  AB-elig.  MD  from  Pakistan,  lnt.,  res.  and 
fellowship  all  at  New  York  Med.  Coll.,  Metropolitan  Hosp.  Solo  or 
assoc,  practice  in  Ct.  Khaleeq  Arshed,  M.D.,  420  E.  102  St.,  Apt. 
13G,  NY  10029. 

Summer  ’78.  Age  28.  Nat’l.  bds.,  elig.  MD,  int.  and  res.  at 
Washington  Univ.  and  Hosp.  Will  consider  all  types  of  practice  in 
large  or  med.  community.  Contact  CSMS-IM/GAB. 

Cardiology:  July  '78.  Age  29.  AB-cert./cardiology-elig.  MD  from 
India,  lnt.  at  Lutheran  Med.  Ctr.,  O.  Res.  and  fellowship  at  Bronx 
Lebanon  Hosp.  Solo,  grp.  or  hospital-based  practice.  Also 
interested  in  full-time  academic  positions.  Narendra  C.  Bhaloakar, 
M.D.,  86-16  60th  Ave..  Apt.  3L,  Elmhurst,  NY  11373. 

June  ’78.  Age  29.  Nat'l.  bds.,  cert.  Presently  in  practice.  MD  from 
Univ.  of  Pittsburgh.  Int.  and  res.  at  Presbyterian-Univ.  Hosp. 
Wishes  grp.  practice.  Would  also  consider  hospital-based  position. 
Thomas  N.  Decker,  M.D.,  128  Sumner  Ave., Pittsburgh,  PA  15221. 

Gastroenterology:  July  ’78.  Age  31.  AB-cert.  MD  from  Univ.  of 
Guadalahara.  lnt.  at  Dalhousie  Univ.,  Canada  and  Cooper  Med. 
Ctr.,  NJ.  Res.  and  fellowship  at  Med.  Coll,  of  PA.  Solo,  grp.  or 
assoc,  practice  desired.  Richard  J.  Eatroff,  M.D.,  1 140-7  Kirkbride 
Rd.,  Voorhees,  NJ  08043. 

Nephrology:  July  ’78.  Age  32.  Nat’l.  bds.,  cert.  MD  from 
Hahneman.  lnt.  and  res.  at  Lenox  Hill.  NY  and  fellowship  at  St. 
Luke’s.  Grp.,  assoc,  or  institutional  practice  in  large  or  med. 
community  situated  near  NY.  L.owell  Greenwald,  M.D.,  345  E. 
80th  St.,  Apt.  3J,  New  York,  NY  10021. 

Endocrinology:  June  ’78.  Age  36.  AB-cert.  Presently  in  practice. 
MD  and  int.  in  Canada.  Res.  at  Cornell.  Fellowship  at  Univ.  of 
Colo,  and  Miami.  Will  consider  all  types  of  practice  in  any  size 
community.  Judith  A.  Huberman.  M.D.,  7316  Twin  Sabel  Dr., 
Miami,  FL  33014. 

July  ’78.  Age.  29.  Nat’l.  bds.,  elig.  Presently  in  practice.  MD  from 
Chicago  Med.  Sch.  Int.  and  res.  at  Nassau  County  Med.  Ctr.,  NY. 
Single  or  multi-specialty  grp.  Will  consider  all  communities.  Marc 
A.  Kaplan,  M.D.,  902B  Place  Way,  Richmond,  VA  23233. 
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INTERNAL  MEDIC  INE-CONT. 


PATHOLOGY 


July  ’78.  Age  30.  AB-cert.  MD  from  Univ.  of  Brussels,  lnt.  and  res. 
at  Coney  Island  Hosp.  Grp.  or  assoc,  practice  in  large  or  med. 
community.  David  T.  Klein,  M.D.,  4750  Bedford  Ave.,  Brooklyn, 
NY  11235. 

Aug.  ’78.  Age  28.  Nat’l.  bds.,  elig.  MD  from  SUNY  at  Buffalo,  lnt. 
and  res.  at  St.  Mary’s  Hosp.,  San  Francisco,  CA.  Solo,  grp.,  assoc, 
or  institutional  practice  in  the  Norwich-New  London  area. 
Lawrence  G.  Millhofer,  M.D.,  4048-22nd  St.,  San  Francisco,  CA 
941 14. 

Gastroenterology:  July  ’78.  Age  29.  AB-elig.  MD  from  India,  lnt. 
at  Ellis  Hosp.,  NY.  Res.  and  fellowship  at  Cooper  Med.  Ctr.,  NJ. 
Solo,  grp.  or  will  consider  a clinic  situation  also.  Med.  or  small 
community.  Gupta  S.  Pandarinath,  M.D.,  223-5  Echelon  Rd., 
Voorhees,  NJ  08043. 

Nephrology:  July  ’78.  Age  30.  FLEX.  AB-elig.  MD  from  Univ.  of 
the  East.  lnt.  at  Columbia  Hosp.  Res.  and  fellowship  at 
Kingsbrook  Jewish  Med.  Ctr.  Wishes  assoc,  practice  in  med. 
community.  Avelino  S.B.  Rosales,  M.D.,  341 1 Wayne  Ave.,  Apt. 
1 IG„  Bronx,  NY  10467. 

Nephrology:  July  ’78.  Age  31.  Nat’l.  bds.,  elig.  MD  from 
Georgetown.  Int.  and  res.  at  New  England  Deaconess  Hosp.,  Mass. 
Fellowship  at  Washington  Hosp.,  Ctr.,  DC,  Lahey  Clinic,  Mass., 
Georgetown  Univ.  Med.  Ctr.  Would  consider  1M  practice.  Grp., 
assoc,  or  institutional  practice  in  any  type  of  community.  Joseph  A. 
Topogna,  M.D.,  2500  Wisconsin  Ave.,  NW,  Apt.  419,  Washington, 
D C.  20007. 

July  ’78.  Age  32.  Nat’l.  bds.  Am.  Bd/elig.  MD  from  Albany  Med. 
Coll.  lnt.  at  Mem. -Sloan  Kettering  Cancer  Ctr.  Res.  at  Overlook 
Hosp. -affiliated  with  Columbia  Coll,  of  P&S.  Prefers  large 
suburban  or  coastal  community.  Robert  L.eval,  M.D.,  32  Lower 
Overlook  Rd.,  Summit,  NJ  07901. 

July  ’78.  Age  35.  Conn,  license.  Am.  Bd./elig.  MD  from  Univ.  of 
Ceylon.  Int.  at  Somerset  Hosp.,  NJ.  Presently  doing  int.  at  New 
Britain  Gen.  Wishes  industrial  or  LOCUM  practice  in  Ct.  N.A.C. 
Mohanraj,  M ,D.,  New  Britain  Gen.  Hosp.,  "New  Britain,  CT  06050. 

Gastroenterology:  Aug.  ’78.  Age  37.  Conn,  license.  Nat'l.  bds.,  elig. 
MD  from  Univ.  of  Missouri,  lnt.  and  res.  at  Kings  County  Hosp., 
NY.  Also  res.  at  Univ.  of  Minnesota  Hosp.  Fellowship  at  Hartford 
Hosp.  (Yale  affiliated  Gastro.  program).  Interested  in  a grp.  of  lnt. 
in  private  practice,  with  each  member  having  an  interest  in  a 
subspecialty.  Prefers  the  greater  NH  area.  Contact  CSMS- 
IM/Gast.-M.A.R. 

July  '78.  Age  31.  Nat’l.  bds.,  cert.  MD  from  Downstate  Med.  Ctr. 
Int.  and  res.  at  Peter  Bent  Brigham  Hosp.,  Mass.  Fellowship  at 
Robert  B.  Brigham  Hosp.,  Mass.  Training  in  rheumatology,  but 
principally  interested  in  Gen.  1M.  Grp.  practice  in  large  or  med. 
community.  Richard  D.  Schubert,  M.D.,  21  Parkman  St., 
Brookline,  Mass.  02146. 


OBSTETRICS  AND  GYNECOLOGY 

Aug.  ’78.  Age  32.  FLEX.  Ab-elig.  MD  from  Univ.  of  Lausanne. 
Int.  and  res.  at  York  Hosp.,  PA.  Grp.  practice  in  large  or  med. 
community.  Interested  in  small  private  practice  with  possibilities 
for  teaching.  William  A.  Hohman,  M.D.,  3400  Eastern  Blvd.-H7, 
York,  PA  17402. 


OPHTHALMOLOGY 

Available  now.  Age  38.  Conn,  license.  Nat’l.  bds.,  cert.  Presently  in 
practice.  Canadian  graduate.  Res.  at  Brooklyn  Eye  and  Ear  Hosp. 
Solo,  grp.  or  assoc,  practice  in  any  size  community.  Jean  Pierre 
Huberman,  M.D.,  7316  Twin  Sabal  Dr.,  Miami,  FL  33014. 


July  ’78.  Age  36.  FLEX.  AB-elig.  Foreign  graduate.  Res.  at  St. 
Vincent’s  Hosp.,  Worcester,  Mass.  Will  consider  all  types  of 
practice  in  any  size  community.  Wife  is  pediatrician.  Firozaci  K. 
Panjvani,  M.D.,  38  Oak  Ave.,  Apt.  34,  Worcester,  MA  01605. 


PEDIATRICS 

Neonatology:  June  ’78.  Age  30.  Nat’l.  bds.,  cert.  MD  from  Yale. 
Int.  and  res.  at  Duke  Univ.  Fellowship  at  Univ.  of  Wisconsin. 
Presently  in  practice.  Grp.,  assoc,  or  institutional  practice  in  any 
size  community.  Richard  Inwood,  M.D.,  432  Ferndale  Rd., 
Glenview,  IL  60025. 


Neonatology:  July  ’78.  Age  32.  FLEX.  AB-cert/ ped.,  elig/ neona- 
tology. M D from  Dow  Med.  Coll,  U niv.  of  Karachi.  Int.  and  res.  at 
St.  Vincent’s  Hosp.,  Worcester,  Mass.  Fellowship  at  Memorial 
Hosp.,  Mass.  Husband  is  pathologist.  Zehra  Panjvani,  M.D.,  38 
Oak  Ave.,  Apt.  34,  Worcester,  MA  01605. 

July  ’78.  Age  29.  AM-elig.  MD  and  int.  in  India.  Res.  at 
Westchester  County  Med.  Ctr.,  and  Catholic  Med.  Ctr.,  NY.  Grp. 
or  assoc,  practice  in  med.  community.  Wife  is  anesthesiologist. 
Mukeshkumar  H.  Shah,  M.D.,  Westchester  County  Med.  Ctr., 
Valhalla,  NY  10595. 

July  ’78.  Age  28.  Nat’l.  bds.,  elig.  MD  from  SUNY-Downstate.  Int. 
and  res.  at  Los  Angeles  County-Univ.  of  Southern  CA.  Med.  Ctr. 
Grp.,  assoc,  or  institutional  type  practice  in  CT.  Paul  S.  Spivack, 
M.D.,  7095  Santa  Paula  Circle,  Buena  Park,  CA  90620. 

July  ’78.  Age  33.  Nat’l.  bds.  FLEX,  elig.  MD  from  India.  Int.  and 
res.  at  Methodist  Hosp.,  NY.  Grp.  or  institutional  practice  in  med. 
or  small  community.  Penmentsa  N.  Varma,  M.D.,  506  6th  St., 
Brooklyn,  NY  11215. 


PSYCHIATRY 

Adult,  Child  and  Adolescent:  June  ’78.  Age  31.  Conn,  license. 
FLEX,  elig.  MD  from  Iran.  Res.  at  RI  Med.  Ctr.  Fellowship  at  the 
Institute  of  Living,  Hartford,  CT.  Will  consider  all  types  of 
practice,  even  school  consultation.  Contact  CSMS-Psy.-JAM. 

Psychiatry,  Geriatrics  or  Family  Practice:  Available  anytime 
Conn,  license.  AB-elig.  MD  from  Kansas  Univ.  Int.  at  St. 
Margaret’s  Hosp.,  KS.  Res.  at  Conn.  Valley  Hosp.  Recently  retired 
from  a position  with  State  of  Conn.,  finds  that  he  would  like  to 
return  to  some  low  profile  type  medicine — part-time  or  “con- 
trolled.” Contact  CSMS-Psy.  JHS. 


SURGERY 

July-Aug.  ’78.  Age  31.  Nat’l.  bds.,  elig.  MD  from  State  Univ.  NY, 
Downstate.  Int.  at  Mt.  Sinai,  NY.  Res.  JAR.,  surg.  Mt.  Sinai  also 
at  Univ.  VT.  Med.  Ctr.  Vascular  training.  Solo,  grp.  or  assoc, 
practice  in  med.  community  (not  too  rural).  Wife  is  biochemist. 
Peter  R.  Douglas,  M.D.,  Two  Rosewood  La.,  Essex  Junction,  VT 
05452. 

General,  Thoracic  and  Cardiovascular:  July  ’78.  Age  35.  FLEX. 
AB-elig.  MD  from  Italy.  Int.  and  res.  at  State  Univ.  of  NY-Kings 
County-Stony  Book.  Also  res.  at  Univ.  of  Utah.  Wishes  solo,  grp. 
or  assoc,  practice  in  large  community.  Alessandro  Ferrero,  M.D., 
1915  Laird  Dr.,  Salt  Lake  City,  Utah  84108. 

July  ’78.  Age  32.  FL.EX.  AB-elig.  MD  at  National  Univ., 
Columbia,  lnt.  at  Misericordia  Hosp.  Med.  Ctr.,  NY.  Res.  (1st  yr.) 
at  Harlem  Hosp.,  (2nd,  3rd  and  Chief  Res.  yr.)  St.  John’s  Episcopal 
Hosp.,  NY.  Additional  experience  in  ER  at  Kings  County  Hosp., 
NY.  Presently  in  ER  at  Comm.  Med.  Center  Hosp.,  Marion,  O. 
Solo,  grp.  or  ER  type  practice.  Carlos  A.  Medina,  M.D.,  787 
Chambord  Circle,  Marion,  O 43302. 
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